
THREE HARBOURS MEDICAL GROUP NEW PATIENT QUESTIONNAIRE

Date of Birth
________________________

Surname

________________________

First Name(s)
________________________

Address

__________________________________________




__________________________________________




__________________________________________

Postcode

____________________

Tel no

Home __________________ Work ________________




Mobile __________________

Occupation 

________________________

Marital Status
________________________

Consent for practice to give spouse/partner test results YES/NO

Name of Next of Kin and their contact number

____________________________________________________________

Previous GPs name _____________________________________________

Address

   _____________________________________________




   _____________________________________________

Are you a Veteran Yes/No
Unless you specifically indicate that you do not wish to have your Emergency Care Summary shared with Out of Hours/NHS24, we automatically share them electronically.

*** Do you wish to have your Emergency Care Summary shared with NHS24/Out of Hours?  YES/NO  *** 
*** DO YOU WISH TO BE INCLUDED IN SMS/TEXT MESSAGE REMINDERS FROM THE PRACTICE

YES/NO  ***
Do you require an Interpreter?  Yes or No __________________

Language required _____________________________________

Sign Language – BSL or Makaton delete as appropriate
GENERAL HISTORY

Have you had any serious illnesses or operations?
_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

What medications are you taking?

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________
****Preferred Chemist (Thurso) – Williamsons – Sutherlands – Well (delete as appropriate)
****Preferred Chemist (Wick) – Boots – Pultneytown Chemist – Right High Street (delete as appropriate)

Have you any allergies?

Have you had both your COVID Vaccination  YES/NO  What type  PFIZER/OXFORD
PLEASE DELETE AS APPROPRIATE

Are you a carer

Yes/No

Do you have a carer
Yes/NO

If yes, can you please give carers name _________________________________

Carers contact number _________________________

(Please ask the receptionist for a consent form if you wish to be included on the practice register for carers)

IF YOU WOULD LIKE TO KNOW MORE ABOUT OUR PATIENT PARTICIPATION GROUP PLEASE TICK HERE: ______

FAMILY HISTORY
Have you or any of your family suffered from any of the following?

Delete as appropriate and enter approximately at what age

	
	SELF
	FAMILY MEMBER

	HEART ATTACK


	YES/NO

Age: 
	YES/NO

Age:

	STROKE
	YES/NO

Age: 
	YES/NO

Age:

	CANCER
	YES/NO

Age: 
	YES/NO

Age:
Type:

	DIABETES
	YES/NO

Age: 
	YES/NO

Age:

	HIGH BLOOD PRESSURE
	YES/NO

Age: 
	YES/NO

Age:

	ASTHMA
	YES/NO

Age: 
	YES/NO

Age:

	OTHER SERIOUS ILLNESS
	YES/NO

Age: 
	YES/NO

Age:


FOR FEMALE PATIENTS ONLY

How many children have you had?  ____________

Please give ages  ___________________________________________________

Which method of contraception (if any) are you using?

_________________________________________________________________

HEALTH PROMOTION

How much tobacco or cigarettes do you smoke per day ______________

If you have given up smoking, please state when ___________________

How much alcohol do you consume per week ______________________

PATIENT ETHNIC ORIGIN QUIESTIONNAIRE

This questionnaire follows the recommendations of the Commission of Racial Equality and complies with the Race Relations Act

Please indicate your ethnic origin.  This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early indication of some of these conditions.

A
White 

	
	SCOTTISH

	
	ENGLISH

	
	WELSH

	
	NORTHERN IRISH

	
	BRITISH

	
	IRISH

	
	GYPSY TRAVELLER

	
	POLISH

	
	ANY OTHER ETHNIC GROUP PLEASE WRITE IN




B
Mixed or Multiple Ethnic Groups

	
	ANY MIXED OR MULTIPLE ETHNIC GROUP


C
Asian or Asian British or Asian Scottish

	
	INDIAN, INDIAN SCOTTISH OR INDIAN BRITISH

	
	PAKISTANI, PAKISTANI SCOTTISH, OR PAKISTANI BRITISH

	
	BANGLADESHI, BANGLADESHI SCOTTISH OR BANGLADESHI BRITISH

	
	CHINESE, CHINESE SCOTTISH, OR CHINESE BRITISH

	
	OTHER, PLEASE WRITE IN




D


	
	CARIBBEAN, CARIBBEAN SCOTTISH OR CARIBBEAN BRITISH

	
	AFRICAN, AFRICAN SCOTTISH OR AFRICAN BRITISH

	
	BLACK, BLACK SCOTTISH OR BLACK BRITISH


E

	
	ARAB

	
	OTHER, PLEASE WRITE IN


Vision Online – Three Harbours Medical Group 
To register for online services please complete this form and return it to your practice by the email below or post/put through the letter box. Please do not come into the practice. Once you are registered, you will get an email with the next steps. 
nhsh.gp55323-admin@nhs.scot
Our practice policy is to not approve of shared accounts for any of our patients. Your medical information is personal and should not be shared. Each patient is responsible for the security of their own information. If you choose to share your information with anyone else, this is at your own risk.

	Patient details
	 Please complete in BLOCK CAPITALS

	Patient forename
	 

	Patient surname
	

	Date of birth
	
	
	/
	
	
	/
	
	
	
	
	

	Email address

This email address will be used by your practice to send you notifications and reminders.  
	

	Mobile number
	
	

	I wish to have access to the following online services (please mark ‘X’ in all that apply):

	
	

	1. Booking appointments
	
	2. Requesting repeat prescriptions
	
	3. sms appt reminders
	

	Signature
	  

	Date
	
	
	/
	
	
	/
	
	
	
	
	

	Completing the form on behalf of the patient?

	Print forename
	

	Print surname
	

	Relationship to  patient
	

	Signature
	

	Date
	
	
	/
	
	
	/
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