	MARKINCH MEDICAL PRACTICE
19 High Street , Markinch, KY7 6ER
	NEW PATIENT QUESTIONNAIRE

Appointments & Enquiries : 01592 610640


Dear patient,  
Identification documents with both your address and photo are required to register e.g. drivers licence, or passport and utility bill/bank statement/council tax bill.   
On registration with our practices we have a policy of meeting all new patients.  To assist us in this, and while we wait for your records from your last doctor, it would be extremely helpful if you could complete the following details.  This information will be treated in the strictest confidence.  Thank you.
	Your Signature:


	Date of completion:

	Surname:

	Maiden Name:
	Date of Birth:
	Sex:

M / F
	Occupation:

	Forename(s):


	Previous
Surname(s):
	Place of Birth:

	Address:

Post Code:
	Home Tel:

Mobile:


	We have a text messaging service which sends automatic appointment reminders and other health related information to mobiles. Do you wish to OPT OUT of this service? 

	Previous Home Address:

Postcode:
	Previous GPs Name:

Address:
Postcode:                               Tel No:

	Name of Emergency
Contact:
	Phone No.:
	Relationship
 to you:


MEDICAL HISTORY

Do you suffer from or have you ever suffered from the following?
	High Blood Pressure
	YES/NO
	Date Diagnosed:
	Asthma
	YES/NO
	Date Diagnosed:

	Heart Disease
	 YES/NO
	Date Diagnosed:
	COPD
	YES/NO
	Date Diagnosed:

	Stroke
	YES/NO
	Date Diagnosed:
	Diabetes
	YES/NO
	Date Diagnosed:

	Other Illnesses with dates diagnosed:
	


Please list any Hospital Admissions and Operations
	Approx. Date
	Condition/Operation

	
	

	
	

	
	

	
	


Please list Current Medication (attach extra sheet if required)

	Medication
	Dose
	Medication
	Dose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


CONTINUED OVERLEAF……

	Please list any allergies


	


	Any other special needs or considerations? (e.g. Mobility problems, home help required, do you live alone, etc.) 



	Are you a carer? YES/NO
	Are you cared for? YES/NO

	If Yes, name of person for whom you care:
Address:

Date of Birth:                          Relationship:
	If yes, name of your carer:
Address:

Date of Birth:                                Relationship:


FAMILY HISTORY - Is there any family history of?
	Condition
	(Circle)
	Relationship to you
	Age at onset
	Condition
	(Circle)
	Relationship to you
	Age at onset

	Asthma
	Y / N
	
	
	COPD
	Y / N
	
	

	Heart Disease
	Y / N
	
	
	High Blood

Pressure
	Y / N
	
	

	Stroke
	Y / N
	
	
	Diabetes
	Y / N
	
	

	Cancer
	Y / N
	Type of cancer
	Relationship:
	

	Other
	Y / N
	Condition
	Relationship:
	


	Relationship
	Age
	Current State of Health
	If dead, cause of death
	Age at death

	Father
	
	
	
	

	Mother
	
	
	
	

	1st  Brother/Sister
	
	
	
	

	2nd Brother/Sister
	
	
	
	

	3rd Brother/Sister
	
	
	
	

	4th Brother/Sister
	
	
	
	


HEALTH SECTION

	Do you smoke?
	YES/NO
	If yes, how many 
per day?
	
	If you used to smoke, when did you stop?
	

	Please enter weekly alcohol intake in units.(1 unit = half a pint lager or beer,
or 1 glass wine, or 1 measure of spirits)
	                                  Units Per Week

	If aged 50-74, have you completed the bowel screening test within the last 2 years?
	YES / NO


WOMEN’S SECTION

	What form of contraception do you currently use?
	
	Age over 50+ only - Date & Result of last mammogram:

	When did you have your last smear?
	
	

	Result?
	
	


	Ethnicity
	Please tick as appropriate

	White Scottish
	
	Turkish Cypriot
	
	Black Caribbean
	
	Black East African Asian
	

	White
	
	Chinese
	
	Back African
	
	Black Indo Caribbean
	

	White British
	
	Indian
	
	Black British
	
	Black Indian sub-Continent
	

	White Irish
	
	Pakistani
	
	Black West Indian
	
	Black other Asian
	

	Other white ethnic group
	
	Bangladeshi
	
	Black Guyana
	
	Black other mixed
	

	Other White British ethnic group
	
	Vietnamese
	
	Black North African
	
	Black other non mixed origin
	

	Greek
	
	Irish Traveller
	
	Black Arab
	
	New Zealand
	

	Greek Cypriot
	
	Traveller Gypsy
	
	Black Iranian
	
	Ethnic group not recorded
	

	Turkish
	
	Other ethnic group
	
	Black other African 
	
	Ethnic group – patient refused
	


