
NEW PATIENT HEALTH QUESTIONNAIRE
Longton Hall Surgery would like to welcome you to the practice.

We would be grateful if you could complete this questionnaire in full as it 
will assist our medical team to decide if you need a New Patient Check.

If you have any difficulties in completing this form, please ask a member of staff.

__________________________________________________________________________

Section 1) Personal Details :
Title: Date of birth

Name in full:

Previous names:

Address:

Postcode:

Home Tel: Mobile Tel:

Occupation: Marital status:

Ethnicity: 1st Language Spoken:

*** Please let the surgery know if any of the above information changes ***

Your height 
in cm

Your weight 
in kg

How would you 
describe your diet

good poor average

How would you 
describe your weekly 

exercise activity

Active
(3+ times per week)

Moderately 
Active

(1-3 times per week)

Moderately 
Inactive

(once a week)

Inactive
(0 times a week)



Section 2) Your Medical History :

Please list any current illness 
or previous serious illness

Please list any regular 
medications that you use 

including ; creams, inhalers 
and tablets

Do you have any previous 
hospital admissions ?

If yes please state!
Please list any previous 

hospital admissions

Do you suffer from 
any allergies ?

If yes please state!
Please list any immunisations 

that you have had during 
the past 5 years

When did you last 
have a tetanus ?

Have you ever had the 
pneumovax injection ?

Are you a carer 
or

Do you have a carer
Have you had any falls in the 

last twelve months and do not 
now why you fell ie you did not 

trip over something ?
How many falls have you had 

in the last 12 months?
Ladies only

when did you last have a 
cervical smear ?



Do you smoke ?

If so how many a day ?

The practice runs quit smoking sessions with a trained advisor, would you like to be 
contacted by one of our advisors with information about quitting?

Section 3) Family History :
In your immediate family (eg close family members) is there any history of:

Problem Yes / No Relationship 
Heart problems

Strokes

Raised blood pressure

Raised cholesterol

Asthma

Any other family illness (if yes please state)

Do you have any other 
information that you 

would like the Doctors to 
know about you?

To be completed by the DOCTOR only ! 
Is a new pt check 

required ?
YES NO SIGN




