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Questionnaire for patients aged 15 and over 
Please give quite detailed information about yourself to enable us to provide the best care 
for you. All information will be kept strictly confidential. Please continue on a separate 
sheet if you need more space.  

PLEASE ANSWER ALL THE QUESTIONS OR YOUR REGISTRATION MAY BE 
REJECTED OR DELAYED. 

We need two forms of ID to register you here at Cuckoo Lane, these must be a proof of 
address (utility bill, tenancy agreement etc.) and a proof of ID (passport, driving licence). 
Please also leave or e-mail a picture for us to attach to your records for added security. 

1. ABOUT YOURSELF: 

Title:  NHS Number:  

First Name:  Surname:  

D.O.B:  Prev Surname:  Male  Female      

Place of Birth: 
(Town & Country) 

 If not born in UK please 
state date of arrival in UK: 

 

Present 
Address: 

 

 

Home Tel:  Work Tel:  Mobile Tel:  

Email:  

Previous GP:  

Address while 
at prev GP: 

 

Preferred contact 
method  
Please choose one: 

Letter  
 

Text (SMS)  
 

Email  
 

No Communication 
 

Marital Status: Single  Married  Separated  Co-habiting  Widowed  

Occupation:  Religion:  

Your Next of Kin or 

who you would like us to contact 
in an emergency: 

Name: Relationship: 

Telephone Number: 

To which ethnic group would you say you belonged? (Please tick)  

British/Mixed  Irish  Caribbean  Other mixed  W&B African  

White & Asian  African  W&B Caribbean  Indian/British   Other white  

Other Asian  Chinese  Other black  Pakistani/Brit  Bang/Brit Bang  

Other  (Please specify) Not stated   

2. WHAT IS IMPORTANT TO YOU ABOUT YOUR HEALTH?: 

Past History  Have you ever had: 

Diabetes  High Blood pressure  Asthma  

Heart Disease  Stroke  TB  

High cholesterol  Epilepsy  Mental Illness  
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Cancer (please specify when diagnosed, type, etc).  

Are you allergic to any 
drugs? 

Yes 
 

No  If yes please name drug:  

Are you allergic to 
anything else?   

Yes 
 

No  If yes please specify:  

Have you ever been in HOSPITAL, had any OPERATIONS or had any SERIOUS 
ILLNESSES or ACCIDENTS? If so, please specify with approximate dates: 

 

 

 

Are you taking any medicines? If so, please list: 

 

 

 

Cuckoo Lane uses EPS (Electronic Prescription Service) to allow us to send your 
prescription to a pharmacy of your choice.  The choice of pharmacy can be changed at any 
time. If you wish to know more please ask a member of staff. 

Nominated Pharmacy for EPS: 

Ladies 

Please could you let us know the date of your last smear test: 

Also where was it carried out?: 

Date of last Rubella vaccination: 

3. ABOUT YOUR LIFESTYLE: 

What is your height?                           (cm) What is your weight?                            (kg) 

Have you ever smoked 
tobacco? 

Yes  No  If yes, do you still 
smoke? 

Yes  No  

How many cigs per day did you /do you now smoke?  
(Please complete even if you have stopped) 

 

If no, when did you stop?  

Are you interested in 
stopping smoking? 

Yes  No  Please ask for details at reception 

How often do you have a drink 
containing alcohol? 

Never 
Monthly 
or less 

2 - 4 times per 
month 

2 - 3 times per 
week 

4+ times 
per week 

How many units of alcohol do 
you drink on a typical day when 
you are drinking? 

1 -2 3 - 4 5 - 6 7 - 9 10+ 

How often have you had 6 or 
more units if female, or 8 or 
more if male, on a single 
occasion in the last year? 

Never 
Less than 
monthly 

Monthly Weekly 
Daily or 

almost daily 

Please write your name on a urine sample bottle and leave a sample to be tested. 

We will be testing for: Urine Glucose  Urine Protein  

Blood Pressure: You can check this in the surgery waiting room.             / 
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Please tell us the type and amount of physical activity involved in your work. Please tick one box 
that is closest to your present work from the following five possibilities. Please mark one box only 

 I am not in employment (e.g. retired, retired for health reasons, unemployed, full-time carer etc.)  

