Gofal Medical Group

         Penygroes and Crosshands Practice


Gofal Medical Group 

Penygroes and Crosshands Medical Practice
Health Information Questionnaire

Thank you for your cooperation in completing this questionnaire. Please circle the answer and/ or complete the spaces.

When you have finished, hand it to the receptionist, post it back to the practice or bring it with you on your next visit.

Details

Name :
___________________________________     Date of birth :
______________

Address :
________________________________________________________________




___________________________________
   Post Code :
______________

Email :   _______________________  Have you access to the internet ?   Circle   yes  /  no

Height  
_______ Feet     _____ Inches 
/    _______  Metres  ________  Centimetres



Measure your height in your stocking feet with your back straight against a wall.

Weight

_______ Stones  _____ Pounds
/    _______  Kilos

Measure your weight with no clothes. If you are using a public weighing machine then subtract 7 pounds or 3 kilos for clothing.

Smoking
Do you smoke ?
yes  / no

What do you smoke ?
Cigarettes / Cigars / Pipe 



How many do you smoke per day ?
_______  per day     _____ ounces tobacco per day



When did you stop smoking ?
_______
  How many years did you smoke ? ________

Alcohol
Do you drink alcohol ?   yes / no
What do you drink ?  
Beer   / Wines  / Spirits


How many units do you drink in a week ?
______________ units

One unit is equivalent to one glass of wine or half a pint of beer

Exercise
Do you exercise regularly ?

Describe ___________________________________



Once a day   /   Once a week   /  Twice a week   /   Three times a week

Carers
Are you someone’s carer?      yes  / no  : If so, is the person a family member?  yes  /  no.  If you have answered yes, is the person  a parent -  yes /  no.   Child  -  yes  / no.               Is the person a relative or friend  - yes  /  no. 

Is your caring shared with any agency?  yes  / no. If so what agency?  _______________ 

(a) If you are a carer do you consent for this information to be recorded?    yes  /   no.

(b) In order to share medical information with you about the person you are caring for, you will need their consent. Signing this document will be sufficient for both (a) and (b).

Name of person cared for :  __________________________  Date of birth:  __________

Address if different from above : _____________________________________________

Sign 





Signed : __________________  Date : ____________

………..Tear off here to keep the remaining information ……………………………………………………………….




Alcohol Advice 


Contact :  PRISM  Alcohol Advisor    01267 231 634  /  0781 666 0968


PRISM  Forestry House, Brewery Rd, Carmarthen.    9am  -  5pm :  Monday - Friday	








Carers Advice 


Contact :  Carers Project    Tel / Fax:   01267 236 436   Email : carers@cavs.org.uk


Ty Carwyn, 3 St Peters St, Carmarthen SA31 1LN.    9am  -  5pm :  Monday - Friday	





Smoking Advice 


Contact :  Glenda Morgan	Smoking Cessation Advisor  07980308684


NHS Direct Smoking Advice:    Contact   0800 1690169  7am  -  11pm :   7 days a week	
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