WELCOME TO BROWNHILL SURGERY

Please complete this questionnaire. It will help us to provide medical care whilst we await the arrival of your full medical records from your previous doctor.

PERSONAL DETAILS

Surname…………………………………….
First Name …………………………………….

Former Surname …………………………..
Date of Birth …………………………………..

Address ………………………………………………………………………………………………

……………………………………………………………………………Postcode ………………..

Telephone number (Home) ………………
Telephone number (Work). …………………...

Mobile ………………………………………
Previous GP name and address …………………………………………………………………..

…………………………………………………………………………………………………………

HEIGHT ……………………………………

WEIGHT ……………………………………..

Name of Carer (if appropriate)……………………………………. Contact No ………………...

Ethnic Origin – Please indicate the Ethnic Group to which you belong

Asian/Asian British          Black/Black British          Mixed                                        White
Indian                    □       Caribbean              □         White/Black Caribbean    □       British        □
Pakistani               □       African                    □         White/Black African         □       Irish           □
Bangladeshi          □                                               White/Asian                     □                                                                         


Any other (please specify) ………………………………………………… or  Do not wish to state    □
Please state:  First Language …………………………………………..  OR Do not wish to state   □
FAMILY MEDICAL HISTORY

Have any close relatives (parent, brother, sister, aunt, uncle) suffered from any of the following:

Epilepsy
YES/NO
Glaucoma
YES/NO
Raised blood pressure
YES/NO

Heart attack
YES/NO
Diabetes
YES/NO
Stroke
YES/NO

Asthma
YES/NO
Cancer
YES/NO

PERSONAL MEDICAL HISTORY

Have YOU ever suffered from any of the following:

Epilepsy
YES/NO
Glaucoma
YES/NO
Raised blood pressure
YES/NO

Heart attack
YES/NO
Diabetes
YES/NO
Stroke
YES/NO

Asthma
YES/NO
Cancer
YES/NO

Please list below any operations, serious / chronic illnesses or disabilities, giving dates if possible:

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………
…………………………………………………………………………………………………………

Are you allergic to any drug or substance      YES/NO    If YES, please give details:

………………………………………………………………………………………………………..
WOMEN (20 YEARS – 65 YEARS ONLY)

Please give details of your most recent smear test:

Date of smear…………………….
Result:  NORMAL/ABNORMAL (give details)

…………………………………………………………………………………………………………

Place smear test taken (i.e. GP /Family planning clinic/ other clinic etc. 
…………………………………………………………………………………………………………
MEDICATION

Please list below the name and dosage of any medication prescribed by a doctor (including contraceptive pill) which you are currently taking:

………………………………………………………………………………………………………..

……………………………………………………………………………………………………….

………………………………………………………………………………………………………..

GENERAL HEALTH

SMOKING
Do you smoke?



YES/ NO


If YES, how many cigarettes a day
………………..


How many ounces of tobacco a day
………………..

ALCOHOL
Please see attached questionnaire
EXERCISE
Do you undertake regular exercise?
YES/ NO


If YES, daily or weekly


………………………..


Do you participate in any sporting activities?
YES/ NO


If YES, what and how often  …………………………………………………

VACCINATIONS

Please tick if you have received any of the following:

TETANUS
HEPATITIS A 

TYPHOID
POLIO

HEPATITIS B
YELLOW FEVER

DECLARATION

I declare that the information given is true to the best of my knowledge. I have been offered an introductory appointment with a Nurse. I have ACCEPTED / NOT ACCEPTED the offer. Please bring a urine sample with you to this appointment.
Signed ……………………………………………….
Dated …………………….


Messaging consent form:

Service (1) : Voice Calls 

The Brownhill Surgery will on occasion wish to contact you via your mobile phone in order to notify you of such circumstances as changes to your booked appointment, invitations to relevant clinics, national issues such as Flu pandemics, The Brownhill Surgery being closed due to unforeseen circumstances etc.  

Service (2) : Text/Voice Text Messages

The Brownhill Surgery will on occasion wish to send SMS Text Messages or SMS Voice Message to your mobile phone or fixed land line number in order to notify you of such circumstances as changes to your booked appointment, national issues such as Flu pandemics, The Brownhill Surgery being closed due to unforeseen circumstances etc. 

Disclaimer

If you agree to the Brownhill Surgery contacting you via your mobile phone or fixed land line number, The Brownhill Surgery agrees to adhere to the following:-

1. The mobile phone number or fixed land line number will only be used by The Brownhill Surgery and will not be passed to any other parties. 

2. If at any time you would like to opt out of either of the above services, please make a personal request to The Brownhill Surgery and you will be opted out of the service within 48 hours. You may also like to include your reason for opting out, to help us review and improve the service in future. 

3. Your mobile phone number will solely be used by The Brownhill Surgery in relation to the healthcare services offered by The Brownhill Surgery. You will not be contacted in relation to any other types of products or services.

If you DO NOT wish the practice to contact you in this manner please tick this box  FORMCHECKBOX 

SIGNED…………………………………………………  DATED…………………………………
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