DR G ELLIS-WILLIAMS, DR J C KINNEAR, DR B PRICE, DR C WILLIAMS
MEDDYGFA PENYGROES CROSS HANDS SURGERY
PATIENT QUESTIONNAIRE

FULL NAME ............................................................................................................................................
DATE OF BIRTH .....................................................................................................................................
ADDRESS ................................................................................................................................................
...................................................................................................POST CODE .........................................
TELEPHONE NUMBER(S).....................................................................................................................
E.MAIL ADDRESS ..................................................................................................................................
CONSENT TO SMS TEXT MESSAGING SERVICE?     YES/NO
HEIGHT  ............................................................  WEIGHT ....................................................................
OCCUPATION: ........................................................................................................................................
RELIGION: ...............................................................................................................................................

	MARITAL STATUS (please tick)

	Married 
	Single 
	Divorced 

	PREFERRED SPOKEN LANGUAGE (please tick)

	Welsh 
	English 
	Other 

	PREFERRED READ LANGUAGE (please tick)

	Welsh 
	English 
	Other 

	ETHNIC ORIGIN (please tick)

	White 
	Mixed
	Asian
	Chinese
	Other
	Declined 

	Have you ever been a member of HM Armed Forces
Date of discharge
	Yes (please stick) 
	No (please tick 

	
	Date

	ARE YOU A CARER
(please tick)
	Yes 
	No
	Name & address of your carer or who you care for:




	DO YOU HAVE 
A CARER
(please tick)
	Yes
	No 
	

	SMOKING STATUS
Smoking is known to cause certain cancers, heat and respiratory disease. There is a proven health benefit for stopping smoking.
If you smoke and would like to stop, please speak to the GP or Nurse or telephone the Smoking Cessation Counsellor on 0800 0852219.
Information given to patient  YES/NO
	Do you smoke? (please tick)
	Yes 
	No 

	
	Never smoked

	
	Ex smoker 
	Year stopped 

	
	If YES 
Cigarettes (how many a day) 
Pipe (how many ounces a day?)
Cigars (how many a day?)
Roll-ups (how many ounces a day?)

	ALCOHOL INTAKE 
Drinking over the recommended limit of 14 units per week is known to cause health problems including liver disease.  If you think you are drinking too much and would like help or advice, please speak to the GP or Nurse.
	1 unit = single pub measure of spirit
              1 small glass of wine
              ½ pint of ordinary beer 

	
	
Number of units consumed per week ____


	EXERCISE
Regular exercise, the equivalent of a 30 minute walk 5 times a week is very beneficial to your heart.
	Times per week you exercise (please tick)

	
	<1
	moderate
	light 
	vigorous 

	
	1-3
	moderate
	light
	vigorous

	
	3-5
	moderate
	light
	vigorous

	
	6+
	moderate 
	light
	vigorous



											PTO

	FAMILY HISTORY
Has any one in your family ever had:
	

	Diabetes
	Yes/No
	If yes, relationship:

	Heart attack or angina under the age of 60
	Yes/No
	If yes, relationship:

	Heart attack or angina over the age of 60
	Yes/No
	If yes, relationship:

	High blood pressure
	Yes/No
	If yes, relationship:

	Others





	Yes/No
	If yes, relationship:

	SIGNIFICANT ONGOING HEALTH ISSUES
Do you have or have ever had:
	(please tick)

	Diabetes
	YES 
	NO

	Angina 
	YES
	NO

	Heart attack 
	YES
	NO

	Stoke
	YES
	NO

	High blood pressure 
	YES
	NO

	Asthma
	YES
	NO

	Chronic bronchitis 
	YES
	NO

	Epilepsy
	YES
	NO

	Thyroid problems
	YES
	NO

	Significant other





	YES
	NO

	MEDICATION

If you are on regular repeat medication please attach the repeat slip from your previous GP.


	ALLERGIES 

Please advise if you have any allergies or have shown any form of intolerances.


	DISABILITIES (please list of you have any)
e.g 
Impaired hearing 
Impaired sight 
Impaired mobility 
Any other 



	Do you need any special facilities within the surgery to meet your needs?









TODAY’S DATE .............................................
