
Moss Grove Surgery-Kingswinford 

New Patient Interview / Health Check 
 
The Interview/Health Check is offered to all new patients over 5 years and will only take approximately 
15 minutes to complete.  We would be grateful if you could complete this questionnaire and bring it to 
the surgery when attending your health check with the Practice Nurse.  All information given is treated 
with the strictest confidence and greatly helps us in your present and future medical care.  Thank you 
for taking your time in completing this form. 
 

Surname  ...........................……………................     Forename.......………..………....…..................…. 
 

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

Post Code ....………............….……………………  Date of Birth ....................………………….............. 
 

Occupation………………………………………………………………..……………..………………………... 
 

Home Tel ..................……........…......…………....   Work Tel …….…….......................................……… 
 

Personal History Section:                Marital Status ................……………………………………………. 
 

Parental Responsibility (Unmarried Parents Only - to be defined by who registered the birth, 

Mother Only / Father Only / Both) Signature & Name(s) (Please Print) Required: 
…………………………………………………………………………………………………………………….… 
 

Please List Any Personal Major Illnesses / Operations / Disabilities Etc (& Year If possible)  
(Women to list pregnancies): 
 
…………...............................................................................................................................................… 
 
....................................................................................................................................................……..… 
 
……………………………………………………………………………………………………………………… 
 

 

 
Could you please give a contact number of a relative / friend we can contact in case of emergency 
 
Person to contact   ...............................………………………………………………………………..…......  
 
(Relationship) .............……......………………………......  Telephone No: .....................................….... 

 
 
 
 

 Present Medication (Please list medications / injections etc. that you may require) 
 
. ...................................................................................................................................................…….... 
  
.......................................................................................................................................................…….. 
 
  Name any drug that upsets you      ..........................................................................................…….... 

Questions for Some Women:   
 

 Date of Last Smear ....................…………………………………………………………………………......     
 
  On the Pill?  YES/NO.  Fitted with coil YES/NO.    Date fitted ..………………………......……............. 
 



Family History Section: 

 

Moss Grove Surgery-Kingswinford  

Practice Nurse to Complete At New Patient Interview 
 

Height  .......…………….... Weight ….……........  Blood Pressure ..…............. Urine Test ..................…. 
 

Immunisation status ..............................................................................................………………………... 
 

*Patient Medical History (Book in appropriate clinics below)....................................……………………… 
...............................................................................................................................………………………. 
Smoking history:  Smoker 
    Previous smoker    Number per day  
    Never smoked 
 

Alcohol consumption  ....................................………….....…….         Units per week 
 

Any Allergies  .....................................................................……………………...............….........….......... 
 

Contraception status .....................................…………..........  Date last seen…………....................……. 
 
 

Smear Status:      Date of last smear ...........……........……....... Result ..........……..........….........……..  
   

Smear due / overdue  YES / NO?   Smear appointment given by P. Nurse      YES / NO.   
 

Reason for smear appointment not given ........................................………….........................…………. 
 

 

Chronic Disease:   (Patient with following Chronic Disease to be booked in Clinic)  
 

Asthma clinic      YES / NO   Reason ....................……...........………….. 
Diabetic clinic     YES / NO   Reason ...........................…….....…………. 
Hypertension (BP clinic)    YES / NO   Reason ................................………………. 
CHD / Stroke (Health Promotion)   YES / NO   Reason ................................………………. 
        

Other General Clinics - patient to be booked if applicable: 
 

Over 75s      YES / NO   Reason ................................………………. 
Travel / Immunisation    YES / NO   Reason ................................………………. 
Menopause      YES / NO   Reason ................................………………. 
Implant      YES / NO   Reason ................................………………. 
Smoking cessation     YES / NO   Reason ................................………………. 
 

Diet / Exercise advice given ...................................…………………………………………………………… 
 

Any further information ...........................................................................................………………………. 
 

Date of Examination  ..............….....................  Practice Nurse....................................………………...… 

Please List Any Blood Relatives Having Any of the Following Specific Cancers / Illnesses 
 

 Type:                       Relationship to Patient                                      Age of Diagnosis 
  
 Breast Cancer        .......................................................................         ..................………………......... 
 

 Ovarian Cancer     .…...................................................................          .....………………….........……. 
 

 Bowel Cancer ......................................................................          ………....…………….…........... 
  

 CVA/Stroke            ......................................................................       .……..………….....…............... 
 

 Ischaemic Heart Disease ............................................................          ...…........…………..……..........  
 

 Diabetes      ........................…………………………………….           ..................………………........ 
  
 Other      ......................... ..........................................….....          …...........................…………… 


