Dounby Surgery   Dounby  Orkney  KW17 2HH

Branch Surgery: EVIE






Phone: 01856 771209     

Fax: 01856 771320

E-mail: ork-hb.gp38031-Dounby@nhs.net

www.dounbysurgery.co.uk

CONFIDENTIAL

As you have just joined the Practice, it would be helpful to us if you could complete this questionnaire because it could be some time before your medical records reach us.  Needless to say, any information given will be treated as strictly confidential. 
	PATIENT DETAILS:

SURNAME: …………………………………..
FIRST NAMES: ………………………………
ADDRESS: .…………………………………..

………………………………………………….

………………………………………………….

POST CODE: ………………………………...
OCCUPATION: ………………………………
………………………………………….………

 (If retired or unemployed, previous occupation)
	FORMER SURNAME: ……………………………….
DATE OF BIRTH: …………………………………….

SINGLE/MARRIED/SEPARATED/WIDOWED/DIVORCED    (Circle whichever applies)
NAME AND ADDRESS OF EMPLOYER: 
…………………………………………………………….

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


	TELEPHONE NUMBERS:

It would help us if you could provide any different telephone numbers in case we need to contact you with regard to appointment, medication etc.  

HOME TELEPHONE: ………………………………      MOBILE TELEPHONE: ……………………………
WORK TELEPHONE: ………………………………     EMAIL ADDRESS: …………………………………
NEXT OF KIN: …………………………..…………………………………………………………………….
RELATIONSHIP TO PATIENT: ………………… NEXT OF KIN CONTACT NUMBER: ……………………


HAVE YOU BEEN SEEN AT THIS SURGERY PREVIOUSLY?      YES / NO

If yes, was it under a different surname?    YES / NO      
Previous Surname: ………………..…………………..
	ETHNICITY:
Culture and religion can influence health care provision.  We would be grateful if you could provide the following information (Please tick one).  I would describe my ethnicity as:
(Asian or Asian British) Bangladesh                                       (Mixed) White and Black African
(Asian or Asian British) Indian                                                (Mixed) White and Black Caribbean
(Asian or Asian British) Other background                             (Other) Any other
(Asian or Asian British) Pakistani                                           (Other) Chinese
(Black or Black British) African                                               (White) British
(Black or Black British) Caribbean                                          (White) Irish
(Black or Black British) Other background                              (White) Other background
(Mixed) Other background                                                      (White) Scottish
(Mixed) White and Asian                                                         Not stated / Decline to comment

Other Ethnic Group ……………………………
Do you require an interpreter?   YES / NO     If so, what language? ……………………………………


YOUR PAST MEDICAL HISTORY:
Do you have any medical conditions? (eg. Angina, Asthma, Diabetes, Epilepsy etc.) Or have you had any operations?  Please specify:

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

ALLERGIES: Have you ever had an allergic or other reaction to any medicine, tablets or injection?

If so, what?………………………………………………………………………………………………..……
…………………………………………………………………………………………………………………..
DO YOU REQUIRE: HEARING LOOP / INTERPRETER / BOLD PRINT            (PLEASE CIRCLE)
Are you an unpaid carer?
YES / NO      (If yes, please ask for a form to complete)

MEDICATION: 
We would like you to make an appointment with the Doctor to discuss any medications you take.

Please circle which chemist you wish to collect your medication from and we can forward your prescription on your behalf, or you can collect your prescription printout from the surgery.

The Dounby Pharmacy

Boots  Kirkwall

WHB Sutherland  Kirkwall
WHB Sutherland  Stromness

Pick up prescription printout from the surgery

PLEASE ALLOW 3 WORKING DAYS BEFORE COLLECTING THE PRESCRIPTION
(Remember to allow for weekends and public holidays)
YOUR FAMILY:
Have you or any of your family had heart disease or a stroke under the age of 60?

(i.e. brothers, sisters, parents, grandparents, uncles or aunts)  State relationship below:

Heart disease?
YES / NO           …………………………………………………………………

Stroke?

YES / NO           ………………………....………………………………………

Any other diseases which run in the family? (eg. Diabetes, high blood pressure) 
………………………………………………………………………………………………………………………………………………………………………………………………………………………..………….
Signed: ……………………………………  (Patient/Parent/Guardian)  
        

Print Name: ………………………………………………………………
Date: …………..






