REGISTRATION - PATIENT HEALTH QUESTIONNAIRE (ADULTS) – 15 and over

Please complete this form as fully as possible, as we are unable to complete your registration without this information

Registration and Family Details

Surname …………………………………….......……………
Forenames ………………………………………..............……………...

NHS No: ……………………………………………………….
Previous Surname(s) (if any) ……………………………………….…...

Title (Mr., Mrs., Miss etc.) ………………….......……………
Date of Birth ……………………………………...............………….…...


Marital Status: 
Single 




Address …………………………………………...............………………






Married 




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








Living with Partner


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







Separated 


   
Telephone Number ………………………………............………………




Divorced 


   
Occupation ………………………………………..............……………...





    

Widowed 



Occupation of Spouse ……………………………...........………………

Is English your first language?
Yes/No

Ethnic Groups (please tick one option and delete as appropriate) 

(If you are unhappy to provide this information, we will just note your record to indicate that it was declined.)


White – British/Irish/Other – please specify ……………………………………………………………………………………………



Black – Caribbean/African/Other – please specify ………………………………………………………….………………………..



Asian – Indian/Pakistani/Chinese/Other – please specify …………………………………………….……………………………..



Mixed – White & Black Caribbean/White & Black African/White & Asian/Other mixed – please specify …………………….…


Proof of Identity 

Birth Certificate

Driving Licence

Passport 
Utility Bill

and address provided?
  





Allowance Book

Solicitor’s letter

Offer of Tenancy  




Other Proof: …………………………………………………………………………………….…………

Medical Information
  



Please list any serious illnesses/operations/accidents/disabilities (and for women any pregnancy related problems) and the year they took place:

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

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

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

Please list any medicines being taken and the amount:  

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

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

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

Do you have a carer?     
      Yes/No       If yes, please give details of your carer  ………………………………………………………..

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

Are you a carer?

      Yes/No       If yes, please give details of who you care for  ………………………………………………..

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

Continued over/….

Are you registered disabled?   Yes/No       If yes, please give details of your disability ………………………………………………….

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

Are you allergic to any medicines and if so which?  …………………………………………………………………………………………….

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

Have you ever refused treatment/screening of any kind and if so, what?  ……………………………………………………………………

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


Do you currently smoke?   Yes/No

If ‘Yes’ how many cigarettes a day …………………………………………………………..

If no, have you ever smoked?   Yes/No 
or ounces of tobacco a week ………………………………………………......…………….

(If you are unhappy to provide this information, we will just note your record to indicate that it was declined.)
Please let us know is you would like smoking cessation advice  


How often do you have a drink containing alcohol? 



Never














Monthly or less










2 – 4 times a month










2 – 3 times a week










4 or more times a week 


How many standard drinks containing alcohol do you have on a typical day?
1 or 2












3 or 4










5 or 6










7 to 9











10 or more


How often do you have 6 or more drinks on one occasion?


Never










Less than monthly










Monthly










Weekly










Daily or almost daily


Is your level of alcohol consumption something that you would like help with?
Yes
   No

Your height …….……………………………..  Your weight …………….……………………
Family History

Please state any serious illness, in particular heart disease, strokes, high blood pressure diabetes or any inherited disease:

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

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

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

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

Continued over/….

For Patients aged 65 and over

Please give name, address and telephone number of next of kin ……………………………………………………………………………..

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

For Patients aged 65 and over or those with a chronic disease (e.g. asthma, diabetes etc.)

Have you had a ’flu vaccination? Please enter date or ‘never’ ………………………………………………………………………………...

Have you had a pneumococcal vaccination?  Please enter date or ‘never’  …………………………………………………………………


     ’flu vaccination by ticking here 


Please indicate if you do not wish to have a   

     a pneumococcal vaccination by ticking here 

For Women

Children: - Please give first names, year of birth and type of delivery 

1. ……………………………...……..…..…..
2. …………………..…….……..…...………..
3. ………………..………..……...…………

.

4. ……………………………...……..……….
5. …………………………….…......………...
6. …………………..………….......………..

Are you rubella immune (German measles)  Yes/No

Do you want contraceptive care?  Yes/No

Are you taking the oral contraceptive?  Yes/No

Are you fitted with a coil?  Yes/No   If Yes, when was your last coil check? ………………………………………………………….………….

Have you had a cervical smear?  Please enter year or ‘never’ ………………………………………….......................……………………….


Please indicate if you do not wish to have a cervical smear by ticking here

Have you had a hysterectomy?  Yes/No

Please note that unless you have had a hysterectomy it is strongly advised that you have regular smears.  You will automatically receive reminders at the currently recommended interval (five years).  

Please indicate if you do not intend to have a smear and do not want to be included in the practice recall system by ticking here 

Signed ………………………………………………….…………………..  Date ………………………..……………………………………….

Revised – January 2010

Please could you also complete the following?

Ethnic Groups (please tick one option and delete as appropriate)



White – British/Irish/Other – please specify ………………………………………………………………………………



Black – Caribbean/African/Other – please specify ………………………………………………………….……………



Asian – Indian/Pakistani/Chinese/Other – please specify …………………………………………….…………………



Mixed – White & Black Caribbean/White & Black African/White & Asian/Other mixed – please specify ………….

Please could you also complete the following?

Ethnic Groups (please tick one option and delete as appropriate)



White – British/Irish/Other – please specify ………………………………………………………………………………



Black – Caribbean/African/Other – please specify ………………………………………………………….……………



Asian – Indian/Pakistani/Chinese/Other – please specify …………………………………………….…………………



Mixed – White & Black Caribbean/White & Black African/White & Asian/Other mixed – please specify ………….

Please could you also complete the following?

Ethnic Groups (please tick one option and delete as appropriate)



White – British/Irish/Other – please specify ………………………………………………………………………………



Black – Caribbean/African/Other – please specify ………………………………………………………….……………



Asian – Indian/Pakistani/Chinese/Other – please specify …………………………………………….…………………



Mixed – White & Black Caribbean/White & Black African/White & Asian/Other mixed – please specify ………….

Please could you also complete the following?

Ethnic Groups (please tick one option and delete as appropriate)



White – British/Irish/Other – please specify ……………………………………………………………………………….



Black – Caribbean/African/Other – please specify ………………………………………………………….…………….



Asian – Indian/Pakistani/Chinese/Other – please specify …………………………………………….…………………



Mixed – White & Black Caribbean/White & Black African/White & Asian/Other mixed – please specify …………...

