ARDACH HEALTH CENTRE CONFIDENTIAL PATIENT QUESTIONNAIRE

This set of questions has been designed to help your new Doctor get to know you and any medical problems as it takes some time for your records to arrive from your previous practice.   

	Surname
Forename/s
	
	Mr/Mrs/Miss
	Date of Birth:

	Address:


	

	Telephone:
Home
Mobile Number


	
	Others in

Household:
	

	Marital Status:
	
	Occupation
	

	Next of Kin
Relationship
Address

Telephone  Number
	
	Carer (if applicable)
Address

Telephone Number
	


What is your ethnic group?

Choose ONE section from A to E then tick ONE box which best describes your ethnic group or background

	A White
□
Scottish

□
English

□
Welsh

□
Northern Irish

□
British


	□ 
Irish

□
Gypsy/Traveller


□
Polish

□
Any other white ethnic group, please write in ……………………………



	B Mixed or multiple ethnic groups

□      
 Any mixed or multiple ethnic groups

 
C Asian, Asian Scottish or Asian British
□    
Pakistani, Pakistani Scottish or Pakistani British

□    
Indian, Indian Scottish or Indian British

□    
Bangladeshi, Bangladeshi Scottish or Bangladeshi British

□   
Chinese, Chinese Scottish or Chinese British

□   
Other, please write in……………………………………………….


	D African, Caribbean or Black
□      
African, African Scottish or African British

□      
Caribbean, Caribbean Scottish or Caribbean     British

□  
Black, Black Scottish or Black British

□  
Other, please write in…………………………………………………

E Other ethnic group

□    
 Arab

□   
 Other, please write in ……………………………………………




If you do not wish to give this information, please tick here  FORMCHECKBOX 

PAST MEDICAL HISTORY – Chronic illnesses (Not your family history)
	Hypertension:
	Yes/No
	Asthma:
	Yes/No

	CHD (Coronary Heart Disease)
	Yes/No
	Stroke: 
	Yes/No

	Diabetes: 
	Yes/No
	Epilepsy: 
	Yes/No

	Heart Failure:
	Yes/No
	Mental Health: 
	Yes/No

	Cancer:
	Yes/No
	Dementia:
	Yes/No

	CKD (Chronic Kidney Disease)
	Yes/No
	COPD
	Yes/No


CURRENT  MEDICINES

Are you currently taking any repeat medications?
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If so, please hand your repeat medication slip from your previous practice in to reception.  
Would you be interested in registering for our online repeat prescribing service?
Yes  FORMCHECKBOX 

 
No  FORMCHECKBOX 

If so, please see the receptionist for details on how to register.
Please indicate below which pharmacy you would like to collect your medication from:
Normac (in ardach)            Buckpool                Taylors                                                          

Findochty                          Portknockie            Cullen 
DATA PROTECTION
Further to recent changes in Data Protection regulations (see GDPR leaflet enclosed for information on when your information may be shared with other health professionals). If you consent for medical information to be shared with other health care providers please sign below. 
Signed
Date

LIFESTYLE INFORMATION

Height:  



Weight:  




SMOKING

Do you smoke?

Yes
(
No
(
How many per day?  ___________________
Previously smoked?

Yes
(
No
(
When stopped?  





ALCOHOL

How much alcohol do you drink per week?  





ILLEGAL SUBSTANCES OR SUBSTITUTES
Are you taking any illegal substances or substitutes?      Yes /  No  ______________ 






