
OLD ABERDEEN MEDICAL PRACTICE

PATIENT QUESTIONNAIRE – NON STUDENTS

PERSONAL DETAILS

	Surname/Last name
	Male/Female



	First name/Other names


	Marital Status

	Address


	Date of Birth



	Telephone number


	Number of Children

	Occupation



	Employer




	Do you require the assistance of an interpreter during consultations?
Yes / No

If Yes, which language?    




HAVE YOU HAD OR DO YOU SUFFER FROM ANY OF THE FOLLOWING?

	PLEASE TICK √
	       YES


	
	 YES

	Asthma (if you have been prescribed medication in the last 5 years)
	
	Any Physical Disability
	

	Diabetes
	
	Mental / Emotional Illness
	

	Epilepsy
	
	HEP B
	

	Vision / Hearing Problems
	
	HEP C
	

	Kidney Disease
	
	HIV
	

	Heart Disease
	
	TB
	

	High Blood Pressure/Stroke
	
	Any Other
	


	ALCOHOL INTAKE:

How many units of alcohol do you take weekly? (1 unit = one glass of wine, ½ pint of beer, small measure of spirit) 
Please circle:

No alcohol

Less than 7 units

7-14 units

14-21 units

21-35 units

More than 35 units

ABI
	SMOKING:

How many cigarettes do you smoke daily? 
Please circle:

Never smoked

Stopped smoking

If YES, when?

1-9 cigarettes

10-19 cigarettes

20-39 cigarettes

More than 40 cigarettes

Smoking Cessation Advice 
	EXERCISE:

Do you take regular exercise?

Please circle:

Exercise physically impossible

Avoid even trivial exercise

Enjoy light exercise

Enjoy moderate exercise

Enjoy heavy exercise

Competitive Athlete




HEALTH OF RELATIVES

	Relationship
	Age
	State of Health (if alive)
	Cause of Death
	Date of Death

	Mother
	
	
	
	

	Father
	
	
	
	

	Brother
	
	
	
	

	Sister
	
	
	
	


DO ANY OF YOUR CLOSE RELATIVES HAVE: 

DIABETES/HEART PROBLEMS/HIGH BP/HAD A STROKE?                
YES / NO

_____________________________________________________________________

DO YOU HAVE ANY ALLERGIES?  IF SO WHAT:-

AND DO YOU REQUIRE AN EPIPEN?





YES / NO
________________________________________________________________________
PLEASE LIST NAMES AND DOSAGE OF ANY MEDICINES YOU TAKE REGULARY

(including oral contraception and inhalers)
ARE YOUR CHILDHOOD VACCINATIONS UP TO DATE?               
YES / NO

DO YOU CONSENT TO A ‘KEY INFORMATION SUMMARY’ (KIS) 

BEING RELEASED TO THE ‘OUT OF HOURS’ AND/OR A&E SERVICES,  

SHOULD YOU ATTEND THESE IN THE FUTURE?                                  
YES / NO
DO YOU CONSENT TO OLD ABERDEEN MEDICAL PRACTICE

CONTACTING YOU VIA SMS?  

THIS WILL NOT BE USED TO SEND RESULTS.



YES / NO

WOMEN ONLY

	
	Date

	When did you last have a Cervical smear?
	

	Where was it done?
	

	What was the result? (if known)
	


CARERS

	Do you provide personal, unpaid care for a relative or friend?                                                Yes / No

Does a relative or friend provide personal unpaid care for you?                                              Yes / No

If yes to either of these, please give details of relationship :




ONLINE SERVICES
	Would you like to register for the Online Prescription Service:

Yes / No

Email Address:

Preferred Pharmacy:



Are you current a student?

Yes / No

If Yes

Where are you staying?

In Halls / in private accommodation / with family

What is your main area of study?

When is your course due to end?

MM/YYYY

Please sign and date the completed form

SIGNATURE :……………………………………………………………………………

DATE:………………………………………….
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