NEW REGISTRATION QUESTIONNAIRE

Which Practice Do You Wish to Join?
Blackhall & Peterlee / Jupiter House *







(please circle the one you wish to join)

NAME…………………………………………………… DATE OF BIRTH………………….………

ADDRESS…………………………………………..…………………………………………………….

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

TEL No……………………………………………………………………………………………………

NEXT OF KIN(Name, Town & Contact Number)……………………………………………………

MALE/FEMALE                MARITAL STATUS
Married/Single/Divorced/Widow

NUMBER OF DEPENDENTS …………………………………………………………………………

ARE YOU A CARER FOR ANYONE?

Yes / No

SMOKER  
YES / NO
PIPE or CIGARETTES               NUMBER PER DAY

ALCOHOL COMSUMPTION PER WEEK…………………………………………………………..

DO YOU HAVE ANY ALLERGIES? (Please list)

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

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

PLEASE LIST CURRENT MEDICATION (please state name, strength & amount taken daily)

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

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

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

DO YOU SUFFER FROM ANY ILLNESS/CHRONIC HEALTH PROBLEMS?     
  

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

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

ARE YOU ON ANY SPECIAL DIETS?

YES/NO
if so please state what type

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

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

DO YOU TAKE REGULAR EXERCISE?
YES/NO
if so please state what type

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

DATE OF LAST TETANUS INJECTION……………………………………….…………

PLEASE ENSURE YOU BRING WITH YOU

MEDICAL CARD

PROOF OF ADDRESS
 PHOTO ID
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