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Nantwich Health Centre  
Church View Primary Care Centre 
01270 610181 
 

 
 
This questionnaire needs to be completed before your appointment. Please bring the completed 
form and the required identification to your appointment. 
 

Full Name  

Date of Birth  

Section 1: Medical History 

Please answer the following questions to the best of your ability. 
 

Blood Pressure: Have you had your blood pressure checked in the last 10 years?  Yes  No 

 

Tetanus: Have you had a tetanus immunisation in the last 10 years?  Yes  No 

 
Family History/Personal Medical History: Please indicate "Yes" or "No" for both "Yourself" and 
"Family Member" and specify the relationship (e.g., Mother, Father, Sister etc.) 
 

Condition Yourself Family Member Relationship 

Diabetes  Yes  No  Yes  No  

Dementia  Yes  No  Yes  No  

Asthma  Yes  No  Yes  No  

Epilepsy/ fits  Yes  No  Yes  No  

High Blood Pressure    Yes  No  Yes  No  

Heart Disease   Yes  No  Yes  No  

Stroke   Yes  No  Yes  No  

High Cholesterol  Yes  No  Yes  No  

Cancer   Yes  No  Yes  No  

Eczema  Yes  No  Yes  No  

Hay fever  Yes  No  Yes  No  

Drug Abuse  Yes  No  Yes  No  

Other (please specify)  
 
 
 

 

Serious Illnesses/Operations: Have you had any serious illnesses or operations?  Yes  No 
If yes, please give details: 

 
 

 
  

NEW PATIENT QUESTIONNAIRE  
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Previous GP/Consultant: Do you have any chronic medical conditions you were consulting your 

previous GP or hospital consultant for?  Yes  No 
If yes, please give details: 

 
 

 

Allergies: Do you have any allergies?  Yes  No  
If yes, please give details: 

 
 

 

Medication: Do you take any medication regularly?  Yes  No  
If yes, please give details: 

 
 

Section 2: Children's Questionnaire (0-16 years) 

Please fill in the relevant information below. If your child has not had an immunisation yet, please 
leave the date box blank. 
 

Immunisation Date Given Immunisation 
Date 
Given 

Immunisation 
Date 
Given 

DTP 1  DTP 2  DTP 3  

HIB  Men C  Polio  

MMR 1  MMR 2  BCG  

Preschool 
Booster  

School Leaving 
Booster    

 

School/Nursery attending:  

 

Section 3: Female Questionnaire 

Method of Contraception:  

Date of last smear test  

 

Section 4: Veteran Questionnaire 

I consent to Nantwich Health Centre requesting a copy of my full Defence Medical Services (DMS) 
health record if required. 
 

Full Name Signature Date 

   
 

 


