NEW PATIENT QUESTIONNAIRE
CHILDREN O -5 YEARS OLD

Surname: \ Forenames:

Date of

Birth:

Address: Telephone No:
Mobile No:

Postcode: Country of Birth:

Medical History: eg Asthma, Diabetes, Skin Conditions, Epilepsy, Childhood Ilinesses or other

conditions.

Please give details where applicable:-

Regular Medication:

Drug Allergies:

Immunisations: Please tick which of the following injections your child has had, indicating the date of
the last injection where known.

Tetanus Diptheria Polio Whooping Hib
Cough

1st 1st 1st lst lst

2nd znd 2nd 2nd 2nd

3rd 3rd 3rd 3rd 3rd

Date of last Date of last Date of last Date of last Date of last

injection: injection: injection: injection: injection:

MMR Yes/No If Yes, Date of Injection:

Pre-School Yes/No If Yes, Date of Injection:

Booster

Previous General Practitioner:

Name:

Address:




What is your ethnic group?

Please tell us which of the groups listed below best describes you. Choose one section from A
to E, then tick the appropriate box to indicate your ethnic group. This is not compulsory and
answers will be treated confidentially. If you prefer not to answer, tick the “not stated” box at
the bottom.

Your Name:

Your Date of Birth:

Please tick one box only | V

A: White Welsh, English, Scottish,
Northern Irish, British

Irish

Gypsy or Traveller

Any other White background
(please write in)....cceceeverveeneennee.

B: Mixed / Multiple White and Black Caribbean
Ethnic Groups White and Black African

White and Asian

Any other Mixed background
(please write in).....cceeeeeeeeeeenennen.

C: Asian or Asian British | Indian

Pakistani

Bangladeshi

Chinese

Any other Asian background
(please write in).......eeveveeeveenneee.

D: Black or Black British | Caribbean

African

Any other Black background
(please write in).......eeveveevvenneeee.

E: Other Ethnic Groups Arab
Any other (please write in)

Not stated | prefer not to answer




