




 

NEW PATIENT RECORD 
 

REGISTRATION CONSULTATION:  Date . . . . . . . . .     Time . . . . . . . .      With . . . . . . . . . . . . . .  
 

Previous GP …………………………………    Previous GP Address ……………….…………… 
 

GENERAL  (QMU only: Matriculation Number …………………………..……………) 
 

Surname: ……………………………………     Forenames: ……………………………….     Sex:  M/F 

Address: …………………………………………………………………………………………………..…………… 

Post Code: …………………………………………  Tel No: ……………………………………… 

Email address: …………..…………………………………………………………………………… 

DOB: …………………………..    Country of Birth: ………………………       Marital Status: …… 

Children: Male ………  Female ……… Occupation: ………………………………………….. 

Are you a Carer: …………………………   Housing: …………………………………….………. 

ETHNICITY        Interpreter Needed: YES/NO    If YES, language ……..…………………... 

White Scottish           Indian                Black Caribbean        Any Mixed Background      

Other White British   Pakistani           Black African            Other Ethnic Group             

White Irish                 Chinese             Black Scottish            Other                                 

Other White               Other Asian       Other Black               Patient declined                

HEALTH 

Smoker   YES/NO  Number/day ………. 
Past Smoker  YES/NO  Year Stopped ………. 
Alcohol   Units per week  
Diet   Mixed / Vegetarian / Vegan / Other 
 

Current medications (including contraception, if applicable) .……………………………………..…  
………...…..………………………………………………………………………………………………... 
………………………………………………………………………………….…………………..………. 
 

Allergies……………………………………………………………………………………………………. 
 

MEDICAL HISTORY 
 
Past         Year of            Operation                                          Year of 
Illness         Diagnosis                Operations 
 

Diabetes 
Jaundice 
Epilepsy 
Rheumatic Fever 
Migraine 
Eczema 
Asthma 
COPD 
Hypertension 
Angina/Heart Attack 
Stroke/TIA 
Thyroid 
Cancer 
 
PLEASE COMPLETE ALL HIGHTLIGHTED AREA’S.  IF NOT PATIENT REGISTRATION WILL NOT BE 

COMPLETED



 

 
FAMILY HISTORY 
 
Please list any serous illnesses or hereditary diseases affecting your family. 
 

 
Hereditary Diseases or Serious Illnesses     Year  

 
 
 
 
 
 
 
 
 
 
 
 
         Alive/Dead                   Cause and Age at death 
Mother 
Father 
Other …………………. 
 
SCREENING       OBSTETRIC HISTORY 
 
         Month      Year   Number of    
        Pregnancies 
Last Cervical 
Smear (Woman           
20-60)         
         
Breast Screening      Blood Group  
Women (Women 
50-65) 
 
 
LAST IMMUNISATIONS 
 
Polio    Date   Tetanus    Date 
 
DTP    Date   MMR     Date 
 
BCG    Date   Other    Date 
 
 

EMERGENCY CONTACT DETAILS (Who to call, relationship to you, phone/mobile numbers) 
 
 
 
Other relevant information:- 
 
 
 
EXAMINATION  (OFFICE USE ONLY)        Date:________    Initials: __________________ 
 
Height……….    Weight……….    B.P……….    Urine: ALB……….    GLU……….    BLOOD………. 

 


