Box Surgery New Patient Questionnaire 
Welcome to Box Surgery. We would be grateful if you could complete BOTH SIDES of this questionnaire to help us keep your medical records up to date and accurate. These details will be handled confidentially.
If you currently take any regular medications, please ensure that you make an appointment with the doctor before your medication runs out.

	Sex (please circle):
	Male                Female         

	Title:
	Mr / Mrs / Miss / Ms / Dr / Other (specify):

	Forenames:
	

	Surname:
	

	Previous Surname:
	

	Date of Birth:
	

	Place of Birth:
	

	Address (inc Postcode):
	

	Home Telephone Number:
	

	Mobile Number:
	In future we may text you reminders and results – please indicate your consent to this:

             Yes                                            No

	Email Address:
	

	Ex Forces Patients: 
	Date of Admission:

Discharge date:

	Are you a carer? 
Do you have a carer?
	             Yes                                            No

             Yes                                            No

Please ask Reception if you would like to be registered as a carer

	Do you have communication issues?
	             Yes                                            No
If Yes, please specify:

	Do you have any needs relating to a disability?
	             Yes                                            No
If Yes, please specify:

	Next of Kin details:
	Name:

Relationship:

Telephone Number:


	Height:
	

	Weight:
	

	Are you allergic to any medications?
	             Yes                                            No

If Yes, please specify:

	Do you have any other allergies?

E.g. food types, animals etc
	             Yes                                            No

If Yes, please specify:

	Smoking status:
	Smoker                                 How many per day?

Never smoked

Ex-smoker                           Date given up



	If you are a current smoker, would you like help to stop?
	             Yes                                            No



	Alcohol:

How often do you have a drink that contains alcohol?

How many units of alcohol do you drink on a typical day when you are drinking?

How often have you had 6 or more units on a single occasion in the last year? 


	0

1

Score

2

3

4

Your score

Never

Monthly or less

2-4 times per month

2-3 times per week

4+ times per week

1-2

3-4

5-6

7-8

10+

Never

Less than monthly

Monthly

Weekly

Daily or almost daily




	Ethnic Origin

Please tick one box which best describes you:
	British
	
	Irish
	

	
	Other White background
	
	Indian
	

	
	Pakistani
	
	Bangladeshi
	

	
	Other Asian background
	
	Black Caribbean 
	

	
	Black African
	
	Other Black background
	

	
	Chinese
	
	Mixed
	

	
	Other (please specify)
	
	Prefer not to say 
	

	Main Language Spoken:
	


