
NEW PATIENT – QUESTIONNAIRE
Welcome to Dr V Bhatt & Dr J Szyszko Practice

To register with the Practice please complete the Questionnaire (patients 16 years old or over).

The information provided will help the Doctor to make an initial assessment of your health which will assist in your future treatment. 
If possible, please fill out the form using CAPITAL LETTERS to ensure accuracy of provided information. 



​​​​​​​​​​​​​​​​​​​​​​​​​​​​
A. PATIENT DETAILS
Surname …………………………………………………………………………………………………………………
First Name ……………………………………………………………………………………………………………....
Date of Birth ……………………………     NHS Number ……….………………….…     FORMCHECKBOX 
 Female     FORMCHECKBOX 
 Male      
Mobile Number ………………...….……………   Home Phone Number ………….…………………………….  
I consent to being contacted via SMS     FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
Email Address ………………………………………………………………………………………………………….
I consent to being contacted via email    FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

Occupation ……………………………………....................................................................................................
Marital Status ……………………………………….…………………………….…………………………………….

Town and Country of origin ………………………………………………………………………………………….
Ethnicity ..........…………………………………………… Religion ………………………………………………...
Main language spoken ……………………………………… Do you require interpreter?    FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO
NEXT OF KIN Title ……………… Name ……………...........……………………………………………………… 

                        Relation ……………………………………  Contact number ……………………….…......…….

            Is this person registered at our Practice?    FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO



B. MEDICAL HISTORY
1. PATIENT PROFILE 

Blood Pressure: ………. / ………..
Height: ......................              
Weight: ......................                  
Smoking status
 FORMCHECKBOX 
  Smoker              / How many per day? …………   

 FORMCHECKBOX 
  Ex-smoker         / Date you have stopped: ………….               

 FORMCHECKBOX 
  Never smoked    

Exercise     
 FORMCHECKBOX 
 Inactive             FORMCHECKBOX 
 Light             FORMCHECKBOX 
 Moderate              FORMCHECKBOX 
 Vigorous
2. ALCOHOL CONSUMPTION 

Please read each question and tick the answer that best matches your alcohol consumption.
· How often do you have a drink containing alcohol? 

 FORMCHECKBOX 
 Never       FORMCHECKBOX 
 Monthly or less        FORMCHECKBOX 
 2-4 times a month        FORMCHECKBOX 
 2-3 times a week       FORMCHECKBOX 
 4 or more times a week
· How many units of alcohol do you drink on a typical day when you are drinking?

 FORMCHECKBOX 
 Not Applicable           FORMCHECKBOX 
 1-2                   FORMCHECKBOX 
 3-4                   FORMCHECKBOX 
 5-6                   FORMCHECKBOX 
 7-9                   FORMCHECKBOX 
 10 or more

· How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?

 FORMCHECKBOX 
 Not Applicable    FORMCHECKBOX 
 Never      FORMCHECKBOX 
 Less than monthly       FORMCHECKBOX 
 Monthly         FORMCHECKBOX 
 Weekly       FORMCHECKBOX 
 Daily or almost daily

3. GENERAL HISTORY 

Have you had any serious illness or operations? 
 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES – please list: …………………………………………………………………………...
                                  ……………………………………………………………………………

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

4. MEDICATION 

Please list medication which you take at present:
                           
  Name




     

           
   Dosage

…………………………………………………………………...



……………...

…………………………………………………………………...



……………...
…………………………………………………………………...



……………...
5. ALLERGIES 
Do you have any allergies?
 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES – please list: ………………………………………………………………….............

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

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

6. FAMILY HISTORY – Have any of your Parents/Grandparents had the following health problems: 
	
	Details
	Relative

	Asthma 
	
	

	Cancer
	
	

	COPD
	
	

	Diabetes
	
	

	Heart disease
	
	

	High Blood Pressure
	
	

	Stroke 
	
	


7. WOMEN ONLY
Date of last cervical smear: ……………………………….
Result: ……………………………………………………….
C. ADDITIONAL INFORMATION
1. CARER STATUS
Are you a Carer for ill or disabled person:


 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
Do you have a Carer who assists you on permanent basis:
 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
If YES, please provide details: 
……………………………………………………………………………………………………………………………………

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

2. DISABILITY 
Are you registered disabled person? 
 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES – please provide us with the details to allow us provision of relevant assistance.
……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
3. COMMUNICATION REQUIREMENTS 
Do you or a person you look after and who is registered with us have any communication needs, e.g. hearing problem, impaired vision, speech problem?  
 FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 YES – please list them below and we will try our best to provide you with the required assistance. 

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

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


D. ON-LINE SERVICES

At the moment we provide following on-line services via NHS App:

· Medical records

· Test results
· Repeat Prescriptions (you can also request your medication via email: prescriptions.bhattvb@nhs.net). 

Please note that we accept requests for prescriptions in writing only. 

IMPORTANT: We use Electronic Prescription Service (EPS) which allows us to send your prescription electronically to your chosen Pharmacy. Please provide us with Pharmacy’s name and post code.
PHARMACY’S NAME:

ADDRESS: 

POSTCODE: 

To register for this service please visit https://www.nhs.uk/nhs-app/ to learn more about accessing your records online. 
We encourage all patients to use this facility.
E. SUMMARY CARE RECORD

Summary Care Record contains details of your key health information – medications, allergies and adverse reactions. They are accessible to authorised healthcare staff (in Hospitals, Out of Hours Services, Walk in Centres and Community Services) and in A&E Departments throughout England. You will always be asked your permission before anybody looks at your Summary Care Record. Ask your GP about the optional ‘Additional information’ choice. 

 FORMCHECKBOX 
 YES – I express consent to create a Summary Care Record

 FORMCHECKBOX 
 NO – I do not create a Summary Care Record.


F. SHARING YOUR RECORD
In order to provide you with the best care, we want to be able to share your electronic health record with other services involved in your care, like Hospitals, Out of Hours Services, Walk in Centres and Community Services. In order to do this though, we need to ask your permission. If you give consent, then information from your medical record will be available for other organisations to view.

No information from your record will be shared with the organisation, until you are registered for care at one of the care services listed on the previous page.

Remember – As a patient you have control over who can see your health information. Even if you give permission on one occasion, you can still change this at any time. You can also specify entries in your record that you want to remain confidential.

Please specify whether you agree to give consent for your SystmOne medical record to be viewed by other care services. Remember this only starts when you start receiving care from a care service that uses SystmOne.


SHARING OUT

 FORMCHECKBOX 
 YES – I express consent for my SystmOne personal medical record to be shared only with other organisations that may care for my health, such as Hospitals, Out of Hours Services, Walk in Centres and Community Services.
 FORMCHECKBOX 
 NO – I do not want information from my record to be shared with any other health care organisations.

IMPORTANT INFORMATION: Choosing this option will stop your other healthcare services from accessing your GP records which may be necessary for a successful completion of a referral to healthcare providers, such as hospitals or community services. 

SHARING IN

 FORMCHECKBOX 
 YES – I express consent for Chiswick Family Practice to view data that is recorded only at other health care services, such as Hospitals, Out of Hours Services, Walk in Centres and Community Services.

 FORMCHECKBOX 
 NO – I do not want Chiswick Family Practice to be able to view data that is recorded at other health care services. IMPORTANT INFORMATION: Choosing this option will stop your GP from accessing your medical information recorded by any other healthcare service you visit, such as hospitals or community services.


Please remember to inform us if you change your name, address or telephone number.



SIGNATURE:






 DATE: 


