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Moneymore Medical Centre
Fairhill

Moneymore

BT45 7LJ

Tel: (028) 8674 8350

Fax: (028) 8674 8684

NEW PATIENT HEALTH CHECK FORM

Date & time of appointment

Please complete the questionnaire and return completed form to the Medical Centre.
Your information will be reviewed by a Doctor, and if accepted as a patient we will contact
you within 7 days.

Surname: _ Forenames:
Known as: Date of Birth:
Address:
Postcode:
Home telephone No: Mobile No:
Work No: Occupation:s
Date of Registration: NHS No:
A
Previous G.P. Name: Surgery Address:





image2.jpeg
|

CARERS AND THOSE WHO HAVE A CARER:

on their own

A Carer is someone who looks after a relative, neighbour or fieng Who cannot manage

CARERS:

What is their relationship to
you:

Who do you care for:

b

Would you Iike to be registered as a Carer at the Practice: YesO No

|
;

{

|

(registered carers maybe offered immunization such as flu vaccines)
Would you Iike more information zbout services for carers: YesO NoDO
(If yes please esk at reception)

IF YOU ARE Who is yourcarer (name): | Carer's contact details:
CARED FOR: = = .

Does your Carer agree 1o their details being given above? Yes O No O (
ALL PATIENTS:

NAME OF YOUR , TEL NO OF NEXT OF KIN:

NEXT OF KIN:

[

LIS the child on the Child Prog

YOUR ETHNIC / WHITE 0O

ETHNIC GROUP O | AFRICAN

i
| |
f OTHER WHITE / BLACK O 7

ORIGIN:

BLACK BLACK INDIAN O PAKISTANI O
CARIBBEAN/WI/ BRITISH [ / 5
GUYANA [ |

Other Asian Ethnic Group. 0O

(please specify)

CHILDREN UNDER 18 YEAR ONLY:

&

Is the child living
with parent(s)?
Is the child living
with grandparents?

Yes O No O

Yes I No O

Is the child in foster Yes O No O
care?

|
Other ethnic group— [J ]
]
|

Is the child adopted? | Yes O No O
A

Is the child living
with another
relative?

Yes O No O

with an unrelated
-adult?

Neme and address and teleph

one number of chﬂd’s legal guardian:

ection Register? - YesO No O

Is the child living Yes O No O 7
|
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Have you had problems with any of the following please tick:
PERSONAL MEDICAL HISTORY (please rick appropriate hoxes)

Heart Disesase

[ [ DisgestiveLiver . f
Chest/Asthma ]

f

f

Diabetes/Thyroid
Gynaecological
Joints/Back

Kidney/Bladder
Stroke

Please give details of-
Operations: I ]
Allergies: [ |
Contraception: I |

Vaccination Status
~Yaccmation Status

Tetanus: Date if known / Travel: Date if known

Please give details of Medication/Drugs: Prescribed and ‘over the counter’ medicines or
please bring your medication slip from your previous practice,

;I’
W/ omen} Cervical Smear Date: ’ 7

i)

‘ |

i) ‘ . 7
iif) ' ) T
[ '- |

FAMILY HISTORY N
(Heart Disease, Stroke, High Blood Pressure, Asthma, Diabetes, Bowe] Cancer, Other
Cancers etc)

Grandparents: _ 3 ]
Parents: ) T
Brothers/Sisters: ) I

LAre they alive and wel]? i 7





