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NEW PATIENT DATA QUESTIONNAIRE 
www.longtonhealthcentre.co.uk 

SURNAME ……………………………..    PREVIOUS SURNAME ……………………………………………………….. 
 
FIRST NAME …………………………..    DATE OF BIRTH …………………     
GENDER : M  /  F  /  I  
HOME ADDRESS ………………………………………………………………………………….. 
                              …………………………………………………………………………………………………………………………………….. 
                              …………………………………………………………………………………………………………………………………….. 
                              …………………………………………………………………………………………………………………………………….. 
POSTCODE          ……………………………   
ANY OTHER PERSONS KNOWN TO LIVE AT SAME ADDRESS ………………………………………………………………….. 
DEPENDANTS AT SAME ADDRESS…………………………………………………. 
TEMPORARY / CARER/ RELATIVE ADDRESS IF CORRESPONDANCE REQUESTED TO BE DIRECTED C/O 
……………………………………………………………….………………………………………………………………………… 
KEY SAFE CODE TO GAIN ACCESS TO YOUR PROPERTY?     YES /NO  
(to enable healthcare team to gain access to your property should you require a home visit) 
Location ……………………………………………. 
Code ……………………………………………………  
Have you been registered at this practice before YES / NO 
Please state the reason for leaving (e.g Moved out of area, Student, Moved to other practice)……………………… 
 
CONTACT E-MAIL …………………………………………………………………………. 
HOME TELEPHONE NUMBER …………………………………………………………………………………………….…………………. 
MOBILE CONTACT NUMBER  ……………………………………………………………………………………………….…………… 
PREFERRED METHOD OF COMMUNICATION………………………………………………………………………….…………… 
ETHNICITY & FIRST LANGUAGE SPOKEN ……………………………………………………………………….…………………. 
CORRESPONDANCE TYPE REQUEST: 

 Braille 
 Large Print 
 Audio  

COMMUNICATION OR INFORMATION NEEDS E.G. HEARING / SIGHTDIFFICULTY 
……………………………………………………………………………………………………………………….………………….…………………. 
 
OCCUPATION       ……………………………………………………………………………………………………………….…………………. 
SCHOOL / COLLEGE ATTEND IF UNDER 18 YEARS OLD ………………………………………………………..…………………. 
 
ANY KNOWN ALLERGIES?If yesplease state type & side effect if known 
………………………………………………………………………………………………….………………….………………….…………………. 
HEIGHT …………………………… WEIGHT ………………………… 
 
ARE YOU PREGNANT Y/N ………IF SO WHAT IS YOUR E.D.D ………………………………………………….. 
 
IF REGISTERING FROM ABROAD OR NEW TO THE UK: 
PLEASE PROVIDE A CODY OF ALL IMMUNISATIONS & BOOK A NEW PATIENT CHECK WITH GPA 
Have you been immunised for any of the following? Please state date if known: 
DIPTHERIA    …………………………………………  WHOOPING COUGH ……………………….. 
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MILITARY VETERAN YES / NO………………………………………………………if yes book appt with GPA 
ARE YOU A CARER?   
If so, who do you care for? ……………………………………………………………………. 
Would you like information regarding our local Carer group, who can offer help & advice? 
…………………………………………………………………………………………………………………… if yes book appt with GPA 
DO YOU HAVE A MAIN CARER?   
If so,please gain permission from your Carer in order for us to add their contact details to your 
registration information on our computer and complete the explicit consent form provided by the surgery 
………………………………………………………………………………………………………………………………………….. 
LIVING WILL OR POWER OF ATTORNEY FOR HEALTH & WELFARE?   
If so, please provide us with a copy which we will scan into your healthcare records for consent purposes 
 
PLEASE INDICATE YOUR SMOKING STATUS:   
NEVER SMOKED …………………………….                           SMOKER   …………per day ………………                 
EX-SMOKER date stopped ……………… 
If you wish to stop smoking and would like advice please ask Reception for information 
 
F.A.S.T 
Please complete the following alcohol lifestyle questionnaire please circle the answer which best applies 
to you: 

1 drink = ½ pint of beer or 1 regular glass wine or 1 single spirit 
1. MEN:           How often do you have EIGHT or more drinks on one occasion? 
             WOMEN:    How often do you have SIX or more drinks on one occasion? 

Never          Less than Monthly      Monthly        Weekly       Daily or almost daily 
 
2. How often during the last year have you been unable to remember what happened the night 
before because you had been drinking? 

Never          Less than Monthly      Monthly        Weekly        Daily or almost daily 
 

3. How often during the last year have you failed to do what was normally expected of you because 
of drinking? 

Never          Less than Monthly      Monthly        Weekly        Daily or almost daily 
 
4. In the last year has a relative or friend, or a doctor or other health worker been concerned about 
your drinking or suggested you cut down? 

