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Atholl Medical Centre  - New Patient Questionnaire 

PATIENT NAME 

DATE OF BIRTH 
DD/MM/YYYY 

OCCUPATION 

NEXT OF KIN 
DETAILS 
Provide their full name, 
relationship to you and 
UK phone No or email 
address if Overseas 

Please tick to confirm they have consented to you providing us their details □ 

Have you EVER 
registered at our 
practice before? 

Pls circle: YES / NO This could have been as a Temporary or a Permanent Patient. 
If YES, what was your address then and note if your first/surname was different from now.  

Preferred Chemist Pls circle: Davidsons DAV1 (large chemist) OR Davidsons DAV2 (small chemist) 

*Please make a GP appointment if you answer YES to either of these questions below* 

Are you on any 
regular 
medication? 

Are you on a 
waiting list to see 
a specialist or 
currently under 
specialist or 
secondary care? 

Your Health: 

If yes, please list below the medication name, the dose and how often you take it.  If you also 
have the pink slip, please hand this in too. 

If yes, provide copies of any documents you have and make a note below of the specialist care. 
Once you’ve spoken with a GP, we need to re-refer you to the specialists within NHS Tayside. 

DO YOU SMOKE? 

Yes □ How many a day? 

No □ 
Previously □ What year did you stop? 

DO YOU DRINK ALCOHOL? 

Yes □ How much/how often? 

No □ 
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HAVE YOU HAD ANY SERIOUS ILLNESS OR CONDITION IN THE PAST? 

Yes □ Please specify what/when? 

No □ 
Is there any family history of: Diabetes / Asthma / Heart Disease / High Blood Pressure / Stroke / Cancer / Other 

Yes □ If you ticked Yes, please write below their relationship to you and at what 
age your relation/family contracted this, if known: No □ 

FOR WOMEN ONLY 

If known, please tell us the date of your last smear test: 

Have you had a hysterectomy and provide any further details if appropriate? 

Yes □ 
No □ 

Ethnic Origin Questionnaire 

This questionnaire follows the recommendations of the Commission for Racial Equality and complies 
with the Race Relations Act. Please indicate your ethnic origin. This is not compulsory, but may help 
with your healthcare, as some health problems are more common in specific communities, and knowing 
your origins may help with early identification of some of these conditions. 

Choose ONE section from A to E to Other and then tick ONE box to indicate your background. 

A – White B – Mixed 
 Scottish 

 Other British 

 Irish 

 Any other white background; please specify 

 White and Black Caribbean 

 White and Black African 

 White and Asian 

 Any other mixed background; please specify 

C – Asian or British Asian D – Black or Black British 
 Indian 

 Pakistani 

 Bangladeshi 

 Any other Asian background; please specify 

 Caribbean 

 African 

 Any other black background; please specify 

E – Chinese  Any other ethnic group; please specify 

 Chinese 
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