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New Patient Questionnaire

In order to provide you with the best possible care, it is helpful if all new patients can provide the following information.
	Name                                                                             Date of birth

	To which of these ethnic origins do you belong?

	□ British    
	□ Chinese   
	□ African 
	□ Other Black
	□ Other Mixed           

	□ Mixed British    
	□ Caribbean        
	□ Indian            
	□ White & Black African
	□ Other Asian

	□ Irish
	□ Pakistani
	□ Indian/British      
	□ White & Black Caribbean       

	□ White & Asian       
	□ Bangladeshi     
	□  Other White          
	□ I do not wish to disclose my ethnicity

	What is your first spoken language?

	Do you smoke? 
If YES – how many cigarettes do you smoke per day?

If you previously smoked, when did you stop?

	YES □    
	NO □               

	Do you ever have a drink that contains alcohol?                          
If YES – please complete page 2 of this questionnaire
	YES □   
	NO □   

	Do you monitor your blood pressure at home?                             
	YES □    
	NO □   

	Do you take “over the counter” Aspirin everyday?                      
	YES □    
	NO □   

	What is your weight and height? (If known)

	When did you have your last Flu vaccination? (if applicable)

	Do you suffer from any of the following? (if yes, please give details)

	Angina 


Asthma 



Diabetes 



Epilepsy 

High Blood Pressure 

Thyroid Problems
	YES □    

YES □    

YES □    

YES □  

YES □    

YES □      
	NO □   

NO □   

NO □   

NO □   

NO □   

NO □   

	Have you ever had a diagnosis of the following? (if yes, please give details)

	Cancer 

Heart Attack 


Mental Health Problems 


Stroke

	YES □    

YES □    

YES □    

YES □    
	NO □   

NO □   

NO □   

NO □   

	Are you on any medication? 

If yes, please include list of names, doses and times)
	YES □    
	NO □   

	Are you a carer?
                                                                                                                       
	YES □    
	NO □   

	Do you have a carer? 

                                                     
	YES □    
	NO □   

	If you answer yes to either of the above, please request a copy of our Carer’s Information Pack.


	If you drink alcohol please answer the following questions.

	

	To help you work out your alcohol consumption you need to know that:
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	One Pint of regular (about 4%) Beer/ Lager/ Cider
	Alcopop or 440mL can of regular lager
	Glass of Wine (175mL)
	Single measure (25mL)

of spirits
	Bottle of Wine

	

	Questions
	Scoring System                                                                             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
	7-9
	10+
	

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

	If you score a total of 5 or more on the above questions, please complete the further questions below.

	How often in the last year have you found that you were not able to stop drinking once you have started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you failed to do what was expected of you because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you needed an alcoholic drink in the morning to get you going?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you had a feeling of guilt or regret after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you not been able to remember what happened when drinking the night before?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or someone else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative/friend/doctor or health worker been concerned about your drinking or advised you to cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Your total score for all ten questions indicates the following:

0-7 = sensible drinking                              8-15 = hazardous drinking 

16-19 = harmful drinking                           20+ = possible dependence

	Would you like information or advice about alcohol consumption?                           YES □ NO□
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