ADULTS (18 years and over)
NEW PATIENT HEALTH QUESTIONNAIRE 
Applicant’s details


Title





Surname

Date of Birth




First Name/s

Occupation




Previous 







Surname/s

Home Address



               Home Tel No








Mobile Tel No







Email Address


Post Code




Would you like online access? 
                                                                                               (please tick the box if the answer is yes)

Information  

What is your first language?

Ethnic Group (please circle)









White


British

Irish

Other


Black


Caribbean
African

Other
Asian 


Indian

Pakistani
Chinese



Other

Mixed


White + Black Caribbean



White + Black African




White + Asian


Other

Which of the following options best describes how you think of yourself?

Female (including trans women)
 Male (including trans men)        Non-binary
     In another way

Is your gender identity the same as the gender you were given at birth?
Yes
No

Which of the following best describes you? Lesbian/Gay
Bisexual 

Heterosexual/Straight

Are you a military veteran?          yes   (if yes, please code 13Ji)             
no

If yes do you consent to us recording this in your notes?         yes             no


Proof of Identity and Address Provided

           Birth Certificate
        Driving Licence
           Passport
             
       Utility Bill


           Allowance Book
        Solicitors Letter
           Offer of Tenancy
        Other

Do you have any specific communications/information needs such as large print/braille etc?  If so which communication method is most suitable for you?


Do you consider yourself to be disabled? (if yes please give details)

yes
no


Carers

Do you have a carer?  







yes
no

(If yes please provide details of your carer )


Are you a carer?  






                               yes
no

(If yes please provide details of who you care for)

Next of Kin

Please give name, address and telephone number of next of kin


Do You Have A Nominated Pharmacy?  If so, please enter details in the box below.

Signature

Signature





Date
PLEASE MAKE AN APPOINTMENT FOR YOUR NEW PATIENT MEDICAL
Please turn over 





Name                                                                              Tel Number





Address                                                                           





Name





Address						Tel Number








