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PATIENT ETHNIC ORIGIN QUESTIONNAIRE
This questionnaire follows the recommendations of the Commission for Racial Equality and complies with the Race Relations Act.

Please indicate your ethnic origin.  This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions.
Choose ONE section from A to E, and then tick ONE box to indicate your background.

Name …………………………..…………….  
Date of Birth  ……………………..

A	White
	
British

Irish

Any other white background please write in below



B	Mixed
	
White and Black Caribbean

White and Black African

White and Asian

Any other mixed background please write in below



C	Asian or Asian British
	
Indian

Pakistani

Bangladeshi

Any other Asian background please write in below




D	Black or Black British

Caribbean

African

White and Asian

Any other black background please write in below



E	Chinese and other ethnic group

Chinese

Any other please write below



FIRST LANGUAGE:



Are you an asylum seeker?	YES/NO


HEALTH QUESTIONNAIRE

NAME:  ………………………………………………………MALE/FEMALE

TELEPHONE NUMBER …………………………
MOBILE NO……………………………………….

EMAIL ADDRESS:  …………………………………………………………………………

INTRODUCTION
This document is intended to be completed by patients to provide basic health information.

It is important to note that medication requested will take a minimum of 48 hours.  All medications will have to be reviewed by a Doctor, before it can be issued.


MEDICATION
To help us process your application to register with Swan Lane Medical Centre, please provide us with the printed list from your last prescription.  If you haven’t got one, you can still request the list from your previous GP.  However, if you are living in a different area and unable to obtain a list, then please list below the details of your repeat medication.


DRUG
DOSE
HOW OFTEN
1



2



3



4




HEALTH INFORMATION

Name …………………………………  Date of Birth…………………..

Weight …………………………………Height………………………….

SMOKING
Do you smoke?	YES/NO	If YES, how many per day? ………….
If you smoke, how old were you when you started?  ………………
If you are a smoker and would like to quit, please make an appointment with a practice nurse who can help you with this.

EX-SMOKER
If you used to smoke, how many did you smoke per day?  …………………………………….

PASSIVE SMOKING
Are you exposed to smoke at work? YES/NO		
At home?	YES/NO

ALCOHOL
How many units of alcohol do you drink each week?  ………………
(1 unit – half a pint of beer, 1 glass wine, a pub measure of spirits)


FAMILY HISTORY
Is there any of the following in your family (father, mother, brother, sister) before the age of 65? (eg heart trouble, high blood pressure, stroke, diabetes, cancer, other)

……………………………………………………………………………
……………………………………………………………………………

ALLERGIES
Do you have any drug or non drug allergies?	YES/NO
If YES please give details ……………………………………………………………………………...
Do you have any of the following medical problems?  Please circle any that are relevant.

Arthritis		Diabetes	Cancer		Depression	
Ulcer 		COPD	Epilepsy		Heart attack
Angina		Stroke	Asthma
High blood pressure		Tuberculosis	Thyroid trouble

Are you a military veteran?	YES/NO – If so, and recently discharged, please provide us with your medical summary details provided on discharge.

Are you registered disabled?	YES/NO	
If so, please confirm the nature of your disability:-

……………………………………………………………………………

If registered disabled, do you have any access needs to the surgery that aren’t currently provided for?

………………………………………………………………………

Any other illnesses ……………………………
Are you a carer?		YES/NO	


WOMEN ONLY

Are you currently pregnant?		YES/NO

Are you using any birth control now?			YES/NO
If YES, which form of birth control are you using? 

………………………………………….

Approximately when was your last smear test?

………………………………………….



THANK YOU FOR YOUR HELP IN COMPLETING THIS QUESTIONNAIRE



