PHOENIX SURGERY HEALTH QUESTIONNAIRE
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 …………………………………………………………………………………………………………….
Have you had any problems that it would help your Doctor to know about?  For example: Childhood, education, home life, financial, accommodation, bereavements.          YES / NO

If YES, please identify what type of problem ……………………………………………………………………………………….
……………………………………………………………………………………………………………………………………………
Are you registered disabled?







YES / NO

Do you care for a sick or disabled relative or other person?



YES / NO

If YES, for whom? ……………………………………………………………………………………………………………………..
LIFESTYLE

Weight problems, alcohol consumption and smoking habits influence your health.  Please complete the following section as accurately as you can.
Height ……………………………

Weight …………….……………….
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This brief intervention package is based on the Drink-Less programme originally developed at the University of Sydney as part of a WH.0. collaborative study.
©2006 Institute of Health & Society, Newcastle University.Produced by Design Services, Gateshead Council.
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Pint of Regular Alcopop or Glass of Wine Single Measure Bottle of
Beer/Lager/Cider Can of Lager (175ml) of Spirits Wine

Alcohol Users Disorders Iden ation Test (AUDIT)
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ALCOHOL

Units of 
Alcohol
	Questions
	0
	1
	2
	3
	4

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2-4 times/ month
	2-3 times/

week
	4+ 

times/

week

	How many units of alcohol (see above) 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 units on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


SMOKING 
Have you ever smoked?   YES / NO
  

If you no longer smoke, please give the date you stopped? ……………………………………………
If you still smoke, on average, how many cigarettes per day? …………………

If you smoke cigars, how many per day? ……………….
If you smoke a pipe, how much tobacco per week? ……………..
THANK YOU FOR COMPLETING THIS QUESTIONNAIRE


































