PEEL GPs PATIENT HEALTH QUESTIONNAIRE

(For the purpose of ensuring the information we hold about you is current and correct)

Name:  _________________________________________________________________________

Address: ________________________________________________________________________

_______________________________________________________________________________

Home Tel No:  ___________________________________________________________________

Mobile Tel No:  __________________________________________________________________

Email: ________________________________________________________________________​​_

(Please note: By providing your contact details you are consenting to communication via that format but we will not include any sensitive medical information)
Next Of Kin:

Name: ______________________________________ Relationship: ________________________

Address (if different from above): ____________________________________________________

_______________________________________________________________________________

Tel No: _________________________________________________________________________
If in Full Time Education please state where you attend: __________________________________

_________________________________________________________________________________
Are You Ex-Military Personnel?    Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 
    If YES which force & when were you discharged: _____________________________________________________________________
Are You A Carer?    Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 
    If YES please state the name & contact details of the person you care for: _____________________________________________________________________

Do You Have A Carer?    Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 
    If YES please state the name & contact details of your carer: ___________________________________________________________________________

What Is Your?         Height: ___________________
Weight: ___________________

How Would You Rate Your Diet/Eating Habits?       Good    FORMCHECKBOX 
      Moderate    FORMCHECKBOX 

     Poor   FORMCHECKBOX 

Smoking Status:

Current smoker?
   FORMCHECKBOX 
  

How many per day? ________  

Ex-smoker?

   FORMCHECKBOX 
  

Date stopped _____________ 
How many per day? _______
Never smoked?
   FORMCHECKBOX 

Alcohol Status:

Current drinker?
    FORMCHECKBOX 
  

If YES how many units per week? _________

Ex-drinker?

    FORMCHECKBOX 
  

If YES date stopped ____________
Never drank?

    FORMCHECKBOX 

Here at Peel GPs we would very much like to encourage and support any patient who would like to improve their lifestyle, including giving up smoking.  Please contact the Lifestyle Service on 0161 253 7554 or lifestyleservice@bury.gov.uk who can help.

Do You Have Any Family History of any of the following?        Yes   FORMCHECKBOX 
         No  FORMCHECKBOX 

Heart Disease - Who? ________________________    Diabetes - Who? _________________________
Do You Have Any Allergies To Any Medications?   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
   If YES what?________________

What Is Your Ethnicity?

British/Mixed British   
 FORMCHECKBOX 

European
  
 FORMCHECKBOX 

Asian/Mixed Asian     
 FORMCHECKBOX 

 
Black/Mixed Black    

 FORMCHECKBOX 

Other (please state)   
 FORMCHECKBOX 



Where were you born?: ____________________    What is your first language?: _____________________
Electronic Prescription Service (EPS)

Nominated Pharmacy: _____________________________  Address: _____________________________
Thank you for taking the time to complete this questionnaire for our records.
