THE WILLOW PRACTICE
NEW PATIENT QUESTIONNAIRE

TO ENABLE US TO PROCESS YOUR REGISTRATION WE ASK THAT BOTH FORMS ARE COMPLETED TO THE BEST OF YOUR CAPABILITY. WE WILL BE UNABLE TO PROCESS THE FORMS UNTIL THEY ARE FULLY COMPLETED. PLEASE BE REMINDED THAT APPROPRIATE IDENTIFICATION WILL BE REQUIRED AT YOUR CONSULTATION. IF YOU DO NOT BRING PASSPORT/DRIVERS LICENCE OR BIRTH CERTIFICATE ALONG WITH CURRENT UTILITY BILL WE WILL NOT BE ABLE TO REGISTER YOU.

Date:                      

Welcome to this Practice.  Please fill in this form before you see the nurse for the first time. Your old records will not arrive for several weeks, so this helps us to treat you more easily. Please remember to bring a urine sample with you on your first visit.

NAME:  _______________________________________________ _                                Date of Birth:  ______________________

ADDRESS:  ________________________________________________________________________________________________

TEL NO:  ______________________________________                                                  MARITAL STATUS:  single/ married/

                                                                                                                                                                                     Widowed/divorced/

                                                                                                                                                                                     Separated/remarried

Please state your Ethnic Origin: i.e. White/Scottish or Other
____________________________
Please state your town and country of birth: Town: _________ Country:________________
PREVIOUS DOCTOR:     Name____________________________________________

                                           Address________________________________________________________________________

WEIGHT: __________               HEIGHT: ___________                      BP: ___________                    URINE: ____________

HAVE YOU HAD PNEUMONIA VACCINATION?  YES/NO

WHEN: 

CHILDHOOD ILLNESSES:

Mumps (  )      Measles  (   )      German Measles  (   )      Chickenpox  (   )      Asthma  (   )      Eczema  (   )

Scarlet Fever (   )      Rheumatic Fever  (   )      Whooping Cough  (   )

ACCIDENTS:

HOSPITAL ADMISSIONS:

OPERATIONS:

PROBLEMS AT THE MOMENT:

MEDICINES:

ALLERGIES:






Please Turn over This page to Complete Form
-2

SMOKING:    Non-smoker (   )     Ex-smoker  (   )     When  stopped  (        )      Smoker  (   )

                        Cigarettes per day:    1-9 (   )     10 – 19  (   )      20 – 39  (   )          Pipe  (   )

Anti-smoking advice given   (    )

OFFICE USE ONLY
	Patient’s signature:

Date:
	Staff signature:

Date:


Should you require any prescriptions and wish them to be sent direct to the pharmacy please indicate below:
DATE



PHARMACY


 SIGNATURE

	
	
	


.
