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NEW PATIENT QUESTIONNAIRE (16 and over)

Please complete as many questions as you can. The information will help the practice to provide better medical care for you.  This information will be held in the strictest confidence as per Data Protection.

First Name: ………………………………………………           Surname: ……………………………………………………………………..
Previous surnames: ………………………………….           Date of Birth: ……………………………………………………………….

Current Address: ……………………..………………………..………………………..………………………..………………………………….

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


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


Postcode: ……………………………………………….

Tel. No: ………………………………………………………………..
Mobile No: …………………………………………………………

Email Address:.………….………….………….………….………….………….………….………….………….………………………….
1. Contact Permission 
We like to keep or patient informed on events in practice and any changes/additional services that we introduce. We keep our patient informed via our practice Newsletter and Patient Participation Group and would like to include you in our email circulation. We treat personal details as confidential and follow all data protection process. We will only use patient contact details for medical reasons or practice updates where permission has been given. 
Yes please contact me with practice updates  ☐ No thank you, I do not want you to send me updates  ☐
Do you consent to being contacted via:  Telephone ☐                   Mobile ☐                      Email ☐
2.  Previous Doctor/GP Practice
Name: ………………………………………………………………………………………………………………………………………………………..
Address: ………………………………………………………………………………………………………………………………………………………


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


………………….………………………………………………………………….  Postcode: ……………………………………………….

3.  Next of Kin

Name: ………………………………………………………………...
Contact No: ……………….……………….…………………………………

Address: ……………………………………………………………………………………………………………………………………………………….
Relationship: …………………………………………………………………………………………………………………………………………………
4.  About you
Occupation:.……….…………….…………….…………………………………………………………………………………………………………
Ethnic Origin: …………………………….…………………      First Language: …………………..…………………………………….
Height: ………………………………………….…m/ft
Weight: ……………………………………………….….…kg/st

a) Which of the following options best describes how you think of yourself?

Woman (including trans woman) ☐   
Man (including trans man) ☐   
Non-binary ☐   

In another way (pleases state): …………………………………………………………………………………………………………………
b) Is your gender identity the same as the one you were given at birth?   Yes ☐   No ☐   

c)  Do you live alone?                                      Yes ☐   No ☐   

d) Do you have a paid carer?                         Yes ☐   No ☐  

Name of Carer/Care Agency …………………………………………………………………...Tel: …………………………………………

e)  Do you have an unpaid carer?                   Yes ☐   No ☐   
Name of unpaid Carer: …………………….………………………………………….
Relationship: …………….…….…………
Tel: …………………………….  
f). Do you consent to us contacting your carer?      Yes ☐   No ☐  

g) Are you a carer for a relative or friend?        Yes ☐   No ☐        
h) Are you a care leaver?                             Yes ☐   No ☐      
i) Have you an appointed Lasting Power of Attorney For Health and/or Finances. Yes ☐   No ☐      

If so, please provide details ………………………………………………………………………………………………………………………..
j) Have you discussed end of life care planning/have a DNACPR in place? Yes ☐   No ☐     If you would like to discuss this, please contact the practice
k) Have you ever or are you currently serving in the Armed Forces?  Yes ☐   No ☐   
l) Are you homeless?                                     Yes ☐   No ☐   

m) Do you have a Social Worker?                   Yes ☐   No ☐   
n) Are you are a refugee or asylum seeker?   Yes ☐   No ☐   

o) If you would like to discuss domestic abuse of any kind, please contact the Practice. 

Below is a list of resources offering support and guidance.

Local:
· Cumbria Police Tel: 101 or in an emergency 999

· Victim Support Cumbria : Tel: 0300 303 0157 https://www.victimsupport.org.uk/cumbria/

· Gateway for Women : Tel 01228 212090

National

· Bright Sky App: Help for ANYONE experience domestic violence Download via: https://www.hestia.org/brightsky

· National Domestic Abuse Helpline: Tel: 0808 2000 247

· The Men’s Advice Line, for male domestic abuse survivors – Tel: 0808 801 0327 (run by Respect)

· The Mix, free information and support for under 25s in the UK – Tel: 0808 808 4994

· National LGBT+ Domestic Abuse Helpline – Tel:  0800 999 5428 (run by Galop)

· Women’s aid: https://www.womensaid.org.uk/information-support/
· Email: helpline@womensaid.org.uk 

6.  Additional needs for contact and communication
Do your require an interpreter or support with communication?  Yes ☐   No ☐   
If yes, what language/support?.........................................................................................................................
	Do you have any additional needs or disabilities?

