
FALLODON WAY MEDICAL CENTRE 
NEW PATIENT HEALTH CHECK FORM 

 
Please complete the following questionnaire as part as your registration. 
Hand the completed form to reception and they will make an appointment for a new patient 
health check. 
 
First Name: 
 
 
Surname: 
 
 
Male/Female: 
 

 
Smoking Status: 
I am a Smoker                                               [    ] 
I am an ex smoker                                        [    ] 
I have never smoked                                    [    ] 
I do not wish to discuss my smoking    
habits or receive advice in relation to 
smoking                                                        [    ] 

Date of Birth: Occupation: 

Title: 
Mr/Mrs/Miss/Ms/Other 

Allergies: 

Full Address:                                               Postcode: 
 
 
 
 
 
 
Telephone No: 
Mobile Tel No: 
Text Messaging:                          OPT OUT    Y / N                        

We would like to contact patients via their mobile phones to 

 Contact when urgent problems and / or 

 Remind patients about appointments, request health information and prompt you to 

 book clinical checks. Please select and circle option above 
 

Medication: 
 
 
 
 
 
 
 

Next of Kin:             
                                                                       Contact Tel No: 

Carers 
Are you a Carer?  Do you care for a dependent relative or friend?        YES / NO 
What is your relationship to this person?  
 
 
Do you need/have anyone who looks after you or your daily needs as a Carer? Yes / No 
If ‘Yes’, would you like them to deal with your health affairs here?                       Yes / No 
The receptionist will be able to advise how to set this up 
Name of Carer:                                                               
 
Relationship: :                                                              Contact Tel No: 
 

                                                                                                                                 PTO 
 
            



Ethnicity: 
                                                                  (Please tick) 

White British  

White Irish  

Other white Background  

Mixed – White and Black Caribbean  

Mixed – White and Black African  

Mixed – White and Asian  

Other Mixed Background  

Indian  

Pakistani  

Bangladeshi  

Other Asian Background  

Caribbean  

African  

Other Black Background  

Chinese  

Other Ethnic Background  

Information Refused  

……………..From The Office of National Statistics 
 
Language Classification: 
                                              (Please Tick) 

Akan/Ashanti Albanian Amharic Arabic Bengali& Sylheti 

Brawa & 
Somali 

British Sign 
Language 

Cantonese Creole Cantonese and 
Vietnamese 

Dutch English Ethiopian Farsi Finnish 

Flemish French French 
Creole 

Gaelic German 

Greek Gujarati Hakka Hausa Hebrew 

Hindi Igbo Italian Japanese Korean 

Kurdish Lingala Luganda Makaton / sign 
language 

Malayalam 

Mandarin Norwegian Pashto Patois Polish 

Portuguese Punjabi Russian Serbian/Croatian Sinhala 

Somali Spanish Swahili Swedish Sylheti 

Tagalog / 
Filipino 

Tamil Thai Tigrinya Turkish 

Urdu Vietnamese Welsh Yoruba  

Other: Please State: 

……………….from National Joint Registry. 
 
For Office Use Only: 

ID CHECKS: circle 
Passport                Utility Bill 
Driving Licence      Rent Book 
Work Permit           Student Visa 
Bank Statement 
Other… 
Seen and approved by: 

NPHC  Booked: 
 
Date: 
 
Time: 
 
Nurse: 
 
 

 


