Silverdale Medical Centre

4 Silverdale Street

Telephone: (09) 427 9997 Fax: (09) 427 8080

New Patient Questionnaire

Patient Name: ________________________________________________________________

Marital Status:
Single / Married / Defacto Spouse / Separated / Divorced / Widowed



NZ Resident Status:

Resident / Non Resident / Citizen

Patient Occupation:___________________________________________________________

Patient Mobile:_____________________

Patient Email:______________________

Next of kin (relationship to patient):______________________________________________

Name:
 _______________________________________________________________________

Address: ____________________________________________________________________



Phone Numbers Home: ____________________
Mobile: ____________________________

I agree that I can receive text messages from Silverdale Medical  Yes / No

Do you have any of the following ( please tick )

Diabetes

   (   )

Asthma

   (   )

Heart Trouble

   (   )

Raised Blood Pressure  (   )

Stroke


   (   )



Cancer of any sort         (   )

Operations

   (   )

Are you aware of anyone in your family eg parents, grandparent with any of the above conditions? If so, please list the disease and family member below:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Please list operations and approximate date: _________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Any other significant illnesses/hospital admissions (excluding operations) ______________________

________________________________________________________________________________

________________________________________________________________________________

Please list all current Medications: __________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Are you allergic to any drugs:
Yes / No

(If yes please list)

________________________________________________________________________________

________________________________________________________________________________

Have you ever smoked?

Yes / No
(If Yes)No. Per Day?









When did you stop? ________________

Do You Currently Smoke?

Yes / No

No. per day _______________________

Do You Drink Alcohol?

Yes / No

Units Per Week ___________________

Vaccination History

When was your most recent Tetanus Booster? ________________________________________

Would you like an annual Flu Vaccine?



Yes / No

For children -  Are all scheduled vaccines up to date?

Yes / No

Women - Please answer the following

When was your last cervical smear? _________________________________________________

Last mammogram? ______________________________________________________________

Contraception (if relevant) ________________________________________________________

Number of pregnancies? __________________________________________________________

Number of children?______________________________________________________________

Have all members of your family under our care completed this form? 
Yes / No

How did you hear about Silverdale Medical.......................

