NEW PATIENT QUESTIONNAIRE FOR 0 -5 YEARS

Please fill in or tick all sections to enable us to care for your child whilst
notes are sent for.

Birth Details
Premature ...coeeeeeeeeneenennnnn. Full Term ...cevvvvvevennnnn 40 WKSt ..vvereennnnes

Delivery Details

Normal ......... Forceps ..cccceveennee Suction .............. Caesarean .........

Immunisation Details

Triple Polio Hib_. 1% ........... 2™ e 3 e
J\Y 5V 1 2 s Pre School Booster .....cccoevveeienennnen.

Hospital Visits or Admissions — when and what for ..........ccccceeevnenenn..

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

ETHNICITY
We are required to collect ethnicity information on all our patients. Please
tick one of the following boxes.

Mixed Asian
White Race
Caribbean African Chinese

Japanese




Are you taking any regular medication? YES NO

If “Yes’ please enclose repeat prescription slip from your previous doctor’s

surgery

Are you allergic to any medications? If "Yes' please give details:-

Drugs What Reaction

FAMILY HISTORY

Have you or any close relatives suffered from any of the following?

Problem You Family Member/s Age at onset

Heart Attack/Angina

High Blood Pressure

Diabetes

Epilepsy

Psychiatric disorder

Glaucoma

Thyroid Disease

Cancer (Breast/Bowel/Lung)

Signature on behalf of patient




