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NEW PATIENT QUESTIONNAIRE 
 
All questions contained in this questionnaire are strictly confidential and will become part of your medical record. 
New resident to the UK Please show your Passport and/or Visa/Contract of Employment. 
 
Have you ever been a patient at this surgery before  	Yes □             No □ 
 
	PERSONAL DETAILS 
 

	Title:
Surname:
	Forenames:

	Any Previous Names: 
 
	Date of Birth:
NHS Number:

	Address: 
 
 


	Home Telephone: 
	Mobile: 
 
	Work Telephone: 

	Current Occupation:  
 Have you served in the armed forces? Military Veteran:  Yes                No                   

	Ethnic Origin:
	Country of Birth:   

	 What is your first language? 
	

	 Next of Kin: 
 Name:                                                                           Relationship to you:  
 Address: 

 Telephone No:

	 Previous Doctors:
 Address:                                                                             Tel:
 
 Postcode:


 





	PERSONAL HEALTH HISTORY 

	Height: 
	 
…..……….Feet  ………… inches     or 
…………. Metres …….…  cms 
	Weight: 
	 
………………. Stone ………1bs    or 
………………  Kgs 
 
Waist Measurement: 


 
	Alcohol: 
 
	

	Questions 
	Scoring  
      0             1                 2                3               4 
	Your score 

	How often do you have a drink that contains alcohol? 
	Never 
	Monthly or less 
	2 – 4 times per month 
	2 – 3 times per week 
	4+ times per week 
	

	How many standard alcoholic drinks do you have on a typical day when you are drinking? 
	1 – 2 
	3 – 4 
	5 – 6 
	7 – 8 
	10+ 
	 

	How often do you have 6 or more standard drinks on one occasion 
	Never 
	Less than monthly 
	Monthly 
	Weekly 
	Daily or almost daily 
	 

	Scoring:  A total of 5+ indicates hazardous or harmful drinking 
	

	
	

	Do you Smoke?            
 Yes 
□  Vape
□   Cigarettes                               No. smoked each day …………. 
□   Roll own/use filter                 oz per week ………………………. 
□   Pipe                                     oz per day ………………………… 
□   Cigars                                  No. smoked each day …………

	



	We advise you to stop smoking to maintain good health. Contact the surgery for advice or speak with one of our practice nurses about smoking cessation and what they can do to help. If you would like help to stop smoking, please visit https://www.helpmequit.wales/ Or phone 0800 085 2219


	No 
□  Never smoked tobacco 
□  Ex-smoker            When did you quit?........         Please state amount smoked ……… 
                                                         

	Diet: 
Do you have any dietary restrictions or preferences that we should be aware of?



	Carer:
Do you have a Carer?                      □  Yes                  □  No 

	Are you a carer to someone?          □  Yes                  □  No 

	If yes, please give name and address of person who cares for you or for whom you are caring: 


 

	Personal Safety: 

	Do you live alone?                                         □  Yes                  □  No 

	Do you have vision or hearing loss?              □  Yes                  □  No 

Do you have any information or communication needs?     □  Yes                  □  No 
If so please let us know on this form or by speaking to one of our receptionists and we can highlight your records in order to meet your needs. 





	Medications: 

	If possible, please attach the tear off slip that you used to order your repeat prescriptions, and hand it into reception. We will be unable to prescribe your medication, until we get confirmation of what you are taking.



	Allergies: 

	Please list any allergies including drug allergies that you have. 
 
 


	Vaccinations: 

	Please bring any vaccination records you may have to the surgery for your first appointment.   
 


	FAMILY HEALTH HISTORY


	Significant health problems, e.g. diabetes, heart disease, asthma, hypertension.

	
	Age
	Significant Health Problems

	Father

	
	

	Mother

	
	

	Siblings
	
	



 

	Women Only: 

	Cervical smear: 
 
Please give the date of your last cervical smear: ………………………………………………. 
 
Please give the result of your last cervical smear: ……………………………………………….. 
 
If you no longer have cervical smears please tell us why: ……………………………………….. 
 
Mammography: 
 
Please give the date of your last Mammogram: ………………………………………………. 
 

	Contraception: 
 
Please indicate which method of contraception you use, if applicable: 
 
      Pill                 Coil            Sheath         Injection/Implant       Female sterilisation     
 
Other: …………………………………. 

	Pregnancies: 
 
Are you currently pregnant? 
 


 
 
Signed: ……………………………………………                   Date: …………………
Thank you for taking the time to complete this form.  Please return it to one of our receptionists. 

Newpark Surgery, Talbot Green, CF72 8AJ, Tel: 01443 220320
Gwaunmiskin Road Surgery, Beddau, CF382AU, Tel: 01443219810

 
Sharing your medical information
You Decide

Health professionals are trained to keep your records secure and to manage them responsibly and in confidence. Please sign below for us to document and store your information on our system.

	Do you consent for us to summarise this information on your medical records?
	Yes
	No

	SMS Messaging Service  	 
Would you like to receive text message appointment reminders and other notices from Talbot Green Group Practice?                 
	Yes
	No

	I consent to receiving appointment confirmations, reminders and other notices via text messages and will update Talbot Green Group Practice of any changes to my mobile number.
	Signature
	date

	You can access your medication online via the NHS Wales App. You can download the app from: https://app.nhs.wales/login  or scan the QR code 
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	Signature 
(Patient/Parent/Guardian) 

 
 
	 
	Date
	 


 
 Surgery use only:

	Proof of ID given, e.g. Passport, Driving
licence, membership card

	Yes/No

	Identify confirmed:

	Yes/No
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