 I spend most of my time at work sitting (such as in an office)  

 
I spend most of my time at work standing or walking. However, my work does not require much intense 
physical effort (e.g. shop assistant, hairdresser, security guard, childminder, etc.)  

 
My work involves definite physical effort including handling of heavy objects and use of tools (e.g. plumber, 
electrician, carpenter, cleaner, hospital nurse, gardener, postal delivery workers etc.)   

 
My work involves vigorous physical activity including handling of very heavy objects (e.g. scaffolder, 
construction worker, refuse collector, etc.)  

 

During the last week, how many hours did you spend on each of the following activities? 
Please answer whether you are in employment or not Please mark one box only on each row 

  
  

None Some but less 
than 1 hr 

1 hr, less 
than 3 hrs 

3 hrs or more 

Physical exercise such as swimming, jogging, 
aerobics, football, tennis, gym workout etc. 

    

Cycling, including cycling to work and during leisure 
time 

    

Walking, including walking to work, shopping, for 
pleasure etc. 

    

Housework/Childcare     

Gardening/DIY     

How would you describe your usual walking pace?  Please 
circle one option only. 

Slow pace 
(i.e. less than 3 

mph) 

Steady average 
pace 

Brisk pace 
Fast pace 
(i.e. over 
4mph) 

4. CONSENT 

Family or 
Friends 
Access 

If you wish for a family member or friend to have ACCESS to your records please provide 
their Name, Date of Birth, NHS number and relationship to you. 
Name:                                  DOB:                                NHS No: 
Relationship: 

 

We often use text messaging in this 
surgery; to confirm appointments, inform 
re results etc. Please confirm if you are 
happy for us to contact you in this way.  

Please use my 
mobile number to 

text me  

I do NOT wish 
to receive texts 

from the 
surgery  

 

The SCR is an electronic patient summary containing key clinical information from 
the GP record that is accessible by authorised healthcare staff in an urgent or 

emergency situation. An SCR is optional - a patient can choose whether or not to 
have one. Furthermore, where a patient has an SCR it should only be accessed 

with permission from the patient except in exceptional circumstances, for example, 
emergency access if the patient is unconscious. The SCR will only contain 

medication, allergies and adverse reactions 
Express consent for medication, allergies, adverse reactions & Additional Information  

Your long term health conditions such as asthma, diabetes, heart problems or rare medical conditions 
Your relevant medical history – clinical procedures that you have had, why you need a particular medicine, the care you are currently 

receiving and clinical advice to support your future care 
Your health care preferences – you may have your own care preferences which will make caring for you more in line with your needs, 

such as special dietary requirements 
Your personal preferences – you may have personal preferences, such as religious beliefs or legal decisions that you would like to be 

known 
Immunisations – details of previous vaccinations, such as tetanus and routine childhood jabs 

Express consent for medication, allergies, adverse reactions Only  
Express dissent – I do NOT wish to have a summary Care Record  
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5. ABOUT YOUR FAMILY’S HEALTH: 

Has anyone in your immediate family (i.e. parents, siblings or grandparents) suffered from 
any of the following illnesses? If you answer yes to any, please state which family 
member and at what age they were diagnosed with it (especially important for heart 
disease). 

 Family member Age of 
Onset 

Comments 

Diabetes     

High Blood pressure     

Asthma     

Heart Disease     

Stroke     

High cholesterol     

Mental Illness     

Cancer     

Please specify type of cancer  

Do you care for 
someone at home or 
somewhere else? 

No         
Yes   Please ask us if you would like to be referred for Carer support 

 

Please ask reception if you would like to register for SystmOnline, that allows you 
to book appointments and request medication online. 

Please tell us how you heard about us? ………………………………………………… 

If you are interested in donating blood or any of your organs, please look on the 
back of the purple GMS1 registration form. 

If you would be interested in joining our Patient Participation Group please 
complete the attached form. 

This group meets four times a year to discuss improvements we can make to our 
services. It often relies on e-mails so please ensure your e-mail address is on this 

form. 

