COURT ROAD SURGERY
ADULT NEW PATIENT QUESTIONNAIRE
Patient Name:……………………………………………… DOB:……………………………………….
Home Tel No: ……………………………………..Mobile Tel No:…………………………………

Email Address:……………………………………………………………………………………………….
Do you consent to the Practice contacting 
you by Text Message  (Over 18’s only)
      


No  (     Yes  (
If you do not speak ENGLISH please tell us your preferred language:  
Welsh   (    BSL   (      Other- please specify ..................................
Are you a Military Veteran:


       


No  (     Yes  (
Have you been registered here previously:    


No  (     Yes  (
Are you moving in/living with anyone who is already registered here?


No    (          
Yes   (  Please give name/s of person……………………………………………………………....
	Allergies:


	Weight:


	Height:



	Alcohol:                 

………………………………Units/wk


	Smoking Status:

(    Never
(    Ex-Smoker / Date Stopped………………

(    Currently Smokes ………………… per day

	The Doctors in this practice DO NOT recommend smoking.  If you would like assistance to stop smoking or for further information please contact the 

ALL WALES SMOKING CESSATION HELPLINE on 0800 085 2219

	Do you look after anyone as an unpaid carer?            No  (     Yes  (
If yes, their name…………………………….. Relationship …………………………………….



For Office Use Only: please provide details of documents seen with initials
ID verified

Photo ID .......................................................................




Verification of Address ......................................................
