
NORTON BROOK MEDICAL CENTRE  
 

 NEW PATIENT QUESTIONNAIRE (Over 16s) 
 

 

Full Name:……………………………………………………………………………………………………………………………… 

 

Date of Birth:  ……  / …… / ………..  Occupation:  …………………………………………………………………. 

 

Military Veteran? (Please circle)         YES        NO 

 

Telephone:  Home: …………………………………… Mobile: …………………………………………………….. 

 

       Email address:  ……………………………………………… 

 

Marital Status: (Please circle) Married  Single  Living with Partner  

 

Ethnicity : …………………………………………………………………………. 

 

First Language: ……………………………………………………………………….  (the language you spoke first in childhood) 

 

Family History Alive Age Deceased Age at Death Cause of Death 

Father      

Mother      

Brother/Sister      

Brother/Sister      

 

Are there any illnesses that run in your family? ……………………………………………………………………………………… 

 

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

 

 

Illnesses or Operations (Please list) 

Date/Details Date/Details 

  

  

  

 

 

Do you have any children?  YES  Son(s) …………………  Daughter(s)  …………………………………… 

 

Next of kin:  Name: …………………………………………………………………………………………………………………… 

 

  Address:  ………………………………………………………………………………………………………………. 

 

  ……………………………………………………………………………… Phone No: ………………………… 

 

 

Are you a carer for someone?    YES   NO    (Please circle) 

Please provide details  .............................................................................................................................................................. 

 

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

 

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

 

 

 



 

 

Female patients:  When was your last cervical smear?  ……………………………………………………. 

 

Was the result:  NORMAL   ABNORMAL    

 

Do you have an IUD/IUS fitted (coil)? YES   NO 

 

When is it due to be changed? …………………………………………………………. 

 

 

Do you take Regular Prescription Medicines:  NO YES        (If YES please list below) 

 

Drug Name Strength Dose per day 

   

   

   

   

   

   

   

 

Are you allergic to any medicines? …………………………………………………………………………………………… 

 

Height: …………………………………….. Weight: …………………………………………………… 

 

Please take your blood pressure using the automatic machine (the receptionist will show you) and enter the readings from 

the printout in the boxes below: 

 

 Your reading If the systolic reading is above 150 or the diastolic is 

above 90, please ask the receptionist to make you an 

appointment to see the Health Care Assistant. 

Sys (systolic)   

Dia (diastolic)   

 

 

Do you smoke:  NO – Never  NO – Given Up  (Please circle) 

 

   YES   How many per day? ……………………………………….. 

 

 

ALCOHOL – units of alcohol: 

 

1 pint of regular beer/lager/cider = 2 units 

1 Alcopop or can of lager = 1.5 units 

1 small glass of wine = 1 unit 

1 large glass of wine = 1.5 units 

1 single measure of spirits = 1 unit 

 

PLEASE ANSWER THE FOLLOWING QUESTIONS: 

 

QUESTIONS SCORING SYSTEM 

 

 

your 

score 0 1 2 3 4 

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 units of alcohol do you drink on 

a typical day when you are drinking? 

 

1-2 

 

3-4 

 

5-6 

 

7-9 

 

10+ 

 

How often have you had 6 or more units if 

female, or 8 or more if male, on a single 

occasion in the last year? 

 

never 

 

less than 

monthly 

 

monthly 

 

weekly 

daily or 

almost 

daily 

 



 

We wish to understand and record any particular communication needs you might have. We will then do our best to 

meet your needs in all contacts with the practice. 

 

Is your communication with others affected by a health problem or disability which has lasted, or is expected to last, 

at least 12 months? 

 

   YES  /  NO            If YES please answer the following questions – 

 

1. I communicate using (e.g. BSL, deafblind manual) : 
 

2. To help me communicate I use (e.g. talking mat, hearing aids) : 
 

3. I need information in (e.g. braille, easy read) : 
 

4. If you need to contact me the best way is (e.g. email, telephone) : 
 

 

 

Patient Access is available at Norton Brook Medical Centre and we will automatically register you for online services 

unless you tick the following box. (You can book appointments, request prescriptions, view your medical records). 

 

 

 

 

Please collect your login details from the surgery in 2 weeks. 

 

Which pharmacy would you like to nominate for your prescriptions? 

 

Boots Kingsbridge            Well Pharmacy Kingsbridge             Day Lewis Kingsbridge  

 

 

Other             please specify: ……………………………………………………………………. 

 

  

 

 

 

 

Official Use: 

GP allocated and patient advised verbally    Yes  /  No                 GP allocated: ……………………. 

Initials and date registration taken: …………………………………………………… 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 



 

 

 

         Dr Elizabeth Haslam Dr Margaret Smith   Dr Stephen Williams 

         Dr Kate Hampson Dr David Stevens   Dr James Mottram 

         Dr Darren Thomas  Dr Karen Bevan-Mogg   Dr Jessica Marshall 

 

       If you are happy to receive messages via text and email*, please complete this form.  

One form per person. 

 

We will only send messages that are relevant to your ongoing health care, e.g. appointment 

reminders and requests to contact the surgery. We respect your privacy and will only contact  

you in this way if you give us your permission. The message will not contain any personal 

information such as name or date of birth. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I consent to receiving text and email messages from Norton Brook Medical  

Centre and understand that it is my responsibility to inform the surgery if I change my mobile 

number or email address. I understand I may change my decision at any time by informing the 

surgery. 

