REGISTRATION QUESTIONNAIRE

(This form is completely private and confidential)
Welcome to Dyfi Valley Health -  Glantwymyn
As it may be some time before your medical records reach us and in order to help us provide you with good medical care, we would be grateful if you completed this questionnaire.
Name: ______________________________________________
DOB: _________________________
Address: ___________________________________________________________________________
Children of school age: (please give name of school): ______________________________________
Do you work as a carer

Yes    No         Does someone look after you 
Yes     No                                      
Do you look after someone/relative
Yes    No         Do you suffer from any disability
Yes     No 
Are you registered disabled

Yes    No 
Do you have any physical difficulties accessing the services here at the Health Centre     Yes     No                                      
VETERAN DETAILS
Are you a veteran?






   [please circle]
Branch of the Armed Forces




Army / RAF / RN / RM / Merchant

Forces







Navy / TA / RN or RAF Reservist
MEDICAL HISTORY -  Do you suffer from any chronic disease? (please tick box)  

Chronic Heart Disease

Yes    No 

Diabetes                 

Yes    No 

Asthma                                        
Yes    No 

COPD                

Yes    No              

Chronic Kidney Disease             
Yes    No 

Chronic Liver Disease  
Yes    No                 

Weak immune system                
Yes    No 

High blood pressure 

Yes    No 

Epilepsy
        


Yes    No 

Cancer



Yes    No 
Depression 



Yes    No 

Other

(please state): ________________________
If yes, please state the year(s) when you were you first diagnosed? _________________________
___________________________________________________________________________________
Please give details of any serious illnesses/operations:

Illness: ___________________________________________________
Date: ___________________
Illness: ___________________________________________________
Date: ___________________
DRUGS AND TREATMENT

If you are taking any drugs or on any treatment, please supply is with a repeat medication printout from your previous doctor, as it may be some time before your medical records arrive at the practice.
Are you allergic to any medicines and if so, which? __________________________________________
ADULTS:  Have you had a course of tetanus injections or a tetanus booster in the last 10 years?
If so, when? ________________________________________________________________________
CHILDREN:  please give dates of immunisations against:

HIB: ________________
DTP & Polio: _______________
Pre-School booster: _____________
MMR: _______________
MMR Booster: ______________
2nd booster offered at 15 years _____

Meningitis C: _________
Tetanus:
______________
Other: _______________________

FAMILY HISTORY:
Have any of your father/mother/sisters/brothers suffered from :  (Please say who)

Asthma: ______________________________
High cholesterol: __________________________
Diabetes: _____________________________
Cancer: _________________________________
Heart trouble: __________________________
Stroke: __________________________________
FOR WOMEN
We provide a full range of contraceptive services.

Do you take the contraceptive pill? 


Yes    No  

Have you ever had a cervical smear? 

Yes    No  

If yes, please state when, where and the result: _____________________________________________

LIFESTYLE

Do you eat a healthy diet (plenty of fruit and vegetables )     Yes   □      No   □
Do you smoke?          Yes  
       □
       No         □
   Never Smoked   □

If yes; 
                        Cigarettes  □
         Cigars  □            Pipe   □
        Roll your own         □
How many do you smoke per day?       Less than 5     □     5 -10     □          10-20   □           20+ □
Are you an ex-smoker?     If yes, were you a heavy smoker (20+)   □  moderate smoker (10-20)   □   light smoker (5-10)   □     or  trivial smoker  (less than 5)   □

When did you give up? ____________________
If you smoke, have you received advice from us regarding giving up smoking?   
Yes □   No □
If NO, would you be interested in receiving help or advice from us?         

Yes □    No □

Do you drink Alcohol?    Yes   □     No   □
If YES, how much do you drink? (please be honest)  ____________  units per week
Guide;  1 unit = ½ pt beer or 1 glass wine/sherry or 1 measure of spirits

Which of the following describes your level of exercise

Exercise impossible

□

Avoid exercise

□


Light exercise


□

Moderate exercise
□


Competitive exercise

□

Heavy exercise
□


Attend exercise classes
□

We are now required to collect our patient’s ethnicity.

Would you please therefore complete the attached Ethnic Origin Form.
Thank you for your co-operation

Why we are collecting information about your ethnic group
Everyone belongs to an ethnic group, so all our new patients are being asked to describe their ethnic group.  We are required to collect this information to help the NHS and Social Services to:-

· Understand the needs of patients and service users from different groups and so provide better and more appropriate services for you.

· Identify risk factors - as some groups are more at risk of specific disease and care needs, so ethnic group data can help treat patients and support service users by alerting staff to high risk groups.

· Improve public health by making sure our services are reaching all of our local communities and that we are delivering our services fairly to everyone who needs them.

· Comply with the law as the Race Relations (Amendment) Act 2000 gives public authorities a duty to promote race equality and good relations. Ethnic monitoring is important in making sure race discrimination is not taking place.
· The 17 ethnic groups used are standard categories for collecting ethnic group information from the census which tells us about our local population.

The list of ethnic groups is designed to allow most people to identify themselves.  The list is not intended to leave out any group of people, but to keep the collection of ethnic information simple.  It is important to us that you identify your own ethnic group.  Therefore, if you need to complete the box labelled ‘other ethnic group’, please provide some details so we are better able to understand your needs.

NEW PATIENT REGISTRATION

RECORD OF ETHNIC ORIGINAL
Information contained in your medical records is kept confidential at all times and everyone working at the practice has a legal duty to keep information about you confidential.  If you do not wish to provide this, please tick the ‘information refused’ box at the end of the list.
	Name:

	

	Date of Birth:
	

	

	Please tick the description which you feel is most appropriate:


	White – British
	

	White – Irish
	

	White – Welsh
	

	Other white background
	

	Mixed – white & black Caribbean
	

	Mixed – white & black African
	

	Mixed – white and Asian
	

	Other mixed background
	

	Asian or Asian British - Indian
	

	Asian or Asian British - Pakistani
	

	Asian or Asian British - Bangladeshi
	

	Other Asian background
	

	Black or black British – Caribbean
	

	Black or black British – African
	

	Other ethnic group (please specify)
	

	Information refused
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