

DRS OLIVER, GREELEY & INNES.
NEW PATIENT QUESTIONNIARE 
(PLEASE ENSURE THAT YOU COMPLETE ALL SECTIONS OF THIS FORM)


	[bookmark: _GoBack]PERSONAL DETAILS
	

	SURNAME
	

	FORENAME(S)
	

	DATE OF BIRTH
	

	ADDRESS
	





	TELEPHONE NO (LANDLINE)
	

	TELEPHONE NO (MOBILE)
	

	MARITAL STATUS
	

	OCCUPATION
	



	NEXT OF KIN
	

	NAME
	

	ADDRESS
	




	TELEPHONE NUMBER
	

	RELATIONSHIP
	



	PAST MEDICAL HISTORY
	

	ILLNESSES
	







	OPERATIONS
	





                                                                                                                         P.T.O.

	ALCOHOL 
	

	AVERAGE UNITS/WEEK
	




	SMOKING
	

	DO YOU SMOKE?
(PLEASE CIRCLE)
	NO

	YES
AVERAGE/DAY ...............


   IF YOU WOULD LIKE HELP/SUPPORT TO STOP SMOKING PLEASE TELEPHONE 0845 602 6861

	MEDICATION DETAILS
	

	NAME AND STRENGTH OF ANY MEDICATIONS YOU ARE CURRENTLY TAKING
	











	ALLERGIES
	





	FAMILY HISTORY
	

	PLEASE LIST ANY IMPORTANT FAMILY ILLNESSES:  DIABETES/HIGH BLOOD PRESSURE/CANCER
	









THANK YOU.  YOUR FORM WILL NOW BE LOOKED AT BY THE DOCTORS AND IF THEY WISH YOU TO COME IN TO DISCUSS YOUR MEDICATIONS/CURRENT ILLNESSES THEN THEY WILL CONTACT YOU.



