Welcome to Buckingham Terrace Medical Practice

    NEW PATIENT HEALTH QUESTIONNAIRE
WE INVITE ALL NEW PATIENTS TO MAKE AN APPOINTMENT TO SEE US. PLEASE SPEAK TO OUR STAFF”
Please take a practice booklet, which will explain the services we offer and how to use them.

Please also fill in the following questionnaire as fully as possible. It will help us until your records arrive from your previous doctor.
_________________________________________________________________________

Date:
                First name:


                    Surname/ Family name:       

Date of Birth:


    Marital Status ( M/S/W/other)        Title:

Phone number where you can most easily be contacted :     Home

                               Mobile:                                         Can we send you text reminders: Y/N

Country of Origin : 

     Occupation:                            Student course:  
Have you been a patient of this practice before:   Yes□    No□  

ALLERGIES

Are you allergic to any medicine/drugs?   Or to anything else
……………………………………………………………………………………………………………………

REGULAR / REPEAT MEDICATION
We have a repeat prescription service and you can order your prescription in person, by telephone (0141-211 6220)or by e-mail via the Practice website. Please arrange an appointment to see a doctor before your first prescription is due in order to confirm your medication requirements and to enter them on computer. This includes the oral contraceptive pill.
Please specify current medication below
	
	

	
	


ETHNIC ORIGIN

Past Medical History
 Do you have or have had any of the following?

MEDICAL HISTORY
Asthma


□

High cholesterol

□
Raised blood pressure
□ 

Any sort of cancer

□
Diabetes


□

Epilepsy


□
Stroke or mini stroke

□

Heart attack or angina
□

Any other illness

□  ​​​​​​​​​​​​________________
LIFE STYLE

Have you Never Smoked ( or are you a Current Smoker (  Ex smoker (
	WANT TO STOP SMOKING?
If you are a smoker and want help to stop we CAN help you. Get in touch with Smoking Cessation Team on 2322110 or contact your local community pharmacy. If you prefer to see a GP or nurse just make an appointment.


Alcohol Screening
Please take time to answer the following questions regarding your alcohol consumption. (Please circle your answer)
½ Pint of beer, 1 glass of wine, 1 single spirit = 1 Unit
1. How often do you have eight (six if you are a women)  or more drinks in one occasions?
Never
0
Less than monthly
1
Monthly
2
Weekly
3


Daily or almost daily
4

2. How often during last year have you been unable to remember what happened the night before  because you had drink?
Never
0
Less than monthly
1
Monthly
2
Weekly
3

Daily or almost daily
4

3. How often during last year you have failed to do what was normally expected of you because of drink?
Never
0
Less than monthly
1
Monthly
2
Weekly
3

Daily or almost daily
4
4. In the last year has a relative or friend or a doctor or other health worker been concerned about your drinking or suggested you cut down?

No
0
Yes, on one occasion
    2
Yes, on more than one occasion       4

                                                                                                                          ______








Your Cumulative Score                    
If your cumulative score is 3 or more , you may be drinking alcohol outwith healthy limits. If this is the case we would recommend you make a GP appointment to discuss your alcohol consumption in more detail to enable us to offer you guidance and support
FEMALE PATIENTS ONLY

Date of last cervical smear (Pap test)  ………

 Result of the Smear         Negative (    Other  (
  If you had your last smear outside UK Please complete the attached  slip

(for women aged 50 to 65 only)

Date of last mammogram ( breast x ray)    ………




(White           (   Black               (  Asian          (    Chinese            (  Other ethnic background         (  Information refused                                                  














