 OLD ABERDEEN MEDICAL PRACTICE

PATIENT QUESTIONNAIRE – CHILDREN UNDER 16

PERSONAL DETAILS

	Surname/Last name
	Male/Female



	First name/Other names


	Date of Birth

	Address


	Name of Parent/Guardian



	Telephone number


	


	Do you require the assistance of an interpreter during consultations?                        Yes/No
If yes, what language?




PLEASE LIST ANY ALLERGIES 

	1.

	2.

	3.


PLEASE LIST ANY MEDICINES TAKEN REGULARY 
	1.

	2.

	3.

	4.


DOES THE CHILD SUFFER FROM ANY OF THE FOLLOWING?

	PLEASE TICK √
	YES 

	YEAR OF DIAGNOSIS/AGE WHEN SYMPTONS STARTED
	DETAILS

	Asthma
	
	
	

	Diabetes
	
	
	

	Epilepsy
	
	
	

	Vision / Hearing Problems
	
	
	

	Kidney Disease
	
	
	

	Heart Disease
	
	
	

	Any Physical Disability
	
	
	

	Mental / Emotional Illness
	
	
	

	Any Other Serious Illness
	
	
	


HEALTH OF RELATIVES

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

	Mother
	
	
	
	

	Father
	
	
	
	

	Brother
	
	
	
	

	Brother
	
	
	
	

	Sister
	
	
	
	

	Sister
	
	
	
	


IMMUNISATIONS – PLEASE GIVE DETAILS 

	Primary Immunisations:

1st

2nd

3rd


	Date given
	Pneumococcal
	Date given

	MMR


	Date given
	Other
	Date given



	Men C


	Date given
	
	


CARERS

	Does the child provide personal, unpaid care for a relative or friend?                                                     Yes/No
Does the child require someone to provide long-term unpaid personal care that is out with normal parenting?

                                                                                                                                                                  Yes/No

If yes to either of these, please give details:




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

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

SHOULD THEY ATTEND THESE IN THE FUTURE?                                
YES / NO

Please sign and date the completed form

SIGNATURE OF PARENT/GUARDIAN: ……………………………………………………………

DATE:  ……………………………………………….
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	Date:
	Height:
	Weight:
	BP:
	Urine:



