                                                                                          The New Surgery
Cargill Centre
Lochwinnoch Road,

KILMACOLM

Tel. 01505 872844

Surname …………………………………………………    First Name  …………………………….

Address  ……………………………………………………………………………………………………..

Post Code……………………………………..    Date of Birth ……………………………………..
Home Tel No…………………………………     Mobile ……………………………………………..   
Marital Status ………………………………
 Email ………………………………………………
Occupation …………………………………….…   Partners Occupation.………………………..

Name and address of last GP ………………………………………………………………………..

……………………………………………………………………………………………………….………….

***Please Complete ***

***May we contact you by text message for invites healthcare related reviews or appointment reminders?      Yes/No
(Office Use:  Code 9NdP for Yes   and  9NdQ for No)
Next of Kin Details

Name   …..……………………………………………….Relationship ………………………………
Address ……………………………………………………………………………………………………...

Contact Telephone Numbers …………………………………………………………………………
Basic Health Information
Do you smoke?  Y/N   if  Y  how many .………………………………………………………….
If stopped smoking when did you stop…………………………………………………….……..
Do you take exercise more than l hour per week   Y/N   
If  Y how many ………………………………….
What type of exercise?………………………………………………….……………………..…….…

Is your diet normal/low fat/high fibre/vegetarian

How many units of alcohol do you drink per week?…………………… 
(half pint of beer or one pub measure of spirit or one glass of wine = l unit).

Are you taking any tablets or medications , if so please list them………………….…..

………………………………………………………………………………………………………………..…
……………………………………………………………………………………………………………….….
……………………………………………………………………………………………………………….….

List the nature and dates of any past illnesses ..………………………………………………
……………………………………………………………………………………………………………….....
………………………………………………………………………………………………………………..…
………………………………………………………………………………………………………………..…

List the nature and dates of any past operations ……………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

Any current hospital treatment?…………………………………………………………………..…
…………………………………………………………………………………………………………………..

Are there any illnesses in your immediate family .………………………………………….…
……………………………………………………………………………………………………………...…..
…………………………………………………………………………………………………………………..

Has anyone in your immediate family had any of the following:- 
Angina/Stroke/High Blood Pressure/Heart Attack/Diabetes/Asthma………….………..
…………………………………………………………………………………………………………………..

Do you have any allergies? …………………………………………………………………………...
Date of last tetanus booster …………………..……………………………………………………..
Date of last smear test?………………………………………………………………………………… 
Result…………………………………………..

Are you responsible for anyone’s care at home, other than your children? Y/N
Are you responsible for caring for anyone in their own home or elsewhere? Y/N
Any other information you might feel relevant ? ……………………………………………………………………………………………….……………….…
……………………………………………..……………………………………………………………………
…………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………..

Ethnicity : A : White



Scottish



Other British



Irish



Any other White background, please write in…………………..……….


   B : Mixed



Any mixed background, please write in ………………………….….…….


   C : Asian, Asian Scottish, or Asian British



Indian



Pakistani



Bangladeshi



Chinese



Any other Asian background, please write in ……………………………

  D : Black, Black Scottish, or Black British



Caribbean



African



Any other Black background, please write in ………………………….…

  E : Other ethnic background

Any other background,  please write in ……………………………….…..
