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BRAMPTON MEDICAL PRACTICE 
CONFIDENTIAL NEW PATIENT QUESTIONNAIRE 

 
 

 
Title: ………………………………………..…  First Name: …………………..……………………..  
 
Middle Name: ……………………………....   Surname: ……….…………………………………… 
 
Date of Birth: …………………………….………………. 
 
NHS Number: ……………………………………………  (WE ARE UNABLE TO REGISTER YOU 
WITHOUT YOUR NHS NUMBER – YOUR PREVIOUS GP SURGERY CAN PROVIDE THIS) 
 
Address:……………………………………………………………………………………………………… 
  
………………………………………………………   Post Code: ………………………………….. 
 
Telephone No: (Home) ………………………….  (Work)………………………………………… 
 
Mobile No: …………………………………………Consent to receive SMS text.  Yes          NO    
 
Email:................................................................................................................................................. 
(This will enable us to give you access to online patient services) 
 
Preferred method of contact, please tick box below: 
 
1. Home            2. Work           3. Mobile           4. Letter            
 
If contacting by phone can we leave a message on an answer phone. Yes             NO 
(We can only leave a message if your answer message is personalised) 
 
Next of Kin 
 

Name…………………………………………………………………………… 
 

Relationship…………………………………………………………………… 
 

Contact Number ……………………………………………………………… 
 
 

 
MEDICAL HISTORY 
 
Weight …………………..........................  Height …………………….…………………….  
   
Please give details of any illness you have at present ……………………………………………………. 
 
…………………………………………………………………………………………………………………… 
 
Have you had any recent major illnesses/operations? ……………………………………………………... 
 
…………………………………………………………………………………………………………………….. 
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DRUGS / ALLERGIES 
 
Do you have any allergies to drugs/medications (please list) ........................…………………………… 
 
……………………………………………………………………………………………………………………... 
 
List any medication prescribed by a doctor …………………….…………………………………..………… 
 
…………………………………………………………………………………..………………………………… 
               
FAMILY HISTORY 
 
Have any close family members suffered from (please include approx. age at diagnosis or age at 
death):  
Asthma: ………………………………………… High Cholesterol: ……………………………………..  
Diabetes: ………………………………………… Cancer (please specify type): ……………………….  
Heart Trouble: ……………………………………  Stroke:…………………………………………………… 

High Blood Pressure: ………………………. 

 

              
 
ALCOHOL INTAKE 
Please complete the following. If you score 5 or more ON THE audit below you will be sent a more in 
depth questionnaire for completion.  
 
How much alcohol do you drink in a week? ......................................................................... 
 

Questions 0 1 2 3 4 Enter score 

1. How often do you 
have a drink 
containing alcohol? 

Never Monthly or 
less 

2 to 4 
times a 
month 

2 to 3 
times a 
week 

4 or 
more 
times a 
week 

 

If score to 1
st
 question is zero, stop screening here  

2. How many drinks 
containing alcohol do 
you have on a typical 
day when you are 
drinking? 

1 or 2 3 or 4 5 or 6 7 to 9 10 or 
more 

 

3. How often do you 
have 5 or more drinks 
on one occasion? 

Never Less than 
monthly 

Monthly Weekly Daily or 
almost 
daily 

 

Total score  

The Alcohol Use Disorders Identification Test (AUDIT) is used by permission from the World Health 
Organisation. 
 
EXERCISE 
 
Do you take regular aerobic exercise, if so, what and how much?......................................................... 
 
………………………………………………………………………………………………………………………
         
SMOKING HISTORY 
 
Never smoked Yes/No               Ex Smoker Yes/No   Stopped Smoking (year) 
……….. 
 
Current smoker Yes/No  How many per day? ……………………….. 
 
Would you like to attend a Smoking Cessation Clinic?    Yes/No 
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OTHER INFO 
 
 
Are you a Carer? Please give name, relationship and address of person you care for: 
 
…………………………………………………………………………………………………………………... 
 
Or do you have a Carer? Please give name, relationship and address of carer 
 
………………………………………………………………………………………………………………….. 
 
Interpreter needed  Yes    No   
(Please tick)  
 
 

 
 
Patient Signature: …………………………………………………….    Date: …………………………… 
 

 

 
 
PATIENT ETHNIC ORIGIN QUESTIONNAIRE 
This questionnaire follows the recommendations of the Commission for Racial Equality and complies 
with the Race Relations Act. 
 
Please indicate you and your family’s ethnic origin in the spaces provided.  This is not compulsory, 
but may help with your healthcare, as some health problems are more common in specific 
communities, and knowing your origins may help with the early identification of some of these 
conditions. 
 
