ABBEY MEDICAL GROUP

NEW PATIENT QUESTIONNAIRE
Full Name ___________________________________________________________

Mobile Number ______________  Email address ______________

Work  Telepone No______________
   Home No. _____________________________

Date of Birth ________________________     Are you a carer __________________

Place of Birth________________________________

Height ____________  Weight __________________ 

Any Allergies_____________________________________________

Date of last tetanus (if Known)___________________

Any current medication:____________________________________________________

________________________________________________________________________

Alcohol …………………………….units per week

Are you a smoker – Yes/N0

Have you ever smoked – Yes/No  -  Date given up_______________

If yes -  How many a day do you smoke? ____  

**It is recommended that you Stop Smoking as this could affect your health.  Ask

reception for the telephone number if you do want to stop smoking**

ETHNIC MONITORING QUESTIONNAIRE

Due to new Department of Health guidelines we are required to request the ethnicity of our new patients.

Please tick which ethnic group you feel you belong to:

White

	(
	9i0
	British



	(
	9i1
	Irish



	(
	9i2      
	Any other white background



	Mixed
	
	

	(
	9i3      
	White & Black Caribbean

	(
	9i4      
	White & Black African

	(
	9i5      
	White & Asian

	(
	9i6      

	Any other mixed background




Asian or British Asian

	(
	9i7
	Indian



	(
	9i8

	Pakistani

	(
	9i9

	Bangladeshi

	(
	9iA     
	Any other Asian background


Black or Black British

	(
	9iB

	Caribbean

	(
	9iC

	African

	(
	9iD  

	Any other black background


Any Other Ethnic Group

	(
	9iE
	Chinese

	(
	9iF            
 
	Any other, please describe



	(
	9iG     

	Do not wish to state


Appendix 1

Alcohol Users Disorders Identification Test (AUDIT) C

	Questions
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink that contains alcohol?


	Never
	Monthly or less
	2-4 times per month
	2-3 times per week
	4+ times per week


	

	How many standard alcoholic drinks do you have on a typical day when you are drinking?


	1 – 2
	3 – 4
	5 – 6
	7 – 8
	10+
	

	How often do you have 6 or more standard drinks on one occasion?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


Scoring:  A total of 5+ indicates hazardous or harmful drinking

	Questions
	Scoring System
	Your Score

	
	0
	1
	2
	3
	4
	

	How often in the last year have you found you were not able to stop drinking once you had started?


	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you failed to do what was expected of you because of drinking)
	Never
	Less than monthly


	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you needed an alcoholic drink in the morning to get you going?
	Never
	Less than monthly


	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you had a feeling of guilt or regret after drinking?


	Never
	Less than monthly


	Monthly
	Weekly
	Daily or almost daily
	

	How often in the last year have you not been able to remember what happened when drinking the night before?


	Never
	Less than monthly


	Monthly
	Weekly
	Daily or almost daily
	

	Have you or someone else been injured as a result of your drinking?


	No
	
	Yes, but not in the last year


	
	Yes, during the last year
	

	Has a relative/friend/doctor/health worker been concerned about your drinking or advised you to cut down?


	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	


Scoring: 0-7 = sensible drinking, 8-15 = hazardous drinking, 16-20 harmful drinking, 20+ = possible dependence

