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THE SPEEDWELL PRACTICE NEW PATIENT HEALTH QUESTIONNAIRE
(under 16 years)
To the Patient:
To register with the practice, please complete this questionnaire as fully as possible. The information will help the doctor make an initial assessment of your health which will help in your future treatment. Patients will be asked to attend the practice for an initial consultation and some basic checks.
Surname: ………………………………
 Forename(s): ……………..……… Date of Birth: …………
Marital status: ….……………………
Previous Surname:….……………………………
Address: …………………………..………………………………………………………………………………………………………
……………………………………………………………….…………………..…… Postcode: ....…………..……….
Home tel: ………………….…………..…………………….. Mobile: …………...…………………………………
Email address: ……………………………………………………………………………………………………………
Please tick the box on the right if you consent to being contacted from time to time via email 
and/or SMS text message with news about the practice
Please tick the box on the right if you consent to being contacted from time to time via email
and/or SMS text message with advice about your health and/or appointment reminders

Next of Kin – Please provide your next of kin details to be contacted in an emergency

Name………………………………….  Relationship to patient…………………………………………………..

Tel No…………………………………. Address……………………………………………………………………..
Ethnic Origin
Please indicate your ethnic origin. This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions.
Choose ONE section from A to E, and then tick ONE box to indicate your background.

A
White

	

	British

	
	Irish

	
	Any other white background, please state:


B
Mixed


	
	White and Black Caribbean

	
	White and Black African

	
	White and Asian

	
	Any other mixed background, please state:


C
Asian or Asian British

	
	Indian

	
	Pakistani

	
	Bangladeshi

	
	Any other Asian background, please state:


D
Black or Black British

	
	Caribbean

	
	African

	
	Any other black background, please state:


E
Chinese or other ethnic group

	
	Chinese

	
	Any other, please state:


First language:…………………………………..
Interpreter Required Yes/No please circle
CHILDHOOD VACCINATION HISTORY

In order to check that you child has had all the necessary childhood vaccinations, please supply us with the records of their vaccination. If you are supplying the records from a non-English speaking country, please make sure that they are appropriately translated to English.

	Immunisation
	Date given
	Age vaccine given
	Country given

	1st Diphtheria, Tetanus and Whopping cough (DTP)
	
	
	

	1st Polio         oral or injection
	
	
	

	1st Hepatitis B
	
	
	

	1st Rotavirus
	
	
	

	1st Hib
	
	
	

	1st Meningitis B
	
	
	

	1st Pneumococcal
	
	
	

	
	
	
	

	2nd Diphtheria, Tetanus and Whooping cough (DTP)
	
	
	

	2nd Polio        oral or injection
	
	
	

	2nd Hepatitis B
	
	
	

	2nd Rotavirus
	
	
	

	2nd Hib
	
	
	

	2nd Meningitis B
	
	
	

	2nd Pneumococcal
	
	
	

	
	
	
	

	3rd Diphtheria, Tetanus and Whooping cough 
	
	
	

	3rd Polio      oral or injection
	
	
	

	3rd Hepatitis B
	
	
	

	3rd Hib
	
	
	

	
	
	
	

	Hib & Meningitis C
	
	
	

	1st MMR
	
	
	

	
	
	
	

	DTP/IPV pre-school booster
	
	
	

	2nd MMR
	
	
	

	
	
	
	

	BCG
	
	
	

	1st HPV
	
	
	

	2nd HPV
	
	
	

	Meningitis ACWY
	
	
	

	Td/IPV teenage booster
	
	
	

	Any other immunisations
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Carers

Does someone look after you? Or do you need / have anyone who 
Yes / No
looks after you or your daily needs as a Carer?











If Yes, would you like them to deal with your health affairs here?

Yes / No
The receptionist can help with these arrangements

Do you look after someone else?





Yes / No
If Yes, please ask the receptionist about Carers support


Next of Kin – Please provide your next of kin details to be contacted in an emergency

Name………………………………….  Relationship to you…………………………………………………..

Tel Number:……………………………………………………………………………………………………………

Address:………………………………………………………………………………………………………………….
Medication
Please give details of any medication which you take (prescribed or otherwise):

Name of drug: ……………………………………

Name of drug: ……………………………………

Dosage: …………………………………………….

Dosage:………………………………………………

Name of drug: ……………………………………

Name of drug: ……………………………………
Dosage: …………………………………………….

Dosage: …………………………………………….
Allergies
Are you allergic to any substances, including medication or foods?     Yes / No
If Yes, please give details: 
………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………
We offer electronic prescribing service to our patients where your repeat prescriptions are sent directly to a pharmacy of your choice.  If you would like use one of the local pharmacies please tick the box below.

	Coopers


	Torrington Park
	Oakleigh
	Boots N20
	Boots N12
	Lipkin
	C-Sampson
	Carter


For Office Use Only

Named GP………………………………………………………..

Informed of Named GP






□
Type of Photo ID seen…………………………………….  



□
Forms filled out correctly by patient





□
Summary Care Record Completed





□

Patient Online Access Completed





□
Initials (please print)…………….

Date………………………………
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