No                       Yes in the last year                     Yes but more than a year ago 
 
Score questions one to three: 0, 1, 2, 3, 4                 Total: 
Score question four: 0, 2, 4 
FAMILY HISTORY 
Please indicate below if any of your immediate family has any of the following conditions 
Diabetes……………………………………….Family Member …………………………………Date………………… 
High Blood Pressure …………………….Family Member …………………………………Date ……………….. 
Angina ………………………………………….Family Member …………………………………Date ……………… 
Heart Attack …………………………………Family Member …………………………………Date ……………… 
Stroke …………………………………………..Family Member …………………………………Date …………….. 
Epilepsy ………………………………………..Family Member …………………………………Date……………… 
Asthma ………………………………………….Family Member …………………………………Date ……………. 
Cancer …………………………………………..Family Member …………………………………Date ……………. 
Other please specify …………………………………………………………………………………………………………. 
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HEALTH CONCERNS 
If you have any ongoing health concerns or illnesses please ask the Receptionist for an 
appointment with the GP to discuss this. 
 
REPEAT MEDICATION 
If you are taking any repeat medication you MUST BOOK AN APPOINTMENT WITH OUR 
PHARMACIST before your next prescription is due.   
At this appointment the GP will discuss your medication and add them to our computer system. 

Please ensure if you were registered at a surgery within the local area and you need your repeat 
medication you obtain a prescription from them prior to seeing the GP here. 

 
ELECTRONIC PRESCRIBING SERVICE 
We send prescriptions electronically where possible; please nominate the pharmacy of your 
choice here ……………………………………………………………. 
 
GP2GP 
Our clinical system uses this electronic process which transfers your electronic health record 
directly and securely from your previous GP practice to our practice.  This enables your GP to 
review information regarding your medications, allergies, adverse reactions, immunisations, 
laboratory results, diagnoses, medical history and letters from specialists.  This process can only 
occur if both GP practices are using GP2GP systems.  For more information on this process please 
visit www.hscic.gov.uk/gp2gp 
 
SUMMARY CARE RECORDS and SHARING YOUR INFORMATION 
You are automatically opted in to the services above unless you wish to opt out. 
If you wish to opt out of having your information shared please visit ‘Your Data Matters’ 

 www.nhs.digital.nhs.uk 
 www.hscic.gov.uk 

 
CONSENT and SHARING INFORMATION 
Please register for GP online services for ordering prescriptions, making appointments, viewing 
and sharing your healthcare records. 
If you would like to give your consent for a family member to speak to a member of staff or GP on 
your behalf then please attach a signed letter of authority from yourself OR ASK AT RECEPTION 
FOR A NAMED PERSON CONSENT FORM or please give verbal consent at each contact. 
 
TEXT MESSAGING SERVICE / EMAIL information 
The practice provides appointment reminders and healthcare related messages and recall 
reminders by SMS text.  We also use email to send health related information. 
If you have provided us with your mobile phone number and / or your email address you will now 
need to give your consent for this to take place.  You may change your decision at any time.  
Please see consent information below. 
 
DEMENTIA 
Longton Health Centre carries out memory tests for any patient concerned about memory loss. 
Please contact Reception and inform if you feel you would like this test.  You may wish a relative 
or carer to accompany you to this appointment.  
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PATIENT REFERENCE GROUP 
Longton Health Centre runs a patient reference group.   
They meet at frequent intervals throughout the year or you can become a virtual member 
responding via your email account.The patient reference group understands the systems in place 
at the Health Centre and bring ideas and suggestions on how to improve and deliver standards to 
our patients.  We welcome your input and support from all our patients. 
To become a member please respond in the comments box on our website home page at 
www.longtonhealthcentre.co.uk.   
By giving this information you are consenting to being contacted in due course with the relevant 
Group details only. 
 
CONSENT 
In providing Longton Health Centre with the above information : 
 
I consent for Longton Health Centre to make contact using the mobile phone number or 
email addressdetails I have provided on this formand I agree to keep the practice informed 
of any changes to these contact details as soon as changes occur 
I understand that I may withdraw my consent at any time for Longton Health Centre to make 
contact using the mobile phone number or email address details I have provided on this 
form and I agree to keep the practice informed of my decision regarding this in writing  
 
Patient Name…………………………Signature Patient …………………………… Date…………. 
 
I DO NOT consent for Longton Health Centre to make contact using the mobile phone 
number or email address details I have provided on this form ALTHOUGH I agree to keep 
the practice informed of any changes to these contact details as soon as changes occur 
I understand that I may GIVE my CONSENT at any time for Longton Health Centre to make 
contact using the mobile phone number or email address details I have provided on this 
form  
 
Patient Name…………………………  Signature Patient ………………… …………Date…………. 
 

FOR RECEPTION / ADMIN USE ONLY – Please complete and initial 
 
Inform can take up to 14 days for registration process…………… 
 
INFORMATION GIVEN TO PATIENT including documents 
Allocated registered GP ……………………………………… 
Informed patient of allocated registered GP………………. 
GP online services Q & A …………………………………….. 
NHS Digital information regarding Data Sharing…………. 
GDPR – Patient Information Leaflet…………………………. 
Token for BP machine – Reading attached…………………………. 
 
INFORMATION SCANNED TO PATIENT RECORDS 
Any additional medical information supplied by patient  …… 
Living Will / Power of Attorney Health & Welfare ………… 
 
 
 
 


