Polmont Park Medical Group
Confidential Registration Questionnaire
Please provide answers to the questions below.  This will help us to have accurate information for our records.  Please bring photographic ID with you when you come to register (i.e. driving license, passport, bus pass) or birth certificate or medical card. 
Full Name____________________________________________  Date of Birth___________________________
Address (inc postcode)________________________________________________________________________
___________________________________________________________________________________________
Telephone number/Mobile number______________________________________________________________
Email address________________________________________________________________________________
Occupation______________________________________  Marital Status________________________________
Ethnic Origin____________________________________  Next of Kin____________________________________
Next of Kin contact details_______________________________________________________________________
Personal Medical History
(please tick if you have suffered the following)
Asthma			Diabetes			High Blood Pressure		
Stroke				Heart Disease			Malignancy (cancers)

Family Medical History
(Detail below any immediate relative with any of the above conditions, whether alive or deceased with age at diagnosis)
Relationship					Condition					Age at onset
_______________________________	_______________________________	_________________
_______________________________	_______________________________	_________________
_______________________________	_______________________________	_________________
_______________________________	_______________________________	_________________
_______________________________	_______________________________	_________________
Please list current medication, the reason you take them & nominated collection pharmacy;
[bookmark: _GoBack]________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PHARMACY:														
Past serious illnesses/operations
Please give brief details below;
Date:			Details:
______________	_________________________________________________________________________
______________	_________________________________________________________________________
______________	_________________________________________________________________________
______________	_________________________________________________________________________

Any known allergies?_________________________________________________________________________

Current height & weight_______________________________________________________________________

Please state the following immunisation details if known:
Last Tetanus vaccination_______________________________________
Last Polio Vaccination_________________________________________

Personal Habits;
Do you smoke?	Yes/No	How Much?__________
Date stopped if applicable____________________________

How much alcohol units do you drink per week?__________________________________________
(1 unit = ½ pint beer or 1 single measure of spirit or 1 glass of wine)
Do you take regular exercise?	None/Gentle/Moderate/Vigorous