	Vision

	Yes ☐   No ☐                                                   

	Speech
	Yes ☐   No ☐                                                   

	Mobility
	Yes ☐   No ☐                                                   

	Hearing
	Yes ☐   No ☐                                                   

	Learning Difficulties
	Yes ☐   No ☐                                                   

	Autism
	Yes ☐   No ☐                                                   

	Other 
	Yes ☐   No ☐         Please specify…………………………..                                          


7.  Reasonable Adjustments
What help do you need to see the nurse or doctor – e.g. longer appointments/appointment at a quieter time?

…………………………………………………………………………………………………………………………………………………………
8.  Lifestyle

Do you currently smoke? Yes ☐        No ☐               When did you start smoking ………………………………………                                 
Cigarettes: ……… per day
Cigars: ..…… per day
Pipe: …... ozs per week
Tobacco: ….... ozs per week

Have you ever smoked in the past? Yes ☐   No ☐                  If yes, when did you stop? ………………………………
If you do smoke, do you wish to discuss stopping smoking? Yes/No

Do you drink alcohol? Yes ☐   No ☐                                                 
How much?: ………………... units per week

	Questions
	0
	1
	2
	3
	4
	Your Score

	How often do you have a drink that contains alcohol
	Never
	Monthly of less
	2-4 times per month
	2-3 times per week


	4+times per week
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking
	1 - 2
	3 - 4
	5 -6
	7 -9
	10+
	

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


Do you feel you need support with your drug/alcohol intake?  Yes ☐   No ☐                                                  
9.  Exercise 
Do you undertake any regular sport or exercise? Yes ☐   No ☐                                                   

Daily/2-3 Times a Week/Weekly/Occasionally

What exercise do you do? ……………………………………………………………………………….……………………………………………
10.  Blood Pressure

Have you ever had problems with your BLOOD PRESSURE? Yes ☐   No ☐                                                   

Please provide your most recent reading if you have it………………/…………….
11.  Drugs & Medicines

Are you taking any drugs, medicines, tablets or contraceptive pills? Yes ☐   No ☐                                                   
If so, which one(s)? Name of Medicine/Dosage:

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

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

Please provide a printout of your medication if you need it on a regular basis

Are you able to manage your medication yourself?  Yes ☐   No ☐                                                   
If No – what help do you need?  ………………………………………………………………………………………………………………….

12.  Allergies

Please list any medicines, foods, plants or animals to which you think you are allergic:

………………………………………………………………………………………………………………………………………………………………………13.  Only answer the questions relevant to you
1. Have you/do you attend a family planning clinic? Yes ☐   No ☐                                                   
2. Do you take a contraceptive pill/injection? Yes ☐   No ☐                 
If yes, Which one? ………………………………………………………………….
4. Are you fitted with a coil? Yes ☐   No ☐                                                  If yes, When was it fitted? …………………………………………..

5. Have you ever had a cervical smear? Yes ☐   No ☐                                                   

If Yes, date of last one: ………………………………………

14.  Summary Care Record Sharing

Information for new patients: about your Summary Care Record

If you are registered with a GP practice in England you will already have a Summary Care Record (SCR), unless you have previously chosen not to have one.  It will contain key information about the medicines you are taking, allergies you suffer from and any adverse reactions to medicines you have had in the past. 

Information about your healthcare may not be routinely shared across different healthcare organisations and systems. You may need to be treated by health and care professionals that do not know your medical history. Essential details about your healthcare can be difficult to remember, particularly when you are unwell or have complex care needs. 

Having a Summary Care Record can help by providing healthcare staff treating you with vital information from your health record. This will help the staff involved in your care make better and safer decisions about how best to treat you. 

You have a choice

You have the choice of what information you would like to share and with whom. Authorised healthcare staff can only view your SCR with your permission. The information shared will solely be used for the benefit of your care.

Your options are outlined below; please indicate your choice on the form overleaf.

a) Express consent for medication, allergies and adverse reactions only. You wish to share information about medication, allergies and adverse reactions only. 

b) Express consent for medication, allergies, adverse reactions and additional information. You wish to share information about medication, allergies and adverse reactions and further medical information that includes: Your significant illnesses and health problems, operations and vaccinations you have had in the past, how you would like to be treated (such as where you would prefer to receive care), what support you might need and who should be contacted for more information about you. 

c) Express dissent for Summary Care Record (opt out). Select this option, if you DO NOT want any information shared with other healthcare professionals involved in your care. 

Please note that it is not compulsory for you to complete this consent form. If you choose not to complete this form, a Summary Care Record containing information about your medication, allergies and adverse reactions and additional further medical information will be created for you as described in point b) above.

