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New Patient Medical Questionnaire

	Date:
	

	Name:
	

	Date of Birth
	

	Address:
	

	Telephone Number: 
	

	Marital Status:
	

	Occupation:
	



Medical History

	Have you had any serious illness/operations in the past
	

	Do you suffer from asthma?
	

	Do you suffer from diabetes?
	

	Do you have any allergies?
(please include allergies to medication)
	

	If you have answered yes to any of the above please give details including dates below:

	








	Smoking: If you smoke please tell us when you started, what you smoke and how may per day.
	

	Drinking: If you drink alcohol please tell us what you drink in an average week.
	

	Exercise: Do you do anything to keep fit? Walking, gym, sport etc.
	


 
Womens Health

	Please indicate whether you have had any previous pregnancies. If applicable, provide the number of pregnancies and the relevant dates:
	

	Please indicate whether you have previously had a cervical smear. If yes, please record the date of the most recent test:
	

	Do you require contraceptive advice?
	




Family History

	It is important for us to be aware of any significant medical conditions in your immediate family, particularly your parents and siblings. We are especially interested in a history of heart disease, stroke, or cancer, but please also include any other conditions you feel may be relevant.
Please record any relevant family medical history below:

	














Vaccination History

	It is helpful for us to know which diseases you have been protected against. Please record the dates of any vaccinations you are aware you have received:

	Tetanus
	

	Polio
	

	BCG
	

	Flu
	

	Triple Vaccine
	

	MMR
	

	Hep A
	

	Hep B
	






Thank you for taking time to complete this questionnaire.
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