	THE VILLA MEDICAL CENTRE




NEW PATIENT HEALTH QUESTIONNAIRE

Please complete this confidential questionnaire (one for each member of the family to be registered with the Practice)
Please complete in block capitals 

All new patients are required to show ID prior to registration, this can be either driver’s licence, passport or a utility bill dated within the last three months.  Patients arriving from outside the UK will need to show their passport.
Today’s date: ……………………..  Title:  Mr/Mrs/Miss/Master
Name: ……………………………………………………………

Address: ………………………………………………………………….

Telephone: …………………………….Mobile: …………………………

Email: ……………………………………………………………………..

We are working within a GP Consortium with 26 other Wirral Practices, the NHS staff working on our behalf for the consortium have asked if we would be able to share your email address with them so that they can also keep you informed of healthcare news on the Wirral and invite you to take part in surveys related to local healthcare, and to get involved further in improving healthcare for our patients. Your email address would not be leaving the NHS and would not be shared with anyone other than the Practice and the NHS staff working on our behalf.  It would be treated in absolute confidence.  Is it ok for us to pass your email address on? Yes/No

Date of Birth: …………………………Age: ……………………………...
Occupation or School attending: …………………………………...
Next of kin and their contact number: ……………………………..
………………………………………………………………………………...
Are you housebound?



Yes/No

Ethnicity:
(please tick)

White
⁮
Black Caribbean

⁮
Black African
⁮

Black (other non-mixed origin)
⁮
Other Black
⁮

Black (other mixed origin)
⁮
Indian
⁮
Pakistani
⁮

Bangladeshi
⁮
Chinese
⁮
Vietnamese
⁮

Other ethnic non-mixed origin
⁮
Other Asian
⁮

Other ethnic mixed origin
⁮
Irish Traveller
⁮

Other ethnic group
⁮
Patient would not like to answer
⁮

First Language: ………………………………………………….

Any Allergies: …………………………………………………………..

Please state any speech, hearing or sight impairments:

…………………………………………………………………...

Please state any physical or mental disabilities: ………………...

…………………………………………………………………...

Please state any religious or cultural needs: …………………….

…………………………………………………………………...

Current Medication and dosage: ………………………………………
……………………………………………………………………………..

Do you Smoke? 

Yes/No
How many per day? …………...

If yes, would you like help in quitting?

Yes/No

Would you like an appointment for Nicotine Replacement Therapy?






Yes/No
If no, are you an ex-smoker?


Yes/No

If yes, when did you give up and how many did you smoke?

…………………………………………………………………...

Would you like to opt out of the Summary Care Record (SCR) Scheme?

YES/NO
(Please read attached leaflet before you make your decision, if Yes, please complete the attached opt out form.  We cannot opt you out unless this form is completed)

Do you drink alcohol?

Yes/No

How many units per week? 

………
(1 unit = half pint beer, 1 pub measure of wine or spirits)

Any health problems? …………………………………………………...

………………………………………………………………………………

Past operations: …………………………………………………………..

………………………………………………………………………………

Are you currently under a Doctor/Consultant at the Hospital? …...

………………………………………………………………………………

Do you exercise, if so what kind and how often? …………………..

………………………………………………………………………………

Do you require the help of a translator/interpreter?

Yes/No

If yes, please give details: ………………………………………...

Do you have Guide/Assistance Dog? ……………………………..

Are you a carer? e.g. do you look after an elderly relative or friend, do you look after a family member with special needs?

Yes/No
If yes, give details:…………………………………….

Do you have a carer? e.g. friend or relative who looks after you or helps you do everyday things?

Yes/No
If yes, give details and tel. Number of carer:……………………...

…………………………………………………………………….

Do you have a “living will” (a statement explaining what medical treatment you would not want in the future)? Give details:

…………………………………………………………………….

Have you nominated someone to speak on your behalf (e.g. a person who has Power of Attorney)? …………………………….

…………………………………………………………………….

Are you a Military Veteran………………………………….

Have any of your immediate family, e.g. parents, grandparents, siblings, had any of the following, and if so tell us who:







Self

Family Member

Heart Disease

(please state whether aged over/under 60)

High Blood Pressure

Stroke

Diabetes

Glaucoma (pressure in eye)

Epilepsy

Breast Cancer

Any other Cancer

Asthma

Do you follow a special diet? (i.e. vegetarian, vegan etc.) …………….

If you are aged 40-75 years, and do not currently suffer from heart disease, you are entitled to a free NHS Health Check (CVD check) to calculate your risk of development Cardio-Vascular Disease and to offer you lifestyle advice to prevent this, is this something you would like?


Yes/No

Your physical examination will include having your height, weight and blood pressure taken, you will also be required to bring a sample of urine with you to the appointment, sample bottles available at the reception desk.  If aged 65 or over you will also have your pulse taken.  If you are aged between 40-74 you will be offered a fasting blood test to check your cholesterol levels.
Patient Participation Group
The Practice is committed to improving the services we provide to our patients.  To do this, it is vital we hear from people about their experiences, views and ideas for making services better.  By expressing your interest, you will be helping us to plan ways of involving patients that suit you.  It will also mean we can keep you informed of opportunities to give your views and up to date with developments within the Practice.  Please state whether you are interested and whether you would like to attend meetings or just be emailed with information (delete as appropriate):

Yes I am interested in joining the group/No I’m not interested in joining the group/I would like to be kept informed by email only
We offer the facility to book or cancel Doctors appointments, order medication and send non urgent messages online via Patient Access, Would you like an access pin for this, if so you will need to provide Photographic ID. 
Yes/No

We now offer the facility to send patients text reminders about their appointments.  Would you like to opt in to this service?

Yes/No
Patient signature: …………………………………………………

Signature on behalf of Patient: …………………………………...

Thank you for taking the time to complete this form, for more information about the services we offer, please refer to our Practice Leaflet or see our website www.villamedicalcentrewirral.nhs.uk or visit us on facebook.

