HAVERFIELD SURGERY
CONFIDENTIAL PATIENT QUESTIONNAIRE

Name         ______________________           Date of Birth:__________________
Address:
______________________  

Marital Status:_________________
______________________

______________________



Postcode:
______________________
Telephone Nos:
Home:__________________Mobile:_______________________



Work:____________________

E- mail Address:_____________________________________________________
Occupation:_________________________________________________________
Weight:__________________________
Height:_____________________________
Next of Kin: _____________________ Relationship____________ Tel No_________________

*****************************************************************************************************************
Alcohol:
How often do you have a drink that contains alcohol?
Never  [image: image1.wmf] Monthly/less  [image: image2.wmf]2-4 times per month [image: image3.wmf]   2-3 times per week[image: image4.wmf] 4+times per week [image: image5.wmf]
How many standard alcoholic drinks do you have on a typical day when you are drinking?

1-2 [image: image6.wmf]         3-4 [image: image7.wmf]         5-6 [image: image8.wmf]          7-8 [image: image9.wmf]       10+ [image: image10.wmf]
How often do you have 6 or more standard drinks on one occasion?

Never [image: image11.wmf]      less than monthly [image: image12.wmf]      Monthly [image: image13.wmf]        Weekly [image: image14.wmf]      daily or almost daily [image: image15.wmf]
*****************************************************************************************************************

Smoking Data:    Never Smoked:

( 



Current Smoker:

( If yes how many daily? ___________



Ex-Smoker:

(
Exercise Grading:
Impossible:

(

Avoids Exercise:

(




Light Exercise
(

Moderate Exercise:
(




Heavy Exercise:
(
Drug Allergies:
  YES (
NO (
Name:
…………………….………………
                                                                                   …………………………………….

Other Allergies:
  YES (
NO (
Name:
…………………….………………

Bee Sting Allergy: YES (
NO (
Nut Allergy:
  YES (
NO (                                                                                
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Are you a Carer?


YES (
NO (
Are you being cared for?
YES (
NO (
Name of Carer:
…………………

Name of Primary Carer for child under 16:
…………………….…

*****************************************************************************************************************
Ethnic  classification: We are required to record the following information: please tick
WHITE:                                           ASIAN or ASIAN BRITISH                      OTHER ETHNIC

[image: image16.wmf]

 British                                           [image: image17.wmf] Indian                                                 [image: image18.wmf] Chinese

[image: image19.wmf] Irish                                              [image: image20.wmf] Pakistan                                             

[image: image21.wmf] Any other white                            [image: image22.wmf] Bangladesh                                            

     Background.                              

                                                        [image: image23.wmf] Any other Asian background

MIXED                                              BLACK OR BLACK BRITISH                    

[image: image24.wmf] White & black Caribbean           [image: image25.wmf] Caribbean                                        

[image: image26.wmf] White & Black African                [image: image27.wmf]African

[image: image28.wmf] White & Asian                             [image: image29.wmf]Any other Black Background
[image: image30.wmf] Any other mixed background

If you wish to decline this information, please tick here [image: image31.wmf]
Is English your first language?   [image: image32.wmf] Yes   [image: image33.wmf]No  If no, please specify_____________

Religion:____________________________________
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