  

 Signed        Date 

 

            *Email not currently in use but will be included in your patient record for future use. 

            Official use only: Email - read code XaRFI, text messages – update contact details. 

 

 

 

 

Surname  

Forenames  

Address  

Date of Birth  

Tel no.  

Mobile no.  

Email  

NORTON BROOK MEDICAL CENTRE 
Cookworthy Road Kingsbridge Devon TQ7 1AE 

 



 
 

 
 
 
 
 
 

 
 

I consent to the following person/s having access to my medical records if  
necessary and appropriate and to discussing relevant appointments, investigations,  
referrals, etc. concerning me. 

 
Patient name: 
…………………………………………………………………………….. 
 
Patient date of birth: ……………………………………………………... 
 
Patient address: ………………………………………………………….. 
 
…………………………………………………………………………….. 

 
Signature: ………………………………………………………………… 

 
Date: ……………………………………………. 

 
 
 

I consent to: 
 

Name:  …………………………………………………………………….. 
 

Relationship: ……………………………………………………………… 
 

Contact nos.: ……………………………………………………………… 
 
  
 

Name:  …….………………………………………………………………. 
 

Relationship: ……………………………………………………………… 
 
Contact nos.: ……………………………………………………………… 

 

 

 

 

Training practice – affiliated with Health Education South West & the Peninsula Medical School 

Dr Elizabeth C Haslam Dr Margaret A Smith 

Dr Stephen G Williams Dr Kate R Hampson 

Dr David A Stevens Dr James Mottram 

Dr Darren Thomas Dr Karen Bevan-Mogg 

Dr Jessica Marshall 

  

NORTON BROOK MEDICAL CENTRE 
Cookworthy Road Kingsbridge Devon TQ7 1AE 

 

Tel:  01548 853551 

Fax:  01548 857741 

 



 

                                   Application for online access to my medical record 

Surname Date of birth 

First name 

Address 

 

 

 

Postcode 

Email address 

Telephone number Mobile number 

 

         I wish to have access to the following online services (please tick all that apply): 

1.  Booking appointments  

2.  Requesting repeat prescriptions  
3.  Accessing my medical record  

 

         I wish to access my medical record online and understand and agree with  

         each statement (tick). We may only grant access if ALL boxes are ticked. 

1.  I have read and understood the information leaflet provided by the practice  

2.  I will be responsible for the security of the information that I see or download  
3.  If I choose to share my information with anyone else, this is at my own risk  

4.  If I suspect that my account has been accessed by someone without my agreement, I 

will contact the practice as soon as possible 

 

 
5.  If I see information in my record that is not about me or is inaccurate, I will contact 

the practice as soon as possible 

 

 
6.  If I think that I may come under pressure to give access to someone else unwillingly I 

will contact the practice as soon as possible.  

 

 

 
 

Signature  Date  

 

        For practice use only 

 

 

Training practice – affiliated with Health Education South West & the Peninsula Medical School 

Patient NHS number Practice computer ID number 

Identity verified by (initials) Date Method 

 

Vouchin  

 

Authorised by Date 

Date account created 

Date passphrase sent 

Level of record access enabled 

 

 

 

 

Notes / explanation 

NORTON BROOK MEDICAL CENTRE 
Cookworthy Road Kingsbridge Devon TQ7 1AE 



 
  

NHS Summary Care Record with additional 
information 

 
  
If you are registered with a GP practice in England you will have a Summary Care Record (SCR), unless 
you have previously chosen not to have one. It includes important information about your health:   
• Medicines you are taking  
• Allergies you suffer from  
• Any bad reactions to medicines  
  
You may need to be treated by health and care professionals that do not know your medical history. 
Essential details about your healthcare can be difficult to remember, particularly when you are unwell or 
have complex care needs. Having a SCR means that when you need healthcare you can be helped to 
recall vital information.  SCRs can help the staff involved in your care make better and safer decisions 
about how best to treat you.   
  
You can choose to have additional information included in your SCR, which can enhance the care you 
receive. This information includes:   
• Your illnesses and health problems   
• Operations and vaccinations you have had in the past   
• How you would like to be treated - such as where you would prefer to receive care   
• What support you might need   
• Who should be contacted for more information about you   
  
What to do next   
If you would like this information adding to your SCR, then please complete this form, and return to the 
relevant GP surgery. If you are completing this form on behalf of another person, please provide their 
details below and we would ask that you sign and date the document.  
  
Name of Patient: ………………………………………………..….....................................   
  
Date of Birth: ……………………………. Patient’s Postcode: ………………………….   
  
Surgery Name: ………………………….. Surgery Location (Town): ……….................   
  
NHS Number (if known): …………………………..………………....................................   
  
Signature: …………………………………………….. Date: ……………………………….   
  
Name: …………..............................................................................................................   
  
Capacity - circle as appropriate:  Parent   Legal Guardian   Lasting Power of Attorney   
  
 
 
If you require any more information, please visit https://digital.nhs.uk or phone NHS Digital on 0300 303 5678 or 
speak to your GP Practice 
 
 
 
 
For practice use: To update the patient’s consent status to ‘Express consent for medication, allergies, adverse reactions and 
Additional Information’ use the SCR consent preference dialogue box or add Read code 9Ndn (or CTV3 code XaXbZ for SystmOne 

practices). 

 


