Alyn Family Doctors
New Patient Questionnaire



Please complete the following information and attached forms. It is important that we have ALL your current details in order to process your registration. You can be assured that all information is confidential.


Personal Details:
Your full name: ………………………………………………………………………………………………………………………
Previous name: ………………………………………………………………………………………………………………………
Date: ……………………………………… DOB: ……………………………………………………………………………………
Current address: ……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………….
Previous address: …………………………………………………………………………………………………………………..
Home Tel No: ……………………………………………. Mobile No: ……………………………………………………….
Can we use your mobile number to send text reminders and information about the services available: YES/NO
Email address: ……………………………………………………………………………………………………………………….


Name & address of current GP: ……………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………….


Next of kin details: …………………………………………………………………………………………………………………
Emergency contact telephone number: …………………………………………………………………………………

Do you speak English YES / NO
If no what language do you speak…………………………………………………………………………………………..
Do you require an interpreter: YES / NO


Medication:
Do you take any regular medication: YES / NO
If YES we require a copy of a recent prescription. If you are unable to provide this, we will require a print out from your GP. Medication will not be prescribed without this.
Please list current medications below:
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

Height:……………………………………………………… Weight:………………………………………………………………

Medical history:
Please list all serious illnesses, operations or any disabilities:
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Are you a carer? YES/NO
If YES who do you care for:…………………………………………………………………………………………………….

Are you pregnant YES/NO ……………………………………………………………………………………………………..
Have you suffered from:  (Brief details)
Heart attack: YES/NO …………………………………………………………………………………………………………….
Stroke YES/NO ……………………………………………………………………………………………………………………….
High blood pressure YES/NO ………………………………………………………………………………………………….
Diabetes YES/NO ……………………………………………………………………………………………………………………
Asthma YES/NO ……………………………………………………………………………………………………………………..
COPD YES/NO ………………………………………………………………………………………………………………………..
Epilepsy YES/NO …………………………………………………………………………………………………………………….
Hypothyroidism YES/NO ………………………………………………………………………………………………………..
Mental health illness YES/NO …………………………………………………………………………………………………
Depression YES/NO ……………………………………………………………………………………………………………….

Family history:
Is there any family history of the following (if YES please give details ie relationship)
Heart disease: YES/NO …………………………………………………………………………………………………………..
Asthma: YES/NO …………………………………………………………………………………………………………………….
Diabetes: YES/NO ………………………………………………………………………………………………………………….
Stroke: YES/NO ………………………………………………………………………………………………………………………
Cancer: YES/NO ……………………………………………………………………………………………………………………..
Stomach problems: YES/NO …………………………………………………………………………………………………..

Smoking status:
Do you currently smoke: YES/NO…………………………………. How many per day…………………………
If NO have you ever smoked: YES/NO……………………………………………………………………………………

Do you drink alcohol: 
YES/NO ………………………………… If yes how many units per week:……………………………………………
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