Air Balloon Surgery New Patient Questionnaire
Welcome to the practice.  Please complete these forms so that we can register you for this surgery.
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	Mother
	Father
	Brother
	Sister
	Maternal Grand-mother
	Maternal Grand-father
	Paternal Grand-mother
	Paternal Grand-father

	Diabetes
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	

	Heart
Disease
	
	
	
	
	
	
	
	

	Cancer
(state type)
	
	
	
	
	
	
	
	


[image: image29.emf] 

[image: image30.emf] 


	
Questions
	
	
	
	
	
	
Surgery use only

	How often  do you have a drink that contains alcohol
	Never
	Monthly
or 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 – 8
	10 +
	

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

	How often in the last year have you found you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you failed to do what was expected because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you needed an alcoholic drink in the morning or to get you going?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you had a feeling of guilt or regret after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you not been able to remember what happened when drinking the night before?
	Never
	Less than monthly
	Monthly 
	Weekly
	Daily or almost daily
	

	Have you or someone else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes during the last year
	

	Has a relative / friend / doctor / health worker been concerned about your drinking or advised you to cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


** The number of units each alcoholic drink contains is as follows:-      
           2                  9                       1                        2                               1.5   



           

           

                           


             Glass of wine
Bottle of wine
     Single measure         Pint of regular
         Alcopop or 


    (175ml)


          of spirit
                beer / lager / cider
         can of lager
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The information you give us regarding your spoken language and your ethnic origin will be confidential and not shared with other organisations.

The information you give us regarding your spoken language and your ethnic origin will be confidential and not shared with other organisations













Personal Details





First names:





Surname:





�Current address: ___________________________��_________________________________________��_________________________________________��Postcode: _________________________________








Date of birth:





Telephone Numbers:��Home                  _______________________�Work                   _______________________�Mobile                _______________________�Can you be contacted at work  YES �   NO �





Marital status: (please tick)


Single                              �    Married      ���Divorced                        �   Widowed    ���Common Law Spouse  �   Separated  ���Other                              �





                                          Disability:��The Disability Discrimination Act (DDA) defines a person as disabled if “they have a physical or mental impairment which has a substantial and long term effect on their ability to carry out normal day to day activities”.  According to this definition, do you consider yourself to have a disability?��Yes  �            No  �                  I do not wish to         �                                                                                                                                 �		                            answer this question         �








Next of kin: 


Name:  ___________________________________��Relationship: ______________________________��Address: __________________________________�_________________________________________�                �Telephone No: _____________________________








Previous doctor’s surgery details:��Name:        __________________________________��Address:    _________________________________________________________________________________________________________________________________�Telephone No:  _________________________________








Have any close relatives had any of the following?�Please tick and state approximately how old they were when they were diagnosed





E-mail address: ���





Medical Details





What is your height?


�





What is your weight?   


�





Do you smoke?�


1.	Please tick one box


	I am a current smoker     	��	I have given up smoking  	��	I have never smoked          	�


	�2.	If you are a current or ex-smoker please state type of smoker eg. cigarettes, rolled ones, 	cigar, pipe             	etc.��	__________________________________________________________________________________�	__________________________________________________________________________________��3.	Please also state how many you smoke / smoked a day��	__________________________________________________________________________________��4.	If you are an ex-smoker please indicate approximately how long ago you gave up��	__________________________________________________________________________________





If you are on any medication and have a print out of it, please attach it to this form.





