HEALTH QUESTIONNAIRE FOR NEW PATIENTS
ST PETERS COLLEGE

Please complete this questionnaire and return it to the college doctors at:
Dr Judith Bogdanor, Dr Laurence Leaver & Dr Mark O’Shea, Jericho Health Centre, Oxford OX2 6NW.
	SURNAME
	
	Date of Birth
	

	Forename
	
	Preferred Title
	
	Male/Female

	Home
	
	Course/Degree
	

	Address
	
	
	

	Post Code:
	
	
	

	Home Tel:
	
	Who else could we contact in an emergency?

	Mobile Tel:
	
	Name
	

	E-mail: (NB Email is not confidential)
	
	Relationship

Phone No
	


1. Have you ever suffered from any of the following? Please give brief details:

	Condition
	Yes/No
	Date(s)
	Details
	Condition
	Yes/No
	Date(s)
	Details

	Diabetes
	
	
	
	Asthma
	
	
	

	Heart Disease
	
	
	
	Depression / Anxiety
	
	
	

	Stroke
	
	
	
	Eating Disorder
	
	
	

	Blood Pressure
	
	
	
	Thyroid Disease
	
	
	

	High Cholesterol
	
	
	
	Migraine
	
	
	

	Cancer
	
	
	
	Disability (state)
	
	
	

	Epilepsy
	
	
	
	
	
	
	


2. Please list all other past or current serious illnesses, injuries or operations: 
	Date:
	Condition/Operation
	Date:
	Condition/Operation

	
	
	
	

	
	
	
	

	
	
	
	


3. Do you have any allergies? (in particular to any medicine). If yes please specify.
	


4. Please list any prescribed medication (such as tablets, inhalers, creams, contraceptive pills (please state brand name)  etc you use:
	
	

	
	

	
	


NOTE TO ALL STUDENTS

Please ensure that you bring at least 1 months supply of your regular medication with you

5. What is your current Height?
_____ cm
or ____ ft ____ in

6. What is your current Weight?
_____ Kg 
or ____ st ____ lb 
7. Do you keep to a special diet? YES/NO.  If YES, please specify………………………..…
8. Do you exercise or undertake sport regularly? YES/NO. If YES, which & how often?
9. Do you smoke YES/NO.  If YES, how many? ___ cigarettes/day, or ___ g tobacco/wk

10. If you used to smoke, when did you stop?

11. Do you use any “street” or illegal drugs?
12. Alcohol (pto):
	Questions
	Score
	Your Score

	
	0
	1
	2
	3
	4
	

	How often do you have an alcoholic drink?
	Never
	Monthly or less
	2 – 4 times per month
	2 – 3 times per week
	4 + times per week
	

	How many standard alcoholic drinks* do you have on a typical day, when you are drinking?
	1 – 2
	3 - 4
	5 - 6
	7 - 8
	10 +
	

	How often do you have 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


13. Please give details of any illnesses which run in your family, or affect your immediate family (parents, brothers, sisters or your children).  Include Heart Disease (diagnosed under the age of 60); Thrombosis (DVT or PE), Breast, Ovarian, Colon, Prostate and Melanoma (Skin) Cancer; Thalassaemia or Sickle Cell, Coeliac Disease, Osteoporosis, serious mental illnesses and any others you feel are relevant.

	Disease/Illness
	Which relative(s) affected
	Dates 

	
	
	

	
	
	

	
	
	


14. Please tell us when you last had these vaccinations: (e.g.“Oct 95” or “as child” or “never”)

	TETANUS
	
	MMR 2nd
	
	HEPATITIS B
	

	DIPHTHERIA
	
	MENINGITIS
	
	
	

	POLIO
	
	TYPHOID
	
	Others
	

	MMR 1st
	
	HEPATITIS A
	
	
	


15. Is there anything else you would like to tell us about your health?
16. First Language (state):
17. Ethnic Origin 
	Asian/ British Asian
	British/mixed British

	Indian
	Irish

	Pakistani
	White & Black Caribbean

	Bangladeshi
	White & Black African

	Chinese
	White & Asian

	Black/Black British
	Other mixed background

	Caribbean
	Other ethnic category 

	African
	Ethnic category not stated

	Any other Black background
	


FOR WOMEN 

18. If you have had a cervical smear, please tell us:

Date of last smear:-



Was it normal?
YES/NO

When is your next smear due?

19. What method of birth control (contraception) do you use? ……………………………..

20. Are you immune to Rubella (German Measles)? YES/NO/DON’T KNOW

(This matters to women planning a pregnancy in the next few years)

21. How many pregnancies have you had?



22. Were there any problems in the pregnancies?  YES/NO

Please specify: (eg. caesarian, miscarriage, termination) with dates:

23. Have you had a hysterectomy (womb removed)?
YES/NO. If YES, date  ……………..

For the Practice


	BP:
	Height:
	Weight:
	Urine:

	Advice Given:
	Smoking
	Alcohol
	Diet
	Date:
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