Dunsville Medical Centre

Registration/Well Person Questionnaire
Please complete this questionnaire as fully as possible. All the information is required in order to register you at the practice and will remain confidential.
Title:………………….. Full Name: ……………………………….………………………………….. Date of Birth: ……………………………………..
Home Telephone ………………………………………………………. Mobile No. …………………………………………………………………………
Occupation: ……………………………………………………………… Work Telephone (Optional) ……………………………………………….
Do you consent to being contacted by SMS text messaging?  Yes/No (This will enable appointment confirmation and appointment reminders)
Consent to share records - This practice uses a computer system called SystmOne that allows the sharing of electronic medical records across different healthcare services that you are registered with.  You can choose to share out information entered at this practice with other care services.

Do you consent to the information that is recorded here being made available to other NHS care services that care for you? 
Yes/No (you can change your consent preferences at any time)   Please sign: ………………………………………….................
Medical History 

Tick if diagnosed with any of the following and date of diagnosis if known.

· High blood pressure – Hypertension



Date diagnosed………………………
· Heart disease (eg angina)




Date diagnosed………………………
· Diabetes – Type I or Type II
Diet/Tablet/Insulin controlled – delete as applicable

Date diagnosed………………………
· Asthma







Date diagnosed………………………
· COPD (chronic obstructive pulmonary disease) 


Date diagnosed………………………
· Osteoporosis








Had a bone scan Yes/no – delete as applicable


Date diagnosed………………………
· Rheumatoid arthritis 





Date diagnosed………………………





· Epilepsy


Date of last fit……………………..
Date diagnosed………………………



Other significant history

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

Allergies ………………………………………………………………………………………………………………………………………………………………………..
……………………………………………………………………………………………………………………………………………………………………………………….
Family History (Please give details of any disease in the family eg diabetes, heart disease, stroke, cancer)

…………………………………………………………………….....................................................................................................................
……………………………………………………………………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………………………………………………….
Information relating to children

Primary Carer (eg Mother, father etc full name) ……………………………………………………………………………………………………………
Other Carer(s) (eg grandmother, child-minder etc full name and telephone number) …………………………………………………..
………………………………………………………………………………………………………………………………………………………………………………………
Primary school (if applicable) ……………….................. …… Secondary School (if applicable) …………………………………………….
Women Only

Date of last smear: (if known) ………………………………….. Date of last mammogram: (if known) ……………………………………….
Hysterectomy:  Yes/No  Date…………………………………...  Contraception used:  Yes/No  Type………………………………………….
Have you had Rubella/Measles/MMR vaccination?


            Yes / NO / Don’t know
Other Information

Next of Kin ………………………………………………………………   Relationship to patient …………………………………………………………….
Have you served in the Armed Forces as a Regular or Reservist ?


Yes/No
Do you care for a person with a severe illness or disability? 



Yes/No  
(If yes, please complete the carer identification form and hand into reception)
Do you suffer from an illness/disability and are being cared for? 


Yes/No  
(If yes, please complete the carer identification form and hand into reception)
Are you able to access an upstairs consulting room? 




Yes/No
If no, please give reason…………………………………………………….

Do you have any communication/information needs relating to
a disability, impairment or sensory loss?





Yes/No
If yes, what are they? ……………………………………………………….

Lifestyle factors
Smoking status:
Never     


Ex-smoker……………  
per day (cigarette/cigar/pipe) delete as appropriate What year did you stop? ………………………….
Yes…………………......  
per day (cigarette/cigar/pipe) delete as appropriate
Diet:


Do you follow a special diet?  






Yes/No 
If yes what type……………………………………………………………………
Alcohol:


How often do you have a drink containing alcohol?

	0
	1
	2
	3
	4

	Never
	Monthly or less
	2-4 times a month
	2-3 times a week
	4 or more times weekly


How many drinks containing alcohol to you have on a typical day when you are drinking?


	0
	1
	2
	3
	4

	1-2


	3-4
	5-6
	7-9
	10 or more


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

	0
	1
	2
	3
	4

	Never


	Less than monthly


	Monthly
	Weekly
	Daily or almost daily


Other Comments regarding your health

……………………………………………………………………..……………………………………………………………………..……………………………………………
………………………………………………………………………………………………………………………………………………………………………………………….
_______________________________Practice Purposes Only___________________________________
Entered onto Sytmone ……………………………………….. 


Scanned ……………………………………………………
1

