BURNFIELD MEDICAL PRACTICE

Welcome to Burnfield Medical Practice.  To help us give you the best possible care please fill in this short questionnaire.  All answers are confidential.
*Mandatory

	Date
	

	Surname
	

	First Name
	

	Date of Birth
	

	*Have you previously been registered at Burnfield?
	Yes:                                       No:

	* Please state the reason for registering at Burn field. 
	i.e. Moved address,  Family Registered

	Full Address


	

	Tel Numbers 
	Home:                                   Mobile:                                      

	*Consent to SMS 
	Yes                                        No

	Next Of Kin Contact (Only complete if you are happy for us to use NOK as a second contact)
	Full Name:

Number:                                Relation:

	Marital Status
	

	E mail address
	

	Country of Birth
	

	Sex 
	M:
	F:

	Occupation
	
	If retired please state retired date and Previous Occupation.


CARERS    -    Are you a carer for somebody with one of the following:

	Someone with a learning disability
	

	Someone with severe mental illness
	

	Someone with chronic debilitating illness
	

	Someone with a disability, or frail and elderly 
	


GENERAL HISTORY

	*What medicines are you taking?
We encourage you to order your repeat medication prior to moving practice. If you require medication in the next 14 days, please provide us with a repeat prescription split. 


	

	 *Do you have any Allergies? 
	

	*Height and Weight 
	Height(metres):                  Weight(kg):

	Any relevant information/ medical history you’d like to advise?
	


*To be completed by Over 16s only. 
	*ALCOHOL
FAST ALCOHOL SCREENING TOOL 
	Never 
	Less than Monthly 
	Monthly
	Weekly 
	Daily or almost daily

	How often do you have six or more drinks on one occasion? 
	
	
	
	
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking? 
	
	
	
	
	

	How often during the Last year have you failed to do what was normally expected of you because of drinking?
	
	
	
	
	

	
	No
	On One occasion 
	On more than one occasion

	In the last year has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?
	
	
	


SMOKING

	Have you ever smoked?
	Yes
	No
	Ex-Smoker

	If you smoke – how many a day?
	
	
	

	Would you be interested in help to stop?
	Yes
	No
	

	If you would like help to stop please telephone the surgery or ask for a smoking cessation leaflet from reception
	
	
	


FAMILY HISTORY
Which (if any) of your blood relations have suffered from the following? :

	Condition
	Family Member(s)

	Ischaemic Heart Disease / Heart Attack / Angina (under 60 yrs of age)
	

	Ischaemic Heart Disease / Heart Attack / Angina (over 60yrs of age)
	

	Diabetes
	

	Stroke
	

	Asthma
	

	Cancer (State which type and age, e.g. father bowel cancer age 50)
	

	High Blood Pressure
	

	Tuberculosis
	

	Other; 
	


Should you have any queries or require any contraception advice, please either make a surgery appointment or telephone consultation with our Practice Nurse.
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