




Queen’s Crescent Surgery 
New Patient Questionnaire 

 

Personal Details 
 
 Full Name (incl. Title): ____________________________________________________________________ 
 
Address: ______________________________________________________________________________ 
 
Telephone Number: (1) _____________________________ (2) _________________________________ 
 
Date of Birth: ______________________________________ Marital Status: ______________________ 
 
Occupation: ______________________________________________________________________________ 
 
Ethnicity: ________________________________________________________________________________ 
 
Next of Kin Name: ________________________________________ Relationship:_________________ 
 
Next of Kin Contact Details: ______________________________________________________________ 
 
Health Details 
 
Height: ______________ Weight: ________________ Blood Pressure (if known): _________________ 
 
Allergies: ________________________________________________________________________________ 
 
Current Medication: ______________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Please tell us about current conditions, past illnesses, accidents, operations or other  
relevant hospital admissions: ____________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Do you smoke:  __ Yes / No __   If yes, how many per day? __________________________________ 
 
If no, have you ever smoked: __ Yes / No __   When did you stop smoking? ____________________ 
 
What exercise do you undertake (if any): __________________________________________________ 
 
How often: _______________________________________________________________________________ 
 
Do you drink alcohol: __ Yes / No __  If yes, how many units per week? _______________________ 
 
To be answered by FEMALE patients only 
 
When did you last have a cervical screening (smear) test: __________________________________ 
 
Where was this taken: ______________________________ Result (if known): ____________________ 
 

Continued overleaf… 



Family History 

Please list any illness that run in your family? 

Diabetes Yes / No Details: ______________________________________________ 

Stroke / TIA  Yes / No Details: ______________________________________________ 

Asthma Yes / No Details: ______________________________________________ 

High Blood Pressure Yes / No Details: ______________________________________________ 

Mental Health Yes / No Details: ______________________________________________ 

Cancer Yes / No Details: ______________________________________________ 

Other: ___________________________________________________________________________________ 

__________________________________________________________________________________________ 

Other Relevant Information 

Please use this space to write any other relevant information you would like your Doctor to  

know about: _____________________________________________________________________________ 

__________________________________________________________________________________________ 

_______________________________________________Are you a carer:___________________________ 

FOR PRACTICE USE ONLY 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

_ Urinalysis: ______________________________________________________________________________ 

_ Prescription: _____________________________________________________Height: ______________ 

____________________________________________________________________Weight: ______________ 

_ Referral: __________________________________________________________BP: __________________ 

_____________________________________________________________________FAST:________________ 

_Dr Crighton / Ali / Other:_____________________________________________Date: ________________ 



FAST Screening 
 

                                      
 

 
 

 
 
 

             
 
 
 
 
 
 
 
 
 

How often during the last year have you been unable to remember what happened the night 
before because you had been drinking? 

 
 
 
 
 
 

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

 
 
 
 
 
 

In the last year, has a relative, friend, GP or health worker been concerned about your drinking 
or suggested that you cut down? 

 
 
 
 

FOR PRACTICE USE ONLY 
 
FAST Score: _______________________     Practitioner: _________________ 
 
ABI given:  Yes  /  No        Date: ________________________ 
 

6 or more 

units on one 

occasion? 

8 or more 

units on one 

occasion? 

Bottle of wine 
(750 ml) 

 
9.5 units 

Glass of wine 
(175 ml) 

 
2.2 units 

Medium 
strength lager 

(bottle) 
1.7 units 

Strong beer / 
lager / cider 

(1 pint) 

3.6 units 

Can of super-
strength lager 

 
4.0 units 

Glass of wine 
(250 ml) 

 

3.1 units 

Measurement 
of sprit 
(25 ml) 

1.0 units 

Daily or 
almost daily 

(4) 

 
Never 

(0) 

Less than 
monthly 

(1) 

 
Monthly 

(2) 

 
Weekly 

(3) 

-End- 
High Risk 

-End- 
Low Risk 

Daily or 
almost daily 

(4) 

 
Never 

(0) 

Less than 
monthly 

(1) 

 
Monthly 

(2) 

 
Weekly 

(3) 

Daily or 
almost daily 

(4) 

 
Never 

(0) 

Less than 
monthly 

(1) 

 
Monthly 

(2) 

 
Weekly 

(3) 

Daily or 
almost daily 

(4) 

 
Never 

(0) 

Less than 
monthly 

(1) 

 
Monthly 

(2) 

 
Weekly 

(3) 

Daily or 
almost daily 

(4) 

 
Never 

(0) 

Less than 
monthly 

(1) 

 
Monthly 

(2) 

 
Weekly 

(3) 

How often do you have: 
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