WELCOME TO THE PRACTICE

Drs M Johnston, Dr P Murray, Dr T Randall, Dr C Johnston, Dr N Harper, Dr L Fraser, Dr J Flinn, Dr C Gordon, Dr Eadie
We would like you to have a new patient health check a 10 minute appointment with the doctor or nurse.  This gives us an opportunity to find out about your past and present health.  We encourage you to take up this offer, particularly if you are currently on medication to avoid difficulties when you need your medication.  Please book new patient appointment at Reception. 

IF YOU REQUIRE ASSITANCE FILLING IN THIS FORM PLEASE ASK AT RECEPTION.
In the case of children over 5, please answer as many of the questions as possible, we apologise in advance if some are not relevant

Name:  ………………………………………………………….Title: ………       * Male/Female   Date of Birth:……………

Address:…………………………………………………………………………………………….Post Code…………………
Number of Children/Dependants………   Age(s)………................................ Occupation: ………………………………
Contact Telephone Number(s): ……………………..     ………………………… Are you registered Disabled:  YES/NO
Previous Address:…………………………………………………………………. Previous GP:……………………………..
Ethnicity: White Scottish □ White British  □  Indian □ Chinese □ European □ Other Asian □ ………………….
Other please state:…………………………………………………………
Are you prescribed any medication YES/NO   If YES Please give details and dose to the Receptionist or list overleaf
Do you smoke  YES/NO   if yes, how many per day………………….                        Would you like to stop  YES / NO
Do you drink alcohol?  YES/NO  If yes what and how much per week: …………………………………………………….
What regular exercise do you take: ……………………………………………………………………………………………..

Is there any “family history” of the following (family meaning parents, brothers, sisters). Those marked * only answer if you are under the age of 60
*Stroke □ 
*Angina/Heart Attack □ 
Diabetes  □ 
Asthma  □      High Blood Pressure □
Please give details of any operations, hospital admissions, major illness, diagnosis
…………………………………………………………………………………………………………….  Date: ………………..
…………………………………………………………………………………………………………….  Date: ………………..
…………………………………………………………………………………………………………….  Date: ………………..
Your Height:  ………………………………… Your Weight: ……………………………...

Are you a Carer?  YES/NO      Would you like information on support for Carers  YES/NO    Are you a veteran? YES/NO
WOMEN ONLY:      Have you had a smear test  YES/NO       Date of last test…………………  Result:……………….

Do you have a coil (IUCD) fitted YES/NO    If yes  when? …………………….         Date of last check ……………….

Do you have a contraceptive implant YES/NO  If yes when?..........................
THANK YOU.   
PLEASE PICK UP A COPY OF OUR PRACTICE BOOKLET OR VISIT WWW.COWDENBEATHMEDICALPRACTICE.CO.UK
THIS PROVIDES YOU WITH USEFUL INFORMATION ABOUT THE PRACTICE
IF YOU HAVE A MEDICAL CARD PLEASE HAND IT TO RECEPTION WITH THIS FORM
PLEASE REMEMBER TO LIST ANY MEDICATIONS OVERLEAF
CURRENT MEDICATIONS
WE LIKE YOU TO HAVE A PRINTED LIST (DATED WITHIN THE LAST 2 WEEKS) FROM YOUR LAST DOCTOR, PLEASE HAND THIS TO THE RECEPTIONIST WITH THIS FORM.

WE MAY NEED TO CONTACT YOUR PREVIOUS GP BEFORE WE CAN PRESCRIBE FOR YOU.  
THIS IS FOR YOUR OWN SAFETY.
NAME
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