Blackwood Medical Practice

NEW PATIENT QUESTIONNAIRE 

Date
___________________________________________
Surname
___________________________________________
First Name(s)
___________________________________________
E-Mail
___________________________________________
Marital Status
___________________________________________
Occupation
___________________________________________
Gender (optional)
___________________________________________
Next of Kin – Name  __________________________________________
Address
___________________________________________
Contact No. 
___________________________________________

CONSENT

The Practice uses text messaging to send appointment reminders and

clinic invitations. Do you consent to receive these?  




YES/NO
Where would you like to collect your prescriptions from?  (please circle choice)

 The Surgery 
Kirkmuirhill Pharmacy
   Boots Chemist
Abbeygreen Pharmacy 
GENERAL MEDICAL HISTORY

Have you had any serious illness or operations, x-rays or similar tests and when?

________________________________________________________________________________
WHAT MEDICINES ARE YOU TAKING?  
(You MUST provide a copy of your repeat prescriptions list)
________________________________________________________________________________________________________________________________________________________________
Have you ever had any allergies to medicines or anything else? (and if so, what was the reaction/symptoms)

________________________________________________________________________________
LIFESTYLE

Do you smoke?  


Yes / No / Ex-Smoker

How much tobacco / cigarettes do you smoke? __________________________
How much alcohol do you consume weekly? Wine  _______ Beer  _______ Spirits  _______ 

Are you Housebound? 


Yes / No
Do you look after someone who is ill or disabled? Yes / No
Ethnic origin (e.g. White British, White Scottish, 
White Irish, Asian, Mixed, Other (please state) __________________________
If just arrived in UK, please enter date of arrival __________________________
First language __________________________
Interpreter needed?  No / Yes – Language?  __________________________ 
FAMILY HISTORY

Have any blood relations suffered from the following?

Heart attack
_________________
Diabetes  

_________________
Asthma
_________________
Stroke


_________________
Cancer 
_________________
High blood pressure
_________________
Other serious illness___________________________________________________
You may be asked to make an appointment with the Practice Nurse 
and/or Doctor for a medical check up 
You MUST provide your repeat prescriptions list or medication boxes prior to any new prescriptions being issued by the Surgery
If you would like to register for online ordering of prescriptions, 
you must complete a separate registration form for this
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