The sharing of this additional information during the pandemic period will assist healthcare professionals involved in your direct care and has been directed via the Control of Patient Information (COPI) Covid-19 – Notice under Regulation 3(4) of the Health Service Control of Patient Information Regulations 2002.

If you choose to complete the consent form overleaf, please return it to your GP practice. 

You are free to change your decision at any time by informing your GP practice.

Summary Care Record Patient Consent Form

Having read the above information regarding your choices, please choose one of the options below and return the completed form to your GP Practice:

Yes – I would like a Summary Care Record
□ Express consent for medication, allergies and adverse reactions only. 

or

□ Express consent for medication, allergies, adverse reactions and additional information.          

No – I would not like a Summary Care Record 

□ Express dissent for Summary Care Record (opt out).
Name of Patient: ………………………………………………..…...............................................................

Address: …………………………………………………………………………………………………………………………….

Postcode: …………………………………………
Date of Birth: ………..........................................

NHS Number (if known): …………………………..………………...........................................................

Signature: …………………………………………………………..
    Date: ………………………………………………

If you are filling out this form on behalf of another person, please ensure that you fill out their details above; you sign the form above and provide your details below: 

Name: …………..........................................................................................................................

Please circle one:  
Parent
 
Legal Guardian 
Lasting power of attorney 









for health and welfare

If you require any more information, please visit http://digital.nhs.uk/scr/patients or phone NHS Digital on 0300 303 5678 or speak to your GP practice.

Online Access 
Our surgery offers Patient Online Access, this allows patients, to:


Book appointments


View / Request Repeat Medication

View their Medical Records


View Test results and Immunisations


View Documents

View Consultations

At registration the practice will automatically allocate online access for all new patients; giving access to core services (Appointments and Medication) by default; where an email address has been provided and relevant photographic identification has been verified. 

Patients still need to confirm registration for these services, via the Patient online Access website.

Patients can also create an Online Account via the NHS App without practice verification; giving access to core services (Appointments and Medication) by default.

Patients can also request access to their Medical Record, Test results, Immunisations, Documents, and Consultations.  The practice may grant access to some or all of these.

If you are unsure on how to confirm registration please ask the Receptionist who can advise you!

Thank you for your co-operation. If you have any other specific concerns about your medical care that you would like us to be aware of, please do book an appointment with the practice.

Signature…………………………………………….Today’s Date: ……………………………………….

For Internal Use Only:

Practice administration checklist

Identification check 

Patients are requested to present 2 forms of I.D. (one being a photograph)

Please tick I.D. checked:

Utility bill / Driving License  /  Passport  /  Bus pass  / Student I.D. /  Other (Please specify)

Date: ………………………………………………………….

	For Reception Use Only

	· Form checked and fully completed

· GMS1 form received and checked

· Practice Leaflet given

· ID checked

· Does patient want online access

· Named GP

· Verbal Invite for Health Check

· Health check  booked

· Dispensing patient  - YES / NO  

Date……………………………………
	Yes / No

Yes / No

Yes / No

Yes / No – Detail………………………….

Yes / No / Proxy

DR…………………………………………..

Yes / No / Not applicable

Practitioner……………….. 

Receptionist’s Signature:

…………………………………………….


Surgery to adapt this information as relevant
	For Office Use Only

	· GP2GP

· Next of kin added. Code 184142008 

· Appts added

· Registration f12 applied codes:

736728004 Identity verified

             522261000000101 health Check verbal Invite

             908481000000105  Informed of named GP

             965831000000103 Allocated GP

· Online access given and pin emailed & record coded 936481000000102 Access to PFS given

OR

· Online access declined coded 1025721000000105 Access to PFS declined

                                       AND

1364731000000104 Enhanced review indicated…’

· SMS full access disclaimer sent

· SCR consent updated

· Dispensary status and location 

· Reasonable adjustment

      Code if Yes 1094391000000102

· Checked for safeguarding vulnerability

1364731000000104 Enhanced review indicated…’

· Is patient on repeat medications or have allergies

· Is an interpreter required?

             Code if Yes 315594003

· Has the patient ever served in the military?

Code 753651000000107 Military veteran

· Lifestyle
	Yes / No

                                   Yes / No

Yes / No

                                   Yes / No 

                                   Yes / No

                                   Yes / No 

                                   Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

                                   Yes / No

Yes /  No If yes, code and document major alert

Yes / No 

If yes, send to practice safeguarding team to code, add alerts and send to GP SG lead to review records. 

Yes / No If yes, send to medicines management team to check and add  medications if appropriate and code allergies

Yes / No- If yes, ensure major alert to medical record is added with patient’s language. Consider if longer appointments will be required

Yes / No If yes, code as military veteran

Code alcohol, smoking information and send out advice via text or post if relevant.
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