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	WEST BYFLEET HEALTH CENTREPRIVATE 

MADEIRA ROAD

WEST BYFLEET

SURREY 
KT14 6DH





NEW PATIENT MEDICAL DETAILS
Please bring in Proof of address with this form

Welcome. As there can be a delay in receiving your medical records, it would help us to give you better care if you could please complete the questionnaire below. Please complete online and print out or print the form and complete manually. Please take it to a reception.


	Surname:
	
	First Name(s):
	

	Mr/Mrs/Miss/Other
	
	Date of Birth:
	

	Home Tel. No.:
	
	Mobile Tel No.:
	

	Work Tel. No.:
	
	Occupation:
	


	Address:
	

	Address:
	

	Town:
	

	County:
	

	Post Code:
	


	Number of people in the household:
	


	Next of Kin/Contact Name:
	

	Next of Kin/Contact Telephone No.:
	

	Next of Kin/Contact Relationship:
	


	Height:
	
	Weight:
	
	Waist:
	


	Are you a carer of Disabled/Invalid/Elderly
	Yes:
	
	No:
	


	Who do you care for?
	


Marital Status (please tick)

	Single
	
	Divorced
	

	Married
	
	Separated
	

	Widowed
	
	Living With Partner
	


Ethnic category

	
	
	Please tick
	
	
	Please tick

	White
	British
	
	Black/Black British
	Black Caribbean
	

	
	Irish
	
	
	Black African
	

	
	Other White
	
	
	Other Black
	

	Mixed
	White & Black Caribbean
	
	Other Ethnic
	Chinese
	

	
	White & Black African
	
	
	Other Ethnic category
	

	
	White & Asian
	
	Not Stated
	Not stated
	

	
	Other Mixed
	
	
	
	

	Asian/Asian British
	Indian
	
	
	
	

	
	Pakistani
	
	
	
	

	
	Bangladeshi
	
	
	
	

	
	Other Asian
	
	
	
	

	
	Sri Lankan
	
	
	
	

	
	Korean
	
	
	
	


	First Language (if not English – please state)
	


Smoking

	Smoker
	
	Quantity Per Day
	

	Ex Smoker
	
	When Did You Stop
	

	Never Smoked
	
	
	


	If still smoking would you be willing to attend for advice on how to stop smoking
	Yes:
	
	No:
	


Alcohol (please answer if you are over 16)
	
	0
	1
	2
	3
	4
	Enter No

	How often do you have a drink that contains alcohol?


	Never
	Monthly or less
	2-4 times a month
	2-3 times a week
	4+ times per week
	

	How many standard alcoholic drinks do you have on a typical day of drinking?


	1-2
	3-4
	5-6
	7-8
	10+
	

	How often do you have 6 or more standard drinks on one occasion
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or mostly daily
	


(1 Unit = ½ pint of beer, 1 small glass of wine or 1 single spirit)

	How many units of alcohol do you drink per week
	


Family Medical History (please tick)
	Heart Attack/Disease
	

	Stroke
	

	Glaucoma
	

	Hypertension
	

	Cancer
	

	Diabetes
	

	Epilepsy
	

	Asthma
	


Personal Medical History (please tick)

	
	
	Date of Diagnosis

	Heart Disease
	
	

	High Blood Pressure
	
	

	Diabetes
	
	

	Asthma
	
	

	Cancer
	
	

	Chronic Lung Disease
	
	

	Epilepsy
	
	

	Stroke
	
	

	Thyroid Disorder
	
	

	Mental Health Disorder
	
	


	Other (please specify)
	
	


	Operations
	Date

	
	

	
	

	
	


	Allergies
	


	Regular Medication
	Tab/Cap/Syrup
	Strength
	Dosage

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Adult – Immunisations

	
	Date Given

	Flu
	

	Tetanus
	

	Pneumonia
	


Female Patients
	Cervical Smear (Date of Last One)
	

	Hysterectomy (Date)
	

	Contraception (Name of Pill)
	

	Contraception (Other)
	


Children Under 16

	Parent/Carer:
	


Nursery/School

	Name:
	

	Address:
	

	Address:
	

	Town:
	

	County:
	

	Post Code:
	


Children (0 – 6) Immunisations

We must have complete details of vaccinations and immunisations already performed.  Children may not be registered until this information has been given.  If you cannot remember dates, please give approximate dates and bring in your child’s Health Record for checking.
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Date Given

Diptheria / Tetanus / Pertussis / Hib / Polio / Meningitis C

First:

Diptheria / Tetanus / Pertussis / Hib / Polio / Meningitis C

Second:

Diptheria / Tetanus / Pertussis / Hib / Polio / Meningitis C

Third

Measles / Mumps / Rubella




First

Pre School

Diptheria / Tetanus / Pertussis / Polio



Booster


Measles / Mumps / Rubella




Booster

BCG















Hepatitis B

Meningitis C

Others – please state:




Please bring in Proof of address with this form

Admin use only:

New patient checked booked:
Yes/No

Appointment Date:


Receptionist:
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