GOLSPIE MEDICAL PRACTICE PATIENT INFORMATION                     JULY 2024
GOLSPIE Medical Practice :  PATIENT QUESTIONNAIRE
This short questionnaire will give surgery staff some basic information about your communication support needs and ethnicity to support your health care.
.
Name ………………………………………………..           DOB _ _ / _ _ / _ _

[bookmark: Check1][bookmark: Check2]Do you need an interpreter or sign language support?                    |_|Yes |_|No

If you do need an interpreter what language do you speak?

Please state …………………………………………………….

What is your ethnic group?
Choose ONE section from A to E then tick ONE box which best describes your ethnic group or background

A White

□	Scottish
□	English
□	Welsh
□	Northern Irish
□	British
□ 	Irish
□	Gypsy/Traveller	
□	Polish
□	Any other white ethnic group, please write in	…………………………………..
    	
B Mixed or multiple ethnic groups
□      	 Any mixed or multiple ethnic groups 

C Asian, Asian Scottish or Asian British
□    	Pakistani, Pakistani Scottish or Pakistani British
□    	Indian, Indian Scottish or Indian British
□    	Bangladeshi, Bangladeshi Scottish or Bangladeshi British
□   	Chinese, Chinese Scottish or Chinese British
□   	Other, please write in……………………………………………….
	
D African, Caribbean or Black
□      	African, African Scottish or African British
□      	Caribbean, Caribbean Scottish or Caribbean British
□  	Black, Black Scottish or Black British
□  	Other, please write in…………………………………………………………………
	
E Other ethnic group
□    	 Arab
□   	 Other, please write in………………………………………………………………..

[bookmark: Check3]If you do not wish to give this information, please tick here |_|


You have just joined our practice and it may be some time before your records reach us.  
To help us to give you the best possible care we would ask you to fill in one of these forms for each member of your family.

	Surname


	Forenames
	Date of Birth

	Emergency contact name & Number 



	Marital status

	Occupation

	Do you smoke                    YES/NO

	If yes how much per day

	Do you drink Alcohol       YES/NO

	If yes how many units per week 





 (
Regular Medications
)








 (
Any known Allergies
)





	ILLNESS
	
	SELF
	
	FAMILY MEMBER
(Father, mother, brother, sister etc)
	

	Asthma
	
	
	
	
	

	Diabetes
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	

	Kidney Problems
	
	
	
	
	

	Heart or lung problems 
	
	
	
	
	

	Epilepsy
	
	
	
	
	

	Depression
	
	
	
	
	

	Cancer
	
	
	
	
	

	Any other conditions
	
	
	
	
	



Thank You                                                   ID Checked         

Office Use only
· Complete registration forms, including ethnicity
· Signed by GP
· Add to Vision – registrations
· Add to registration register
· Scan file and workflow to Karen
· Send and confirm email address
