
 

NEW PATIENT INFORMATION 

 

PLEASE HAND THIS COMPLETED FORM TO THE RECEPTIONIST WHO WILL REGISTER YOU   

IF YOU HAVE A COMPLICATED HISTORY OR ARE ON REPEAT MEDICATION PLEASE MAKE 

AN APPOINTMENT TO SEE A DOCTOR 

 

SURNAME………………..…………….FIRST NAMES(S)……………………………….…………………….. 

 

FULL ADDRESS…………………………………………………...………………………………………………. 

 

………………………………………...TEL NO…………………MOBILE……………………………………... 

 

DATE OF BIRTH……………………………..………MARITAL STATUS…………………………………… 

 

OCCUPATION……………………………..…… 

 
NEXT OF KIN………………………....................…TEL NO……………………..MOBILE………………….. 

 

DO YOU HELP TO LOOK AFTER SOMEONE?…..…….……..IF YES, WHAT IS THE NAME OF THE 

PERSON YOU HELP TO LOOK AFTER AND WHAT IS YOUR RELATIONSHIP TO THEM, EG 

WIFE, HUSBAND …………………………………………………………………………………………………. 

 

DOES SOMEONE HELP TO LOOK AFTER YOU?….…………..IF YES, WHAT IS YOUR 

RELATIONSHIP TO THE PERSON WHO HELPS LOOK AFTER YOU? ………………………………… 

 

GENERAL HISTORY    Have you had any serious illnesses or operations, x-rays or similar tests and when? 

 

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

 

What medicines are you taking?   …………………………………………………………..……………………… 

 

Have you any allergies to medicines or anything else?………………………………………..…………………... 

 

Smoker.………………….………..Non Smoker……………………………Ex Smoker……………………..…… 

 

How much alcohol do you consume per week?……………………………………………………..……………... 

 

Wine    Beer    Spirits 

 

FAMILY HISTORY 

 

Which of your blood relations have suffered from the following? 

 

Heart Attack………………..……………Cancer………..…..……….……..Diabetes……………..……………... 

 

High Blood Pressure……………….…….Stroke……………….…………..Asthma………………………...…… 

 

Tuberculosis………………….………………..Other Serious Illnesses………………………...………………… 

 

VACCINATIONS 

 

Which vaccinations have you had and when? 

 

Diphtheria…………………….Tetanus..…………………... Polio…….……………..MMR……………..……… 

 

Others……….…….……………………………….……………….……………………………………………….. 

 

FOR FEMALE PATIENTS ONLY 

 

Have you had any children?.................Ages……………………………………………..………………………… 

 

Which method of contraception are you using at present?……………………………..…………………………. 

 

When was your last smear test?   ………………………………………………………………….…/SEE OVER 

 

 



 

SURNAME………………..…………….FIRST NAMES(S)……………………………….…………………….. 

 

Q. What is your ethnic origin 

 

Choose ONE section from A to E, then tick the appropriate box to indicate your 

cultural background. 

 

A. White 

 

 

 Scottish    

   

 

 Other British 

     

 

 Irish 

 

 

Any other White Background Please specify…………………… 

 

 

B. Mixed 

 

Any Mixed Background  Please specify…………………… 

 

 

C. Asian, Asian Scottish or Asian British 

 

Indian    

 

Pakistani   

 

 

Bangladeshi 

 

 

Chinese 

 

 

Any other Asian Background Please specify…………………… 

 

 

D. Black, Black Scottish or Black British 

 

Caribbean   

 

 

African   

 

 

Any other Black Background Please specify…………………… 

 

 

E. Other Ethnic Background    Please specify…………………… 

 

 

 

 

 

 

 

 

 


