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Adult Questionnaire
Date:
………………………………

Please fill in the appropriate information below.  You will need to provide the following when registering:
1. Photo ID (eg, passport)  2. Completed Registration Form  3. Household Bill (proof of residence) 
      4.   Medication Script (if applicable)           
Title
…………………..………………………………….
Surname
…………………………………………………………….
Forenames
……………………..………………………………
Date of Birth
…………………………………………………………….
Full Address
……………………..………………………………
Marital Status
………………..……………………………………….….
………………………………………………………………………….….
Occupation
………………..……………………………………….….

Home Phone No. ……………………………………………….…..
Work Phone No.
………………………………………………...............
Mobile No.
……………………………..……………………..….
Email:
…………………………………………………………….
NHS No.
……………………………..……………………..….
Are you a carer? □ Carer for: ………………………………………..
Next of kin……………………………………Relationship:…………………………………….Contact No.…………………………………………..
Name and Address of Previous Doctor…………..
……………………………………………………………………………………..……………….

Preferred New Doctor’s Name:
………………………………………………………….
No Preference:
□
Have you ever been a member of the Armed Forces? Yes / No.  If yes Date of Discharge:……………
Do you hold a firearms licence?…………………………………………………………………………………………………………………
	ETHNIC ORIGIN



	
	
	
	Please complete this section and tick as appropriate
	

	White British
	
	
	White Irish
	
	
	White Other
	

	Black African
	
	
	Black Caribbean
	
	
	Indian
	

	Bangladeshi
	
	
	Pakistani
	
	
	Chinese
	

	Other Ethnic Group
	
	
	Mixed Race
	
	
	
	


   Is English your first language?  □ If not, please specify: ……………………………………………….
   If not, please specify……………………………… Do you need an interpreter? Yes/No
MEDICAL HISTORY

1. Please list any serious illnesses, accidents or operations.  Please continue overleaf if necessary:
Year
Condition
Operation
Hospital
2. Are you currently under the care of a hospital specialist?  □ If yes, please specify:
3. Do you suffer from any long term illnesses or complaints, e.g., Diabetes, Epilepsy, Asthma, Heart Disease?
4. Are you allergic to anything?  □ If yes, please specify: 
5. Are you taking any drugs or medicines prescribed by a doctor?  □ If yes, please specify (continue overleaf if necessary):

Medicine/Tablets
Dose or strength
How many times a day

6. Is there any history of hereditary disease in your immediate family?  YES/NO
 If yes, please specify: (e.g. parents, brothers, sisters, children)

7. In particular, has anyone suffered below the age of 60 with the following.  If yes, please specify:

Glaucoma
YES/NO
Heart attack/angina
YES/NO

High blood pressure
YES/NO
Stroke
YES/NO
8. Do you smoke?  YES/NO
If yes, how many per day:        ……….………….……….Cigarettes


                                           ............................. Cigars


                                                           …………………………… Pipe tobacco (oz)

As you will be aware smoking can damage your health. If you would like assistance to stop smoking please ask our team for information from Smokefreelife Oxfordshire.
9. If you are an ex smoker, when did you give up: ………………………………………………………………………………………………
10. Do you drink alcohol?   YES/NO
If yes, amount per week:
………. Pints of beer/lager/cider



………. Glasses of wine/sherry



………. Measure of spirits

11. If you are an ex drinker, when did you give up: ……………………………………………………………………………………………
12. Your current weight: ……………………………….
and height: …………………………….…………
13. Do you keep to any special diet?
YES/NO
 If yes, please specify: ……………………………………………….………
14. Do you take regular exercise?
YES/NO
What type? ……………………
How often? ……………………………
ADDITIONAL INFORMATION FOR WOMEN ONLY
15. Maiden name: ………………………………………………………………………………………………………………………………………………
16. How many pregnancies have you had: …………………………………………………………………………………………………………..
17. Did you have any associated difficulties? YES/NO
If yes, please specify: ……………………………………………………….
(e.g. miscarriage, still-birth, difficult delivery)

18. Are you taking any oral contraceptives?
YES/NO

If yes, please list with medicines above.
19. Do you have a coil (IUCD) fitted? YES/NO
20. Have you had a hysterectomy? YES/NO

Please give date: ……………………………………………………………..
21. Have you had a smear? YES/NO

Date of last smear:……………………………………………………………
THANK YOU FOR COMPLETING THIS QUESTIONNAIRE

