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MILTON SURGERY

ADULT HEALTH QUESTIONNAIRE


With recent emphasis on preventative medicine, we would be grateful if you could complete the following confidential questionnaire for us to update your records.


Date ………………………….. 	Date of Birth……………………………………

Full Name …………………………………………………………………………………………….

Address ……………………………………………………………………………………………….

Telephone    ………………………Occupation   ……………………………………..

Telephone (mobile) ………………

What is your         Height      ………….				Weight     ………….

Do You Smoke   (Please circle Yes/No or Ex –smoker)    (Smoking information)
YES                                       How Many	         		Cigarettes per day  	…………

NO  -  Never							Cigars per day       	………....

								Pipes per day        	……….....
								
								Ounces of tobacco	………….

Ex – Smoker			How Many			Cigarettes per day 	 …………

Approx date when stopped smoking     ……….		Cigars per day       	 …………

								Pipes per day       	 …………
				
                                                                 			Ounces of tobacco	………….

Are you trying to stop smoking using over the counter medications?		YES/NO

If yes please state what you are using    ……………………………………………………


If you do smoke would you like help to stop                     				YES/NO


If you have a disability, hearing or visual loss and need and need us to communicate with you in a particular way, let us know details below:

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


Your alcohol consumption - please circle the correct choice
Questions
Scoring system


0
1
2
3
4
Your score
How often do you have a drink that contains alcohol?
Never
Monthly
or less
2-4 times
per month
2-3 times
per week
4+ times
per week

How many standard alcoholic drinks do you have on a typical day when you are drinking?
1-2
3-4
5-6
7-9
10 or more


How often do you have 6 or more standard drinks on one occasion?
Never
Less than
monthly
Monthly
Weekly
Daily or
almost daily

How often during the last year have you found that you were not able to stop drinking once you had started?
Never
Less than
Monthly
Monthly
Weekly
Daily or
almost daily

How often during the last year have you failed to do what was normally expected from you because of your drinking?
Never
Less than
Monthly
Monthly
Weekly
Daily or
almost daily

How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
Never
Less than
Monthly
Monthly
Weekly
Daily or
almost daily

How often during the last year have you had a feeling of guilt or remorse after drinking?
Never
Less than
Monthly
Monthly
Weekly
Daily or
almost daily

How often during the last year have you been unable to remember what happened the night before because you had been drinking?
Never
Less than
Monthly
Monthly
Weekly
Daily or
almost daily

Have you or somebody else been injured as a result of your drinking?
No

Yes, but not in the last year

Yes, during the last year

Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
No

Yes, but not in the last year

Yes, during the last year

Total score






Standard drink is 1 pint beer/larger/cider, glass of wine (175ml) or one measure of spirit

Scoring:  0-7 lower risk; 8-15 increasing risk; 16-19 higher risk; 20+ possible dependence.
If you have concerns about your drinking please contact the surgery.

Do you exercise regularly								YES/NO
If yes what type of exercise, please state    …………………………………………………


Are you taking any regular medication (please list)

……………………………………………………………………………………………………………
(Attach repeat prescription list if you have one from your previous surgery)



What allergies do you have    (Please list) ……………………………………………………………...


Have you got diabetes  					YES/NO   If yes Type 1 or 2 ……  
or close blood relatives with diabetes  	           		YES/NO   If yes Type 1 or 2 ……

Who and what age (approx)        ……………………………………………..


Have you ever had a heart attack or angina  (please circle which one)  		YES/NO     
or close blood relative had a heart attack or angina  (please circle which one)  	YES/NO 

Who and what age (approx)         …………………………………………….	

							
Have you ever had a temporary or permanent stroke 		YES/NO 
or close blood relative had a temporary or permanent stroke	YES/NO

Who and what age  (approx)         …………………………………………….


Do you have or have had any other serious illnesses or operations (Please list)

………………………………………………………………………………………………………. ..

Are you a Carer      YES/NO		Do you have a Carer       YES/NO

Name(s) and age(s) of children of whom you have Parental responsibility 



Female Patients
If you are using contraception - please state which method ie condoms, contraceptive pill, coil etc

………………………………………………………………………………………………………….


When approximately was your last cervical smear?

………………………………………………………………………………………………………….

Was your last smear                 Normal    or    Abnormal    (please circle correct answer)
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