 New Patient Previous History
Welcome to Ashton House Medical Practice
This form has been designed to let your new GP get to know you and your previous medical history.  The information you supply will be handled confidentially by your GP but if you are concerned about any of the questions please feel free to leave them blank.  A member of staff will be happy to answer any queries you may have.

Personal Details

	Name
	

	Date of Birth
	

	Occupation
	

	Address

Postcode
	

	Next of kin name & contact number
	

	Tel No
	                                                         

	Contact
	Are you happy for us to contact you by letter/telephone/text     
about appointments, medical conditions, appointment

cancellations etc                                                                            YES or NO


Ethnicity (please tick)

1. White: 
Scottish ⁯
Irish ⁯

Other British ⁯

Any other white background ⁯ Specify _______________________
2. Mixed: 
Any mixed background ⁯ Specify ​​​​​​​​_______________
3. Asian, Asian Scottish, Asian British:  Indian ⁯
Pakistani ⁯ Bangladeshi ⁯  Chinese ⁯

Any other Asian background ⁯ Specify _______________________
4. Black, Black Scottish, Black British:  Caribbean ⁯  African ⁯

Any other black background ⁯ Specify _______________________

5. Other Ethnic Background: 
⁯ Specify _______________________
6. Other: 
Prefer not to say ⁯
Do you require an interpreter?
Yes:
⁯ specify language: ____________________________






No: 
⁯
Do you take any of the following medications:
Penicillamine






Yes


No

Sulfasalazine






Yes


No

Methotrexate






Yes


No

Sodium Aurothiomalate




Yes


No

Leflunomide






Yes


No

Azathioprine/6-Mercaptopurine



Yes


No

Mesalazine






Yes


No

Olsalazine






Yes


No

Eplerenone






Yes


No

Spironolactone





Yes


No
Your Medical History:
Do you have any of the following:-
Asthma






Yes


No

Heart Disease






Yes


No

Kidney Disease





Yes


No

COPD/Chronic obstructive pulmonary disease

Yes


No

Diabetes






Yes


No

Epilepsy






Yes


No

Hypertension/High Blood Pressure



Yes


No

Hypothyroidism





Yes


No

Had a Stroke






Yes


No

Do you have any other medical conditions


Yes


No

if you have answered yes, please advise: ​​​​​​​​​​​​​​​




________________________________________________________________________________

Do you have any ALLERGIES if so please advise:  ____________________________________
Current Medication you take: ______________________________________________________
________________________________________________________________________________

Are you a carer:





Yes  ⁯

No  ⁯

If yes, please provide details of who you care for

i.e. Mother, Father, Grandparent, Daughter, Son etc

________________________________
Do you smoke?





Yes  ⁯

No  ⁯
If yes how many do you smoke per day?


________________________________
Would you like information on smoking cessation
Yes  ⁯

No  ⁯
Ex-smoker:   ⁯  When did you stop?   ​​​​​​​​


________________________________
Have you ever smoked:   




Yes

No
Alcohol:
How many units of alcohol do you drink in a week?
___________
e.g. (one unit in half a pint of beer, one glass of wine, measure of spirits)
Exercise:
How many days do you exercise per week? __________

Family History:

	
	
	If yes which relative
	Their approx age at diagnosis

	Heart Disease
	Yes ⁯        No  ⁯
	
	

	High Blood Pressure
	Yes ⁯        No  ⁯
	
	

	Angina
	Yes ⁯        No  ⁯
	
	

	Diabetes
	Yes ⁯        No  ⁯
	
	

	Asthma
	Yes ⁯        No  ⁯
	
	

	Cancer (Type?)
	Yes ⁯        No  ⁯
	
	

	Stroke/TIA
	Yes ⁯        No  ⁯
	
	


**(Females Only)**

Date of last cervical smear test: ______________________

Where Done: _________________________     Result if known: ____________________