  WHITE     

BRITISH  IRISH                 ANY OTHER WHITE BACKGROUND  

          
 BLACK 

CARIBBEAN  AFRICAN  ANY OTHER MIXED BACKGROUND  

 
  ASIAN  

INDIAN  PAKISTANI  CHINESE  ANY OTHER ASIAN BACKGROUND  

 
MIXED 

WHITE +  BLACK CARIBBEAN  WHITE + BLACK AFRICAN  

WHITE + ASIAN  OTHER  

 
OTHER: PLEASE WRITE BELOW  
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Proof of Identity for New Patients 
 
 
All Patients over the age of 16, registering with the Practice will be asked for proof of identity. A list of 
acceptable documents is shown below and two of the listed documents must be brought to the 
surgery in person at time of registration. One must provide proof of your new address the other must 
be a form of photographic identification. All documents must be originals (no photocopies). 

 
 
Office Use Only:   
         Tick box 
• Driving Licence       □ 
           Number: ………………………………………….. 
• Passport        □ 
           Number: …………………………………………. 
• Local Authority rent card                              □ 
   
• Paid utility bills (current)                                    □  
   
• Bank/Building Society cards/Statements (current)  □ 
       
• Current employment slips       □ 
            
• Current letter from Department of Works and Pensions     □ 
            
• Identity papers from the home office    □ 
           
 
 
 
Initials……………………    Date…………………… 
 
Patient Access E-Mailed to patient………….…………………………….. 
                                                     
 
 
 
 
 
 
 
 
 
 
 
 
Updated May 2020 
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Information for new patients: about your Summary Care Record 
 

Dear Patient,  
 

If you are registered with a GP practice in England you will already have a Summary Care 
Record (SCR), unless you have previously chosen not to have one.  It will contain key 
information about the medicines you are taking, allergies you suffer from and any adverse 
reactions to medicines you have had in the past.  
 

Information about your healthcare may not be routinely shared across different healthcare 
organisations and systems. You may need to be treated by health and care professionals 
that do not know your medical history. Essential details about your healthcare can be 
difficult to remember, particularly when you are unwell or have complex care needs.  
 

Having a Summary Care Record can help by providing healthcare staff treating you with vital 
information from your health record. This will help the staff involved in your care make 
better and safer decisions about how best to treat you.  
 
You have a choice 
 

You have the choice of what information you would like to share and with whom. 
Authorised healthcare staff can only view your SCR with your permission. The information 
shared will solely be used for the benefit of your care. 
 

Your options are outlined below; please indicate your choice on the form overleaf. 

a) Express consent for medication, allergies and adverse reactions only. You wish to 

share information about medication, allergies and adverse reactions only.  
 

b) Express consent for medication, allergies, adverse reactions and additional 

information. You wish to share information about medication, allergies and adverse 

reactions and further medical information that includes: Your significant illnesses 

and health problems, operations and vaccinations you have had in the past, how you 

would like to be treated (such as where you would prefer to receive care), what 

support you might need and who should be contacted for more information about 

you.  
 

c) Express dissent for Summary Care Record (opt out). Select this option, if you DO 

NOT want any information shared with other healthcare professionals involved in 

your care.  

 
Please note that it is not compulsory for you to complete this consent form. If you choose 
not to complete this form, a Summary Care Record containing information about your 
medication, allergies and adverse reactions and additional further medical information will 
be created for you as described in point b) above. 
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The sharing of this additional information during the pandemic period will assist healthcare 
professionals involved in your direct care and has been directed via the Control of Patient 
Information (COPI) Covid-19 – Notice under Regulation 3(4) of the Health Service Control of 
Patient Information Regulations 2002. 
 
If you choose to complete the consent form overleaf, please return it to your GP practice.  
 

You are free to change your decision at any time by informing your GP practice. 
 

 
 

Summary Care Record Patient Consent Form 

 
Having read the above information regarding your choices, please choose one of the options 
below and return the completed form to your GP Practice: 
 
Yes – I would like a Summary Care Record 

□ Express consent for medication, allergies and adverse reactions only.  

or 

□ Express consent for medication, allergies, adverse reactions and additional information.           

 
No – I would not like a Summary Care Record  

□ Express dissent for Summary Care Record (opt out). 

 
Name of Patient: ………………………………………………..…............................................................... 
 

Address: ……………………………………………………………………………………………………………………………. 
 

Postcode: ………………………………………… Date of Birth: ……….......................................... 
 

NHS Number (if known): …………………………..………………........................................................... 
 

Signature: …………………………………………………………..     Date: ……………………………………………… 
 

If you are filling out this form on behalf of another person, please ensure that you fill out 
their details above; you sign the form above and provide your details below:  
 

Name: ………….......................................................................................................................... 
 

Please circle one:   Parent   Legal Guardian  Lasting power of attorney  
        for health and welfare 
 

If you require any more information, please visit http://digital.nhs.uk/scr/patients or phone 
NHS Digital on 0300 303 5678 or speak to your GP practice. 

http://digital.nhs.uk/scr/patients

