Portland and Meadowgreen Surgeries

Adult Questionnaire
Surname: ……………………………………………………   Title:  Mr/Mrs/Miss/Ms/Dr/Rev Please circle one
Forenames: …………………………………………………
  Date of Birth: 
……………………………………….

Ethnic Origin ………………………………………………………………………………………………………………….
Telephone Numbers:
Home:
……………………………………………
email:………………………………




Work:
……………………………………………




Other:
……………………………………………

Next of kin: ...................................................... Relationship to you: ...................................

Address: ...................................................................................................Tel No:............................

Do you have a Carer YES/NO.  If yes name of Carer…………………….……………………………. Contact number ………………………….… 

Are you Carer YES/NO.  If yes name of person you care for ………………….…………………….Contact number …………………………….

Have you had any ongoing health issues, serious illnesses or operations? If so, could you please list them:

………………………………………………..

………………………………………………..

………………………………………………..

………………………………………………..

………………………………………………..

………………………………………………..

………………………………………………..

………………………………………………..

Are you allergic to anything? If so, please list them?

………………………………………………..

………………………………………………..

………………………………………………..

………………………………………………..

Are you taking any medications?

	Drug Name
	Dose/strength
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Which Pharmacy would you like your repeat prescriptions to go to? ……………………………

Have any of your immediate family suffered from a heart attack or angina?  Yes/No

Have any of your immediate family suffered from a stroke?  Yes/No

Are you a smoker?  Yes/No  If yes, how many a day?: 
………………………. 
Ex-Smoker? Yes/No
How much alcohol due you consume per week?:

……………………….    See note below

When did you last have a tetanus vaccination?

Approximate date:  ………………………

When did you last have a polio vaccination?


Approximate date:  ………………………

Women only

Have you had a hysterectomy?

Yes/No

When did you last have a smear test? 
Approximate date:
……………………….

Was this smear normal?


Yes/No
Do you have a coil in place?

Yes/No
This practice has a computerised recall system for smears. Do you wish to be placed on this system? Please complete the section below.

I wish / do not wish (delete as appropriate) to be recalled for cervical smears.

Signed:
……………………………………………………………
Date:
………………………

Is there any other information that you think we should know?

Alcohol:
1 unit if alcohol is equivalent to half a pint of beer, one glass of wine or sherry or one measure of spirits

Computer ٱ


Scanned   ٱ 








