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New Patient Questionnaire

First Name:




Last Name:

Address:

Post Code:




Date of Birth:

Mobile No:




Home Tel No:

I give permission to be contacted by the practice via text/sms message: Yes   No    

Next of Kin:




Next of Kin contact No:

Do you need an interpreter or sign language support?
   Yes 
  No    

If you do need an interpreter, what language do you use?
Ethnicity: 
Sex at birth:




    Male   Female    Other   
Gender you portray yourself:


    Male   Female    Other   

Your Height:




Your Weight:

Do you smoke:
Yes   No    

     How Many Per Day?
How much alcohol do you drink per week?

Do you suffer from any health problems?

If yes what are they?

Do you receive any regular medication or treatment?

If yes please list:

Do you have any allergies?

If yes please list:

Female Patients
Have you ever had a cervical smear?


Yes     No  
If Yes
Date:



Location:



Result:

Signed:






Date:

463 Edinburgh Road

Glasgow, G33 3AL

Telephone: 0141 770 4044
www.edinburghroadsurgery.co.uk
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