PATIENT REGISTRATION QUESTIONNAIRE
Date: _________________
*Surname:          ________________________________________________________
*First Name(s):  ________________________________________________________
*Full Address:_________________________________________________________

_____________________________________________________________________

*Tel. No (Home) ________________Work: ______________ *Mobile: _____________
Marital Status:  _______________ *DOB: _______________ *Sex:________________
*Ethnic Origin:   White (British),  Other White,  Indian,  Pakistani,  Black Caribbean,
(Please Circle)     Black African,  Mixed,  Other (Please State) _________
Main Spoken Language ________________________________________________

Occupation:
_________________________________________________________
*Weight: _________ (if over 16 years)

*Height: _________ (if over 16 years)

GENERAL HISTORY
Have you had or have you any serious illnesses or operations? 
______________________________________________________________________

______________________________________________________________________
What medication, if any, are you taking?

______________________________________________________________________
Have you any allergies to medicines or anything else?

______________________________________________________________________
*Do you smoke?

Yes/ No  
If yes: Cigarettes/ per day __   Tobacco/ ounces per week   ___
How much, if any, alcohol do you consume per week? (Quantity)

Wine __________
Beer __________
Spirits __________

What exercise do you do or sport do you play?
________________________________________________
FEMALE PATIENTS ONLY (between 25 to 65 years only)
*When was your last smear test? ___________________________________________
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FAMILY HISTORY
Have any of your blood relatives suffered from the following 

(Please tick appropriate boxes) 

Heart Attack            Diabetes      High Blood Pressure

Stroke                      Asthma        Other hereditary illnesses (Please State) ___________
Do you care for a sick/ dependant relative?

Yes/ No

*TO BE COMPLETED FOR CHILDREN 16 YEARS AND UNDER

Has your child been immunised against Tuberculosis (BCG)? 
Yes/  No

If YES please give the date of immunisation _______________________________

Was the child born in the UK? 





Yes/  No

If NO please PRINT the country where the child was born ____________________

Were either of the child’s parents born outside the UK?


Yes/  No

If YES please PRINT which country the parent/s was/were born ________________

Were any of the childs grandparents born outside the UK?


Yes/  No

If YES please PRINT which country they were born in ________________________

Has there been a case of TB in the family in the lst 5 years?

Yes/  No

If YES please confirm if your child was tested for TB at that time ________________

NEXT OF KIN
Name:

_______________________________________

Address:

_______________________________________




_______________________________________

Telephone No:
_______________________________________

Thank you for taking the time to complete this questionnaire


TO BE COMPLETED BY A CLINICIAN
Date: ______________

Urine



Glucose  


     Albumin    



BP                                                                                   
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