 Merton Medical Practice : New Patient Questionnaire

Name _________________________________
Occupation _______________________________
DOB ____________

Male □
Female □
or
Boy □

Girl □ (Tick one box)
E-mail Address ______________________________________
For school age children please give school name ____________________________________________
Do you care for or look after someone? i.e. Husband/Wife/Mother/Father/Child    Yes  □      No  □
How long have you lived in the UK? _____________ or date you arrived in the UK ____________
Medical History
Do you have any of the following?
Yes
No





Yes
No
Diabetes



□
□

Epilepsy


□
□
Asthma



□
□

Bronchitis


□
□
High Blood pressure


□
□

Over/Under Active Thyroid
□
□
Heart Problems


□
□

Mental Health Problems
□
□
Or any other health problems?
□
□  If Yes, please give details below
Details   ____________________________________________________________________________
Current Medication ___________________________________________________________________
_____________________________________________________________________________________________________________________________
Approx Height __________Cm

Approx Weight ___________ Kg
Date of Last Smear _____________
UK or Abroad? Delete as app
Normal    □   Abnormal  □
Family History


Father

Mother

Brother
Sister
High Blood Pressure


□

□

□

□
Heart Problems


□

□

□

□
Diabetes



□

□

□

□
Do you currently smoke?

Yes □

No □ 

If Yes, how many a day? ______

If no, have you ever smoked?

Yes □

No □ 

If Yes, date you stop? _________
This surgery runs a smoking cessation clinic. Please make an appointment if you would like help to stop smoking.

Do you drink alcohol?

Yes □

No □

If Yes, how much per week?
Wine _______
 glasses
Beer _______ pints

Spirits _______ measures
