PHOENIX SURGERY HEALTH QUESTIONNAIRE (14 yrs and under)
Welcome to the Phoenix Surgery.  It may be some time before we receive your medical records.  In the meantime this questionnaire will give your doctor important information about your medical history and will help us to give a better service.  Please only give those details you wish to.  The information you give will be in the strictest confidence.

Please fill in or ring the answers as appropriate.
Today’s date …………………...………..…

Name ……………….................................................
Date of birth …………...….........................
Mobile telephone………………………………………  E-mail.…………………………………………………………………….
Have you had any significant illnesses, accidents or operations in the past?

YES / NO

If YES, please give details: ………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………..
Have you or a close relative suffered from any of the following?
	Condition
	You
	Relative
	Relationship to you/Details

	Stroke
	
	
	

	Heart Disease
	
	
	

	Angina
	
	
	

	High Blood Pressure
	
	
	

	Diabetes
	
	
	

	Asthma
	
	
	

	Cancer
	
	
	


Are you under the care of a hospital specialist at the moment?


YES / NO
If YES, please give details:

	Name of Specialist
	Hospital
	Diagnosis

	
	
	

	
	
	

	
	
	


Are you taking any medicines, tablets, inhalers or sprays at the present time?
YES / NO
If YES, please give details:

	Name of tablet/medicine/inhaler
	Dose or strength
	How many times a day

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Do you have any allergies to medicines or tablets or any other substance?

YES / NO
If YES, please give details …………………………………………………………………………………………………………….
Immunisations – please give us information about your immunisation history
	
	Date

	DTP/Hib/IPV – 1st
	

	Pneumococcal – 1st
	

	DTP/Hib/IPV – 2nd
	

	Meningitis C – 1st
	

	DTP/Hib/IPV – 3rd
	

	Pneumococcal – 2nd
	

	Meningitis – 2nd
	

	Hib/Men C
	

	Measles/Mumps/Rubella – 1st
	

	Pneumococcal – 3rd
	

	Measles/Mumps/Rubella – 2nd 
	

	Pre-school booster
	

	Girls only – HPV – 1st
	

	Girls only – HPV – 2nd
	

	Girls only – HPV – 3rd
	

	Other – 
	

	
	

	
	

	
	

	
	


Are you registered disabled? …………………………………………………………………………………………………………
Which school do you attend? …………………………………………………………………………………………………………
THANK YOU FOR COMPLETING THIS QUESTIONNAIRE


































