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Stanley Health Centre
NEW PATIENT QUESTIONNAIRE 

Please ask about a New Patient Health Check Appointment

Personal Details
Title: (please circle)    Mr  /  Mrs  /  Miss  /  Ms  / Other, please state____________________ 

Marital Status: Married / Single / Co-habiting or Other: please state_____________________

First Name: ____________________________Middle Name(s): ______________________

Surname: _________________________________________________________________
Date of Birth: ______________________________________________________________
Telephone Number(s):   Home: ______________________Work: _____________________

                                       Mobile: _______________________________________________
                                      Email address: _________________________________________
Do you consent to text messages for appointments / test results / review reminders?  YES  /  NO
Occupation:__________________________________​_______________________________
Ethnicity: ___________________________________________________________________
Religion: ___________________________________________________________________
Main Language: English   Yes / No   
Other Language (please state) __________________________________________________
If you (or your carer if you have one) require any information by an alternative method such as braille, large print, easy read, email, sign language, interpreter etc. please inform the receptionist
IF THIS REGISTRATION IS FOR A CHILD UNDER 16 YEARS OLD PLEASE COMPLETE THIS SECTION
Parent(s) Details:
Mother’s Name​​​​​​​​​​​:__________________________________ Date of Birth: _______________

Mother: Are you registered at Stanley Health Centre?        YES  / NO
If NO, where are you registered? _______________________________________________

Father’s Name: __________________________________ Date of Birth: ________________

Father: Are you registered at Stanley Health Centre?        YES  / NO
If NO, where are you registered? ________________________________________________

Which school/college does the child attend ? _______________________________________

IF THIS REGISTRATION IS FOR A CHILD UNDER 5 YEARS OLD
I consent to Health Visitors accessing my childs records up to 5years old  YES /  NO
If you would like to know more about record sharing please pick up a leaflet in reception                                                          
Carer Information

Are you a carer? – Do you give help to a relative or friend who is ill, disabled or has a mental health condition?
Details of person you care for:

Name: ______________________________________________________________________

Address: ____________________________________________________________________

DOB________________________________________________________________________

Relationship to you: ___________________________________________________________

Are they registered at Stanley Health Centre?  Yes / No
If NO which practice are they registered at?
____________________________________________________________________________

________________________________________________________________________
Medication
Are you currently taking any medication?  If yes please give details:

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

If you have any repeat medication, please speak to a receptionist about how to request your next prescription.

Electronic Prescriptions
Most prescriptions are now sent electronically, please inform us of your chosen pharmacy (Name & address)

_________________________________________________________________________
Allergies: 

Do you have any allergies? If yes please give details:

____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________
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Chronic Conditions (please tick)
Do you suffer from any of the following chronic conditions? If yes please give date of onset.

Asthma     
    
     

□ No    □ Yes Date of Onset ______________
Ischaemic Heart Disease 
     

□ No    □ Yes Date of Onset ______________
Diabetes  

    
     

□ No    □ Yes Date of Onset ______________
Stroke 

                

□ No    □ Yes Date of Onset ______________
COPD



     

□ No    □ Yes Date of Onset ______________
Hypertension


     

□ No    □ Yes Date of Onset ______________
Chronic Kidney Disease


□ No    □ Yes Date of Onset _____________​​​_
Family History (please tick)

Please only record a family history if the family member is a FIRST DEGREE RELATIVE (i.e.: parent, sibling or child).
□ Ischaemic Heart Disease of a female family member at less than 60 years. 

                                      What is their relationship to you? __________________________
□ Ischaemic Heart Disease of a male family member at less than 55 years. 

                                      What is their relationship to you? __________________________
□ Diabetes                                    □ Stroke                                   □ Asthma
If you are aged 16 years or over please complete the following
Smoking:
Do you smoke?       YES / NO / Never Smoked

If YES, how many cigarettes do you smoke per day?______________________________

If you used to smoke when did you stop smoking? Date:___________________________

Smoking increases the risk of developing serious diseases and you have a higher chance of suffering with health problems
Do you want help or advice on how to stop smoking?         YES / NO

If YES please ask at reception

Alcohol:

Do you drink alcohol?         YES / NO/ Never Drank Alcohol / Stopped Drinking Alcohol / Teetotal 

If YES, how much do you drink per week (units)? __________________________________

(see below for units of alcohol)
If you have stopped drinking alcohol, when was that? Date: __________________________
This is one unit of alcohol…
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…and each of these is more than one unit 

[image: image2.emf]
Record Sharing Consent Preferences

Your Options For Sharing
Information About You
Please complete your details so that we can update your record.

	Full name:
	Date of birth:

	Post code:

Please CIRCLE ALLOW or DENY for the following sections and hand it to reception. We will then update your records. Remember: you can change your choices at any point without reason.


	Summary Care Record (SCR)

	This contains your medication, allergies, and adverse reactions for other healthcare providers e.g. A&E, to use in urgent or emergency cases with your permission when possible.
	ALLOW
	DENY

	Additional information such as significant diagnoses that might affect your care in an emergency can be added to your SCR and is decided between yourself and your GP.
	ALLOW
	DENY

	Enhanced Data Sharing Model (eDSM)

	Your healthcare record at Stanley Health Centre will be shared with those involved in your care with legitimate need e.g. hospital and community services. Everything will be shared except for privately marked items which you can specify at each consultation. This helps clinicians to get a full picture of your care to make safe and appropriate decisions about your treatment. Your consent or dissent is assumed after the initial consultation for all future consultations. Please inform the clinician if you change your mind at any consultation.
	ALLOW
	DENY

	Your healthcare record at external providers will be shared with Stanley Health Centre with the same conditions as above.
	ALLOW
	DENY

	Care.data

	The Health and Social Care Information Centre (HSCIC) wants to link the data regarding your healthcare together in a single database using your date of birth, full postcode, NHS number, and gender. This may be used for research purposes.   The HSCIC will release your confidential data to researchers and organisations including those outside the NHS. The data provided is potentially identifiable, although the data provided to researchers for publication is anonymous.


Please be aware that you are automatically opted in to this

To opt out please go to 

https://www.nhs.uk/your-nhs-data-matters/manage-your-choice