6. SIGNATURE  

Name (please print): 

Signature: 
 

Date: 
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How you can help us to help you 
I,  am a responsible patient.  As such, I take full responsibility for my health and my 
healthcare.  My responsibilities include but are not limited to: 

1. Learning how to promote my own health and wellness and learning how to deal 
with illness, both acute and chronic. 

2. Actively working to eliminate those unhealthy habits I have acquired over my 
lifetime, eating properly, exercising, and striving to eliminate those stressors 
within my control. 

3. Seeking medical advice when appropriate and understanding the medical 
advice I receive. Asking questions when I do not understand the advice offered. 

4. Following the medical advice when mutually agreed upon by my clinician and 
me. 

5. Taking my medications as prescribed and notifying my practice prior to stopping 
my medication. 

6. Notifying my practice should I have any adverse reaction from my prescribed 
treatments. 

7. Keeping a list of all medications, both prescription and non-prescription 
(including herbals, homeopathic, and neutraceutical), that I take and who 
prescribed them. 

8. Knowing when I will need a repeat prescription and not running out of pills. 

9. Completing diagnostic tests (lab, x-ray, EKG, etc.) in a timely fashion,keeping 
my follow up appointments and seeing consultants when necessary. 

10. Understanding my diagnosis, learning about its effects on my body and how I    
can help manage it. 

11. Being an active partner in my medical care and being honest about what I am 
doing, taking, and who I am seeing. 

12. Notifying the practice if any contact information changes occur. 

13. Having an emergency contact listed should critical information need to be 
relayed to me. 

 

My health is important to me, my family, and loved ones.  I will work hard to care for 
myself.  I understand that Cuckoo Lane Healthcare cannot help me if I will not help 
myself.  I expect my clinician to offer me their best advice based on their medical 
training.  I understand that, without my active participation, my clinician’s ability to 
help me is limited.  I understand that my clinician is the consulting partner, I am the 
working partner.  Working together, we can accomplish great things. 
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An Agreement between you and Cuckoo Lane Healthcare 

Healthcare is a two way agreement between you and the team who care for you here at The 
Cuckoo Lane Surgery. You, your family and/or your carers have the right to expect high 
quality care, but there are things we and you can do to help ensure you get this. 

We at the Cuckoo Lane Surgery will…. 

> treat you with courtesy and respect for your privacy and dignity. 

> provide a consultation (including appropriate treatment) with a clinician on the basis of your 
clinical need. 

> enable you to choose to have a relative or friend with you during consultations and examinations 
or provide a trained chaperone if you prefer. 

> understand that you might be feeling anxious and vulnerable. 

> inform you on arrival at an appointment if delays are occurring. 

> enable you to take part in all decisions about your treatment and to have the advantages and 
disadvantages of treatment, including any risks, side effects and alternative methods of treatment, 
fully explained 

> encourage you to ask questions about your diagnosis and treatment and provide clear 
information 

> treat with confidence details about you, including your medical records and anything you say, 
except where we are required by law to divulge information. 

> ensure that you know the names of all the members of our team involved in your care 

> provide an explanation and, where appropriate, an apology if you are unhappy with our service. 

As a patient, you also have a responsibility… 

> to treat the surgery team who care for you with courtesy and respect at all times 

> to inform the surgery immediately of any change in contact address or telephone number 

> to attend appointments on time, or give reasonable notice if you cannot attend in consideration 
of other patients of the practice who may need an appointment. 

> to appreciate that there are pressures and limitations of resources on the health service and 
those working within it that are sometimes outside of our immediate control. 

> to consider the consequences of refusing treatment or not following medical advice and accept 
responsibility for your own actions 

> to give clinical members of staff full information about your condition including any disabilities, 
any medicines you are taking and any lifestyle factors that may be relevant to your condition. 

> to tell a member of clinical staff if you are uncertain or don’t understand any aspect of your 
treatment 

> to tell a member of clinical staff staff about any change in your health that could affect the 
treatment you are having 

> to take any medicines as instructed and seek medical advice before stopping or changing 
treatment and to let the staff know if you have any allergies or sensitivities to medications 

 

 


