
 

 

 

 

PEMBROKE HOUSE SURGERY 

 

 

NEW PATIENT QUESTIONNAIRE 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Welcome to Pembroke House Surgery.  We would be grateful if you could fill out as many 

details as possible below,  to help us treat you as well as possible until your notes are 

received from your old doctor. 

 

DATE…………………………………………….   Have you been registered with this practice before? Yes/No 

 

MR/MRS/MISS/MS        MALE/FEMALE        DATE OF BIRTH ……………………..………..………………… 

 

SURNAME  ……………………………………………………………  FORENAMES ………………………………..…………….……… 

PREVIOUS SURNAME(S) ……………….………………………………. 

 

ADDRESS……………………………………………………………………………..…………………………………………………………………..…… 

 

………………………………………………………………………………………………………………..……  Post Code………..……….………….. 

 

Home Tel. No. …………….....…..  Work/Mobile No.….……………………..  E-Mail……….………………………………. 

 

Town and Country of Birth…………………………………..……………….. Occupation………..………………………………… 

 

NEXT OF KIN……………………..………......................... Next of Kin Tel. No………..……………………………………. 

 

MARITAL STATUS: Single/Married/Separated/Divorced/Widow(er)/Co-Habiting 

 

ETHNIC CATEGORIES: The Government wishes us to collect this information. Please tick 

appropriate box 

White                    British  □       Irish □       Any other White background  □ 

Mixed   White & Black Caribbean □       White & Black African □       White & Asian □   

              Any other  mixed background □ 

Asian or Asian British  Indian □       Pakistani □      Bangladeshi □  

                                      Any other Asian background □ 

Black or Black British   Caribbean □       African □         Any other Black background □ 

Other Ethnic Groups    Chinese □           Any other ethnic group □ 

I do not wish to indicate my ethnic group □         Not known □ 

 

PREVIOUS ADDRESS …………..………….……………………………………………………………………............................……… 

 

………………………………………………………………………………………………………..…………   Post Code…….…………………………. 

 

NAME OF PREVIOUS GP & TOWN…………………………………………………………………………………………………….. 

 

FAMILY MEMBERS AT HOME –AGE/NAME/RELATIONSHIP………………………………..………………….. 

 

…………………………………………………………………………………………………………………………………………………………….…………… 

PREVIOUS MEDICAL HISTORY – Do you suffer from any ongoing disease/illness, disability 

or handicap? Please give details with approximate dates of diagnosis: 

 

……………………………………………………………………………………………………………………………………………………………………...…                                                                                



Have you had any operations, admissions to hospital, pregnancies? Please give dates                                                                                                                         

 

…………………………………………………………………………………………………………………………………………………………………….. 

 

ALLERGIES: Drug/Non Drug  ………………………………………………………………..…………………………………………… 

 

CURRENT TREATMENT (use back of page for further medication you are taking) 

NAME OF DRUG  DOSAGE    STRENGTH 

   

   

   

   

   

   

   

 

FAMILY HISTORY: Raised cholesterol  /  Diabetes  /  Heart Disease  /  Blood Pressure  /                                        

                                  Stroke  /  Cancer 

 

DO YOU SMOKE? Yes/No    HAVE YOU EVER SMOKED?  Yes/No  

If yes, how many daily do you smoke OR if you have quit how many did you smoke: 

 

Cigarettes per day………….………..  Cigars per day……………..………..  Ozs per week ……………………    

What date/year did you quit smoking?  ………………………………………………………………..  

If you currently smoke, would you like to sop? Yes/No 

Would you like one of our Smoking Cessation Advisors to contact you? Yes/No 

 
DO YOU DRINK ALCOHOL? Average weekly consumption…………………….……………………….………….. 

(One unit equals to one glass of wine, half a pint of beer or a single measure of spirit) 

 

WHAT IS YOUR HEIGHT? ……………..…………. WHAT IS YOUR WEIGHT? ……………………………. 

 

VACCINATIONS  Please tick if done and indicate month and year where possible 

Children 

Dip/Tet/Polio    1st……………… 2nd……………….3rd ……………….  Measles…….…………….. MMR……………..…..… 

Whooping Cough 1st……..……...2nd…..…………..3rd………………… Pre-School Booster……….…………………….... 

Rubella …………………………………   BCG……………………………..      Meningitis ……………………………….       

Hib……….…………………………………….  Meningitis C……………………….. 

Adults 

Tetanus ……... Year Last Received ………………..….…    Polio ……… Year Last Received ……………..…….. 

Flu ………….……. Year Last Received……………………….    Pneumo …………….. Year Received………………….. 

 

EXERCISE: Do you undertake any exercise and how frequently? …….,,.,,………….…………………….. 

 

CARER: Are you a carer? Yes/No 

 

 

                                                                                   Continued Over/…………………………………….. 

 

LADIES ONLY 

Have you ever had a cervical smear test?    Yes/No   

 Was the cervical smear result negative? Yes/No 

 

Date/Year of last cervical smear ………………………………..….…….. 

 

Rubella ………………………………… Year Last Received ………………………………… 

 

Pregnancies/Year(s)/Complications? ……………………………………….………………………..……………………………………. 

 

………………………………………………………………………………………………………………………………………………………………………….. 

 

Have you had a hysterectomy?   Yes/No   If yes, please give date …………..….………………………………. 

. 

Do you have a coil fitted at present? Yes/No    If yes, give date fitted ……………………………………… 

 

Women aged 50-70 – when did you last have a breast screening  examination……………………………… 

 

 

 

Any Other Comments ………………………………………………………………………………………………….……………………………… 

 

………………………………………………………………………………………………………………………………………………………………………….. 

 

………………………………………………………………………………………………………………………………………………………………………….. 

 

………………………………………………………………………………………………………………………………………………………………………….. 

 

…………………………………………………………………………………………………………………………………………………………………………..

. 

………………………………………………………………………………………………………………………………………………………………………….. 

 

………………………………………………………………………………………………………………………………………………………………………….. 

 

PLEASE BRING A SAMPLE OF URINE WHEN ATTENDING FOR YOUR 

NEW PATIENT EXAMINATION 

 

 

Please visit our Website for up to date information: 

WWW.pembrokehousesurgery.co.uk 

 

 

 

 

 


