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Much Wenlock & Cressage Medical Practice
Patient Questionnaire

We are currently updating our patient medical records and would be very grateful if you could spend a few minutes completing this short questionnaire.  This will help us to maintain your records accurately.

In addition to patient smoking history, we would also like to record the height, weight and ethnicity of our patients, as this will help in identifying people at most risk of certain medical conditions and identifying the most suitable treatment. 
Once you have completed this form please return it to Reception.  

Many thanks for your help.  

NAME:…………………………………………………   DATE OF BIRTH:…....................

(full name in capital letters please)
HOME TELEPHONE NO:…………………………..

MOBILE TELEPHONE NO:…………………………

We may in the future send text alert reminders.  Please tick box if you would be happy to receive information by text and/or email.


Do you have any difficulties communicating eg; profoundly deaf, blind, speech impediment following illness/surgery? 




If so, how can we help to make information from the Practice more accessible to you? Eg; large print / use of email.

SMOKING HISTORY
	Please tick one of the following boxes:
	
	Tick as applicable 
	Number smoked

	
	Current smoker
	
	

	
	Ex smoker
	
	

	
	Never smoked
	
	


	If you are currently a smoker are you:
	If you are an ex-smoker did you give up:

	Ready to give up?
	
	Less than 12 months ago?
	

	Thinking about giving up?
	
	More than 12 months ago?
	

	Not interested in giving up?
	
	The date you gave up (approximately):
	


HEIGHT & WEIGHT DETAILS



         Height                                    Weight

What is your first/ spoken language:…………………………………………………….…..

ETHNICITY

	Please tick as appropriate

	British or Mixed British 
	

	Irish 
	

	Other White Background
	

	White & Black Caribbean 
	

	White & Black African 
	

	White & Asian 
	

	Other Mixed Background 
	

	Indian or British Indian 
	

	Pakistani or British Pakistani 
	

	Bangladeshi or British Bangladeshi
	

	Other Asian Background 
	

	Caribbean 
	

	African 
	

	Other Black Background 
	

	Chinese 
	

	Other
	

	Ethnic Category Not Stated (patient declined to give information)
	

	White & Black African 
	


Much Wenlock & Cressage Medical Practice

NAME:  ​​​​​​​​​.................................................
DATE OF BIRTH:  ……………………

ALLERGIES  – Medication & Food

	ALLERGY
	DATE

	
	


Do you take any regular medication YES/NO (please delete as applicable)

If YES, please give details:

	Name of Drug
	Strength (eg 5 mg, 2 puffs)
	How often (eg 2 x a day)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


PAST HISTORY

Operations

	Operation
	Date

	
	


Have you ever had any serious illness which required hospital admission or are continuing to have treatment for illness, eg eczema

Please also include details about serious accidents/fractures

	Illness/Accident
	Date

	
	


NAME:…………………………………………………   DATE OF BIRTH:…....................

(full name in capital letters please)

SPECIFIC NEEDS

Please detail below any specific needs you have so the Practice can ensure they are identified, recorded, and appropriate action taken.

	Please state any sensory impairment you have (ie speech, hearing, sight)
	

	Are you an Assistance Dog user?
	YES/NO (please delete as appropriate)



	Please state any physical disabilities you have
	

	Please state any mental disabilities you have
	

	Please state any requirements you have to be able to access the Practice premises
	

	Please state any religious or cultural needs
	

	Do you require the help of a translator/interpreter?
	YES/NO (please delete as appropriate)



	Please state any specific nutritional requirements you have
	

	Please state any phobias you have
	

	If you are a carer, please state the name and address of the person you care for
	

	If you have a carer please state their name/address/phone number and sign here if you wish us to disclose information about your health to your carer.
	

	
	Signed:                                                   Date: 

	Do you have a “Living Will” (a statement explaining what medical treatment you would not want in the future)
	YES/NO (please delete as appropriate)

If Yes please bring a written copy to your New Patient Medical

	Have you nominated someone to speak on your behalf, (eg a person who has Power of Attorney)?
	YES/NO (please delete as appropriate)

If Yes please state their name/address/phone number.


Thank you for completing this form
For more information about the services we offer, please refer to our Practice Booklet
 or see our website: www.muchwenlockandcressagemp.co.uk
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