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WELCOME TO THE PRACTICE
On registering with the Practice who have the right to express a preference to receive medical services or class of service from a particular doctor either generally or in relation to any particular condition.

We shall endeavour to comply with any such preference as circumstances permit 

As it takes some time for your medical records to reach us from your previous Doctor, it would be most helpful if you would complete the following questionnaire.

May we take this opportunity to invite you to attend for a brief initial medical examination.  Any health concerns will not be addressed during this appointment.  If you have any health concerns you will be asked to request another appointment.
This will include measurement of your blood pressure and a urine sample test.  We sincerely hope that you will avail yourself of this invitation which will allow you to meet some member of the Practice Team and enable us to jointly plan your future medical care.

Q U E S T I O N N A I R E

Surname ……………………………………………..                        Any previous Name …………………..………………

Forename …………………………………………….             
Date of Birth …………………………………………..

Home Tel No ………………………………………..
             Mobile No: ………………………………………….….  

Marital Status ……………………………………….

Occupation (if applicable) ………………………….

Name & Address of Last Doctor ………………………………………………………………………………..……………..

…………………………………………………………
Have you been a patient of this practice before?













                 Yes/No

If you are on any repeat medications: 
PLEASE SUPPLY A COPY OF YOUR RE-ORDER SLIP FROM YOUR PREVIOUS GP OR A LIST OF YOUR CURRENT MEDICATIONS
Do you suffer from or have had any of the following conditions?  (please tick)

Chest/Lung problems, i.e asthma, chronic bronchitis,

emphysema







Thyroid problems, e.g Hypothyroidism

Diabetes







               Stroke/Mini stroke

High blood pressure 
Coronary Heart Disease, i.e. Angina, Heart Attack





Epilepsy


Please list any other serious illnesses or operations in your medical history including conditions for which you current take medication.  Please give an approximate date of commencement where possible

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..

Please list any known allergies ………………………………………………………………………………………………………………..

Do you have any family history of any illnesses? e.g. TB, diabetes, glaucoma, high blood pressure, heart 

disease……………………..………………………………………………………………………………………………………………………..

IMPORTANT DATES:

Last Cervical Smear (Women only) ……………………………………………..…
Where? ………………………………………....….

Tetanus Vacc …………………………………………………………….                   Polio …………………………………………………

Childhood Immunisations ………………………………………………………………………………………………………………………

Your Health:

Smoking status (please tick):

Never Smoked





Smoker 


(Cigarettes or Cigars per day) ……………………..





Ex-smoker

(When did you give up?) ……………………..........
Do you drink alcohol? (please tick)
Lifelong Teetotaller






Drinks rarely






Trivial Drinker -<1u/day






Light Drinker 1-2 u/day






Moderate Drinker 3-6 u/day






Heavy drinker 7-9 u/day






Stopped drinking alcohol (units per week) ………   Date stopped …………….

Do you exercise? (please tick)

I find exercise physically impossible






I avoid exercise






I enjoy light exercise






I enjoy moderate exercise






I enjoy heavy exercise

Diet: (please tick)



I would describe my diet as good






I would describe my diet as average






I would describe my diet as poor

Have you received a blood transfusion in the UK prior to 1996?       Yes/No

Texting and Emailing Our PatientsTEXTI
NG ND EMAILING OUR PATIENTS
We have introduced appointment reminders and cancellations by using a text messaging and emailing service. The text or email may contain some personal information, i.e. Dear Mr/Mrs ………  Please remember to attend your appointment ……… with …………., however the practice will always identify itself as “RACECOURSE ROAD MEDICAL GROUP”.  If you would be happy to receive communication in this way please complete the consent form below.

I CONSENT TO BEING CONTACTED BY TEXT AND EMAIL

· Name:






Date:

· DOB:

· Mobile Telephone No:

· Email Address:

PLEASE REMEMBER TO LET US KNOW IF YOU CHANGE YOUR MOBILE NUMBER OR EMAIL ADDRESS IN THE FUTURE.  THANK YOU.
DO YOU LOOK AFTER SOMEONE?    DOES SOMEONE LOOK AFTER YOU?
WE ARE INTERESTED IN IDENTIFYING CARERS, ESPECIALLY THOSE WHO MAY BE CARING WITHOUT HELP OR SUPPORT.  WE KNOW THAT CARERS ARE OFTEN “HIDDEN”, LOOKING AFTER A FAMILY MEMBER OR HELPING A FRIEND OR NEIGHBOUR WITH DAY TO DAY TASKS AND MAY NOT SEE THEMSELVES AS A CARER.

AS A CARER, YOU ARE ENTITLED TO HAVE YOUR NEEDS ASSESSED BY THE CARERS CENTRE.  THIS IS A CHANCE TO TALK ABOUT YOUR NEEDS AS A CARER AND POSSIBLE WAYS HELP COULD BE GIVEN.

IF YOU ARE A CARER, PLEASE ASK RECEPTION FOR A 

CARERS IDENTIFICATION AND REFERRAL FORM