If you have answered yes, please complete the questionnaire below circling the most relevant answer with regards to your alcohol intake                     





     �    





Family History





Carer





�Are you a carer?                                                                                  Yes      �          No        ��(if yes please give details of who you care for)


Name:		________________________________________________________________________________��Address:	________________________________________________________________________________��                                    _________________________________________________________________________________________________


Date of Birth:	_____ / _____ / ______��Relationship to you eg. husband, wife, neighbour etc. _________________________________________________


�Do you have a carer?                                                                            Yes      �          No        ���If necessary can we discuss your treatment with your carer?       Yes     �           No       �


Contact details of carer (if applicable):��Name:	______________________________________________________________________________________��Address	______________________________________________________________________________________


   	_________________________________________     Tel No _____________________________________� �Relationship to you eg. husband, wife, neighbour etc. _________________________________________________����











 Declaration





Patient records are held on the computer as well as paper.  GPs are responsible for the confidentiality of these records.  On occasions we share information from the patient records with the Health Authority, Primary Care Trust, hospitals and other NHS / partner organisations in the interests of patient care.��I AGREE TO MY MEDICAL RECORDS BEING HELD UNDER THE ABOVE TERMS AND I CERTIFY THAT THE INFORMATION I HAVE PROVIDED IS CORRECT TO THE BEST OF MY CURRENT KNOWLEDGE.


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





Surgery use only:   (Please circle which form of ID has been witnessed)                                                           Staff Initials: …………………..� � Passport                   Driving Licence                        Utility bill / Bank statement                   NHS medical card                   Benefits letter�	                 (must be dated within last 3 months)		        to current address		                                                                                                                                       (dated within last  3  months)				





Ethnic Category 



































What do you consider to be your ethnic origin?�(please circle)��                                                                                                             Surgery Use Only


White�A	British�B	Irish�C	Any Other White Background�


Mixed�D	White and Black Caribbean�E	White and Black African�F	White and Asian�G	Any other mixed background���Asian or Asian British�H	Indian�J	Pakistani�K	Bangladeshi�L	Any other Asian Background���Black or Black British�M	Caribbean�N	African�P	Any other black background


�Other Ethnic Groups�R	Chinese�S	Any other ethnic group





I do not wish to answer this question:      �





9i1..





9i0..





9i2..





9i3..





9i4..





9i5..





9i6...





9i7..





9i8..





9i9..





9iA..





9iB..





9iC..





9iD..





9iE..





9iF..





Spoken Language





Our aim is to provide a high quality of health care for all our patients.  In order to do this we need to know about language interpretation needs.��Do you speak English?                  Yes     �           No     ���  Would you also please circle your first language.


Surgery									Surgery�Use Only								Use Only


�Akan (Ashanti)		  	13lc.					Polish				13lC.�Albanian				13lS.					Portuguese			13lD.�Amharic				13ld.					Punjabi				13lE.�Arabic				13l0.					Russian				13lf.�Bengali & Sylheti			13l1. & 13lJ.				Serbian / Croation		13lt.�Brawa & Somali			13le. & 13lG.				Sinhala				13lv.�British Signing Language		13Zm.					Somali				13lG.�Cantonese			13lZ.					Spanish				13lH.�Creole				13b3.					Swahili				13ll.�Dutch				13lf.					Swedish				13lr.�English				13l4.					Sylheti				13lj.�Ethiopian			13lg.					Tagalog (Filipino)			13lw.�Farsi (Persian)			13l0.					Tamil				13lk.�Finnish				13ZE.					Thai				13lx.�Flemish				13lh.					Tigrinya				13ly.�French				13l5.					Turkish				13lZ.�French Creole			13li.					Urdu				13lL.�Gaelic				13lj.					Vietnamese			13lb.�German				13IR.					Welsh				13Iz.�Greek				13IV.					Yoruba				13IM.	�Gujarati				13nk.�Hakka				13lk.					�Hausa				13ZE.�Hebrew				13ll.�Hindi				13l8.�Igbo (Ibo)			13lm.�Italian				l3lQ.�Japanese			13lW.�Korean				13lX.�Kurdish				13lN�Lingala				13ln.�Luganda				13l0.�Makaton (sign language)		13ZP.�Malayalam			13lp.�Mandarin			13lB.�Norwegian			13lq.�Pashto (Pushtoo)			13lr.�Patois				13ls.


�Please specify your first language if it is not on the above list: _______________________________________________








Do you drink alcohol?





Yes                    �                            No                      ��














