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NEW PATIENT REGISTRATION / HEALTH QUESTIONNAIRE
&

BEHAVIOUR CONTRACT 

(NB all information supplied will be recorded in your confidential medical records)

Title………..…Surname: ………………………………….Forename(s): ………………………
Date of Birth…………………………Gender……………………
NHS number (if known): ............................................
Address: …………………………………………………………………………………………….
Postcode ………………………..…Tel: ………………………………Mobile (if aged 16 and over): 
Ethnicity:  Please tick box below

	Asian, Asian Welsh or Asian British:

Indian / Pakistani / Bangladeshi

Chinese.  Any other Asian background 
	

	Black, Black Welsh, Black British, Caribbean or African

Caribbean / African / Any other Black, Black British or Caribbean background
	

	Mixed or multiple ethnic groups

White and Black Caribbean / White and Black African

White and Asian / Any other Mixed or multiple ethnic background
	

	White
Welsh, English, Scottish, Northern Irish or British

Irish / Gypsy or Irish Traveller / Any other White background
	

	Other Ethnic Group

Arab / Any other ethnic group
	


Language preference   English / Welsh / other? …………………………………….
Do you consent to the practice contacting you by text message / email for appointment reminders, invitations to health checks, vaccination reminders, to let you know that your prescription or your sick note is ready for collection and anything else relevant to your healthcare? 
 *Yes/No (please delete as appropriate) Email address: ……………………………………
Smoking: Do you smoke? Yes / No
If Yes, how many
Cigarettes per day ………..

Ounces of tobacco per day …………………….

If you Smoke would you like to be offered an intervention to help you quit?  Yes/ No

Alcohol:  Do you drink Alcohol? Yes/ No 

If Yes- Do you drink every day? Yes/ No

How many Units do you drinks every week?............................. 
For the following questions please answer to the best of your knowledge:

We have provided a basic guide to alcohol content below to assist your completion: 

A 750ml bottle of wine contains 10 units / a standard (175ml) glass of wine contains 2 units
A single small shot of spirits (25ml) contains 1 unit /a standard 70cl bottle of spirits contains 28 units
A pint of 3.6% strength lager/beer/cider contains 2 units / a pint of 5.2% strength lager/beer/cider contains 3 units
If you drink regularly, would you like to be offered an intervention to help you reduce?  Yes/ No

Follow the link below to access more information including a guide to calculating your alcohol intake - Alcohol units - NHS (www.nhs.uk)
Or you can use Alcohol Change’s calculator - Unit calculator | Alcohol Change UK
Height and Weight (Please make an appointment with the nurse for a new patient check-up).
Height: ………………………..     Weight: ……………………….

NB: The following information you supply may assist us to provide good care for you whilst we wait for your previous medical records.
Family History
Is there any of the following in your family (father, mother, brother, sister) before the age of 65?
Heart Disease?


Yes / No
which family member? ………………………….
Stroke?



Yes / No
which family member? ………………………….
Cancer?



Yes / No 
which family member? ………………………….
Site of cancer?
 …………………………………………………………………………………….
Chronic Disease:  Please tick if you suffer or have suffered with any of the following

	Asthma                    
	 FORMCHECKBOX 

	ADHD                    
	 FORMCHECKBOX 

	Atrial Fibrillation   
	 FORMCHECKBOX 

	Cancer               
	 FORMCHECKBOX 


	CHD                        
	 FORMCHECKBOX 

	COPD                    
	 FORMCHECKBOX 

	COPD                  
	 FORMCHECKBOX 

	Diabetes            
	 FORMCHECKBOX 


	Dementia                 
	 FORMCHECKBOX 

	Depression            
	 FORMCHECKBOX 

	Epilepsy               
	 FORMCHECKBOX 

	Heart Failure     
	 FORMCHECKBOX 


	Hypertension           
	 FORMCHECKBOX 

	Kidney Disease     
	 FORMCHECKBOX 

	Learning Disabilities                             
	 FORMCHECKBOX 

	Mental Health           
	 FORMCHECKBOX 


	Osteoporosis         
	 FORMCHECKBOX 

	Peripheral arterial disease 
	 FORMCHECKBOX 

	Stroke/TIA 
	 FORMCHECKBOX 

	


Past Medical History
Please give details of any treatments/medical conditions:

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

……………………………………………………………………………………………………………..
Medication: (If you have a recent prescription tear off sheet, please attach)
Please give details of any medication which you take (prescribed or otherwise):
	Name of drug
	Dosage

	
	

	
	

	
	


	Benzodiazepine Policy:  Please notes that it is the practice policy that we do not prescribe regular benzodiazepine medication or sleeping tablets (examples include diazepam, nitrazepam, temazepam, zopiclone and zolpidem)

It is our practice policy for all new patients to be reviewed.

All patients, without exception, who are taking the above medication will be started on a reduction program until the medication is stopped.

This will be carried out in a controlled way following the Local Health Board guidelines.

It is the patient’s responsibility to provide evidence of any current medication from their previous practice.


Allergies:  Do you have any allergies?     Yes/No
Military Veteran: Have you ever served in the Armed Forces?  
Yes/No
Past Medical History: Please give details of any treatments/medical conditions:
……………………………………………………………………………………………………………

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

Blood transfusions: Have you received a blood transfusion prior to 1996? 

Yes / No (please delete as appropriate)
Carers
Do you need/have anyone who looks after you or your daily needs as Carer?
Yes/No
If yes, would you like them to deal with your health affairs here?


Yes/No
Do you care for anyone else?







Yes/No
(If yes, please ask the reception staff about Carers support)



Communication

Do you have any communication/information needs relating to sensory loss and, if so, what are they and how would you like us to communicate with you?
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Behaviour Contract – Zero Tolerance 

An Acceptable Behaviour Contract is an individual written agreement between a patient and a doctor in which the patient agrees not to carry on with certain identifiable acts.

The Contract: is between (the Patient) ………….…..……… And (the Doctors @ Brunswick Health Centre.

Patient agrees to the following list of conditions and responsibilities, including: 

The patient agrees the following in respect of future conduct:

1. I will not threaten or abuse doctors and other surgery staff (this includes swearing).

2. I will not threaten or abuse other patients (this includes swearing).

3. I will not damage any property or write graffiti in and around the surgery / medical centre.

4. I will not act in a manner that causes or is likely to cause harassment, alarm or distress to

    Doctors, surgery staff and other patients.
Breach of this Contract:

If The Patient does anything which he/she has agreed not to do under this contract with the Practice, he / she can expect to be:

1. Removed from the above doctor’s list.

2. Reported to the police with view to charges being brought against him / her.

3. Considered by the Health body for listing under the Violent Patients regulations which

Could mean that he / she will be allocated to a surgery / alternative primary care scheme at

Which he / she will only be seen by a doctor when the police are in attendance.

Confidentiality:

A copy of this contract may be disclosed to other agencies for the purpose of monitoring the contract and for the purpose of assessment of risk to and protection of other persons.
Practice Statement

It is our policy for the surgery to work in partnership with our patients.  Being partner’s means that we have responsibility towards each other.  This can only be achieved if we work together.  We are committed to giving you the best possible service.  In turn, this patient contract lists your responsibility towards helping us run efficient service and a system that is fair to all patients registered at Brunswick Health Centre.  By registering with this practice this contract sets out your responsibilities as a patient towards the service for which we are both responsible.  

Declaration:

I confirm that I understand the meaning of this contract and that the consequences of breaking the contract have been explained to me.
Signature: …………………………………………………… Date: …………………………………..

Thank you for completing this questionnaire and behaviour contract.

