	Grove Medical Practice – Adult Health Questionnaire

	PLEASE COMPLETE THIS FORM AND RETURN IT WITH YOUR REGISTRATION DOCUMENTS.

 PLEASE ANSWER ALL QUESTIONS OTHERWISE THIS MAY DELAY YOUR REGISTRATION

	Name:


	Title: Mr/Mrs/Ms/Miss/Dr/Other

	Marital status:            Single            Married             Widowed               Other

	Do you live alone?   Yes   /   No

	Are you registered disabled?
	Are you registered blind?

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

	If yes, you can tell us who for if you wish


	If yes, you can tell us who if you wish

	Address:

Postcode:
	Home phone
	

	
	Work phone
	

	
	Mobile phone
	

	
	Present occupation                          
	

	
	Retired
	

	
	If retired – last occupation 
	

	Please list any ongoing medical problems you have at present: 


	Please list any serious past illness, accidents, operations or other hospital admissions:


	Please list any allergies you may have:



	Please list any medicines you take regularly including any not prescribed to you:



	SMOKING – Please circle all that applies 

	Do you smoke?          Yes          If  No -        Ex-Smoker                  Never Smoked

	If Yes – What do you smoke?         Cigarettes           Cigars              Pipe              Other

	How many a day?                                             How long for?    

User of Electronic Cigarette?     Yes              No

	If you smoked in the past – when did you stop?

	PLEASE TURN OVER AND COMPLETE PAGE 2


	ARMED FORCES

	Armed forces:  Currently serving       Reservist        Veteran/Ex  

Dependant of Armed Forces member         Spouse of Armed Forces member 

	EXERCISE – Please circle all that applies

	How often do you do enough of any type of exercise to make you short of breath?

	Never                                  Once a month                                     Once a week    

	Twice a week                     Three to Five times a week                     Daily

	Which are your most common forms of exercise?



	What level of exercise do you enjoy?           Light          Moderate          Heavy

	ALCOHOL 

	1pt Beer = 

2 units
	Bottle of wine =

approx 10 units
	Bar measure of spirits = 1 unit
	Sherry – small glass = 1 unit
	Alcopops = 1.5 units

	How many units do you drink a week?



	DIET– Please circle all that applies

	How would you consider your diet? Please circle one:     Good            Average          Poor  

Is your diet unusual in any way e.g. diabetic, gluten free, high fibre, vegetarian, vegan

If yes please specify: 



	FAMILY  MEDICAL  HISTORY

	Some conditions are linked to your family medical history.  If any blood relative has had any of the following conditions please state their relationship to you and their age when it began - e.g. Mother’s sister 62

	Medical condition
	Relationship & 

Age of diagnosis
	Medical condition
	Relationship & 

Age of diagnosis

	Kidney disease 
	
	Osteoporosis
	

	Asthma
	
	Epilepsy
	

	Chronic obstructive lung disease (COPD)
	
	Deep vein thrombosis 
	

	Diabetes Type 1 
	
	Heart attack over 60
	

	Diabetes Type 2– Diet only
	
	Heart attack under 60
	

	
	
	High Blood Pressure
	

	Diabetic Type 2 – Insulin
	
	Mental Illness
	

	
	
	Hypothyroidism 
	

	Cancer - Breast
	
	Stroke
	

	Cancer – Other
	
	Please state where



	FEMALE PATIENTS

	Contraception – If you are using any contraception please tell us what

	Condoms
	Coil
	Long acting Implant
	Other

	Contraceptive pill        If Yes - Which one?

	Have you had a cervical smear test?
	No /  Yes – Date of last test:

	Result:  Normal / Abnormal
	Colposcopy:   Yes/ No

	Have you had a mammogram(breast screen)
	No / Yes – Date of last test


