
Ravenswood Medical Practice 

24 Hening Avenue,Ipswich 

IP3 9QJ, Tel: 01473 727520 

 

NEW PATIENT QUESTIONNAIRE 

 
Title: Mr  Mrs  Miss  Ms  Other (please specify)…………………………………. 

 

Name:  …………………………………  Home Tel:  …………………………. 

 

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

 

……………………………………………  Work…………………………………. 

 

Postcode…………………………………..  Date of Birth: ………………………… 

 

Email:  ………………………………………………………………………………… 

 

Common Law Status: 
Married Single  Divorced Separated Cohabiting Widow/Widower 

 

Ethnicity:   (please circle/specify as appropriate) 
White British    White Irish   White and Black Caribbean 

White and Black African  White and Asian  Indian     

Pakistani    Bangladeshi    Caribbean    

African    Chinese     

White Other ………………... … Any Other………………………… 

Can you speak English? Yes/No   What is your main language?.......................................... 

 

Do you need an Interpreter? Yes/No  Occupation………………………………………………. 

 

Are you a Family Carer?   YES   NO 
(If you spend time looking after a relative, child, partner or friend, who is frail, ill, or who has a 

disability, then YOU are a family carer!) 

 

If yes who do you care for?........................................................... 

 

Are you housebound?   YES   NO 

 

Do you have any allergies?   YES   NO      
If Yes, what are they?........................................................................ 

 

Do you have a disability?    YES   NO  

(If yes circle as appropriate) 

Wheelchair User  Walking Aid   Deaf   Hard Of Hearing 

Hearing Aid User  Impaired Vision  Registered Blind Unable to Read 

Unable to Write  Other………………… 

 

Next of Kin Details:- 
Name:……………………………….  Relationship to N.O.K………………………………… 

Address:  ……………………………….  

……………………………………………   

Postcode…………………………………..  Tel No:  ……………………………………………… 

 

 

 



Ravenswood Medical Practice 

24 Hening Avenue,Ipswich 

IP3 9QJ, Tel: 01473 727520 

 

1 Standard drink = ½ Pint Beer, Lager or Cider, 1 small glass of wine or a single measure of spirit. 

1 ½ Standard drinks= Alco-pops (330ml bottle) 

2 Standard drinks= 1pint of Beer, Lager, or Cider, 1 large glass of wine or a double measure of spirit 

Please tick the boxes appropriate for you:       

Questions                                   Scoring System  

0           1                     2                      3                    4 

How often do you have a drink that 

contains alcohol? 

Never Monthly or 

less 

2-4times per 

month 

2-3 times 

per week 

4+ times 

per week 

How many standard alcoholic drinks 

do you have on a typical day when you 

are drinking? 

1-2 3-4 5-6 7-8 10+ 

How often do you have 6 or more 

standard drinks on one occasion? 

Never Less than 

monthly 

Monthly Weekly Daily or 

almost 

daily 

            Total Score:………… 

Smoking:   (please tick appropriate boxes) 

Ex Smoker 

Date Stopped………..... 

 Never Smoked  

Current Smoker  Rolled Tobacco  

Cigarettes per day  How many or oz/grams per 

day? 

 

 

Height……………………     Weight………………………… 

 

Exercise: (please circle as appropriate)  
Exercise physically impossible  Avoids Exercise    Enjoys Light Exercise 

Enjoys Moderate Exercise   Enjoys Heavy Exercise   Competitive Athlete 

 

Are you currently receiving treatment for any medical conditions? Yes      No 

If yes, please provide details……………………………………………………………………………  

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

 

Are you currently taking any medication?     Yes No 
If yes, please provide details……………………………………………………………………………  

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

* YOU WILL NEED TO SEE A GP AND BRING DETAILS OF YOUR MEDICATION BEFORE 

A PRESCRIPTION CAN BE ISSUED BY THE PRACTICE. 

 

Do you have:  Does a family member have:    Who? 

Diabetes  Yes No   Yes No  ……... ……………………. 

High Blood Pressure Yes No   Yes No  ……... ……………………. 

Asthma   Yes No   Yes No  ……... ……………………. 

Heart Disease  Yes No   Yes No  ……... ……………………. 

Stroke   Yes No   Yes No  ……... ……………………. 

Cancer   Yes No   Yes No  ……………………………. 

Which type of cancer?............................     ……………………………. 

Other……………………………………  Yes No  ……………………………. 

 

Please give details of your past medical 

history……………………………………………………………………………………………………

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


