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New Patient Questionnaire for
newly arrived migrants in the UK
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Everyone has aright to register with a GP.
You do not need proof of address,
immigration status, ID or an NHS number to
register with a GP.

This questionnaire is to collect information
about your health so that the health
professionals at your GP practice can
understand what support, treatment and
specialist services you may need in
accordance with the confidentiality and data
sharing policies of the National Health
Service.

Your GP will not disclose any information you
provide for purposes other than your direct
care unless: you have consented (e.g. to
support medical research); or they are
required to do so by law (e.g. to protect other
people from serious harm); or because there
is an overriding public interest (e.g. you are
suffering from a communicable disease).
Further information about how your GP wiill
use your information is available from your
GP practice.

Return your answers to your GP practice.
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Section one: Personal detalls
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Full name: S PR
Address: e
Telephone number: oAl b ek

Email address:




Please complete all questions and tick all
the answers that apply to you.
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1.1Date questionnaire completed:

Al S 6 1.1

1.2 Which of the following best describes
you?

[1Male

[IFemale

[]Other

[IPrefer not to say
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1.3 Is this the same gender you were given
at birth?
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[ INo
[lYes msSS i ma i [
[IPrefer not to say

1.4 Date of birth: 1.4 g 5 )5

Date Month Year Jba sl g

1.5 Religion: e 1.5
[_1Buddhist e [
[ Christian e []
[IHindu s []
[]Jewish Gse [
[ IMuslim Oulue [
[1Sikh Sas [
[]Other religion alie pl [
[INo religion ore L

1.6 Marital status: :dali Cuziny 1.6
[IMarried/civil partner ey 80 date [
[_IDivorced aillhe []
[Jwidowed os [

[INone of the above

1.7 Sexual Orientation:

[1Heterosexual (attracted to the opposite
sex)

[ JHomosexual (attracted to the same
sex)

[IBisexual (attracted to males and
females)

[1Prefer not to say

[]Oother
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1.8 Main spoken language:
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[]Albanian [ ]Russian

[] Arabic [ Tigrinya

[ Dari [_]Ukrainian
[]English [JUrdu
[IPersian []Vietnamese
[1Other
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1.9 Second spoken language:
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[]Albanian [] Russian
[] Arabic [ Tigrinya
[1Dari [1Ukrainian
[1English [JUrdu
[IPersian []Vietnamese
[1Other [ INone
1.10Do you need an interpreter?
[ INo
[lYes
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1.11Would you prefer a male or a female
interpreter? Please be aware that
interpreter availability might mean it is not
always possible to meet your preference.

[1Male

[1Female

11 don’'t mind
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1.12 Are you able to read in your own
language?

[INo

[lYes

[11 have difficulty reading
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1.13Are you able to write in your own
language?

[INo

[lYes

L1 have difficulty writing
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1.14Do you need sign language
support?

[INo

[lYes
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1.15Please give details of your next of
kin and/or someone we can contact in an
emergency:
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Next of kin Sy agldaga
Name: b
Contact TRl b jle
telephone )
number: R
Address:
a‘)u.ﬁzl._i _)g\)d‘)\)j:u.a‘ a‘)w
(2012 A YL
Emergency contact (if
different) als
Name:
uﬂ:\ c‘)LA.fQ
Contact toed
telephone
number:
Address:

Section two: Health questions
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2.1Are you currently feeling unwell or ill?
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[INo B
ClYes [JaL
2.2Do you need an urgent help for your £l i (58 SaS 43 293 Caadl JSiie ) 1 LI 2.2
health problem? s [
[INo N
[ves

2.3Do you currently have any of the
following symptoms? Please tick all that

apply
[ ]Weight loss

..!,L;_)‘,Y;'IA)LCM/JJL«A"S/‘)L;JJ!}A{:LAJ
os o [
am [




[ICough isn 4y [
[[]Coughing up blood wld g [
[INight sweats ws Sawa [
[1Extreme tiredness it COSie [
[1Breathing problems « [
[JFevers e [
[IDiarrhoea S b S O[]
[1Skin complaints or rashes Jod v ass [
[1Blood in your urine g oss [
[1Blood in your stool e [
[ ]Headache a» [
[1Pain Cama g5 [
[]Low mood Gkl [
[] Anxiety p2€al U il hla 5 sl b e [
[Distressing flashbacks or Glsa dsie [
nightmares el JS@l J € 0 Sl al [
[1Difficulty sleeping S 5l oS Cin b ad 4 el 4 Bl [
[Feeling like you can't control your lse g [
thoughts or actions
[IFeeling that you want to harm
yourself or give up on life
[]Other

2.4Please mark on the body image the s o a8 ()l cox gt 55, 8R4

area(s) where you are experiencing your Ay Caedle i Gl (la ) S

current health problem(s)




2.5Do you have any known health 22 Glayd jsa 4S 51y el sadalidlid S LI2.5
problems that are ongoing? fadl
[INo » [
[lYes 4 [
2.6Do you have or have you ever had any | ol Gl falaiala b ayjla ) ) 3l 3l Sozn W26
of the following? Please tick all that apply 2 3 Cedle Gl Bl aS 1) (53 ) 5w
[ Arthritis ) O
[]Asthma [
[1Blood disorder sisa doal [
[1Sickle cell anaemia ISy 52 []
[ Thalassaemia ¥E [
[]cancer O [
[ 1Dental problems S adsie [
[IDiabetes abe [
[]Epilepsy gra [
[1Eye problems b edsae [
[1Heart problems e [
[1Hepatitis B @ [
[ 1Hepatitis C ol [
[LJHIV or AIDS SN (HIV) ssslz O
[ 1High blood pressure Yo oss i [




[IKidney problems

[ Liver problems

[JLong-term lung problem/breathing

difficulties

[IMental health problems
[]Low mood/depression
[] Anxiety
[JPost-traumatic stress
disorder (PTSD)
[1Previously self-harmed
[]Attempted suicide
[]Other

[[]Osteoporosis

[]Skin disease

[]Stroke

[JThyroid disease

[ Tuberculosis (TB)

[]Other
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2.7Have you ever had any operations /
surgery?

LINo

[ves
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2.8If you have had an operation / surgery,
how long ago was this?

[ In the last 12 months

[] 1 -3 years ago

[] Over 3 years ago
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2.9Do you have any physical injuries from
war, conflict or torture?

[ INo

[lYes
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2.10Do you have any mental health
problems? These could be from war,
conflict, torture or being forced to flee
your country?

[INo

[ves
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2.11Some medical problems can run in
families. Has a member of your
immediate family (father, mother, siblings,
and grandparents) had or suffered from
any of the following? Please tick all that

apply
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[ ]Cancer

[]Diabetes

[1Depression/Mental health illness
[JHeart attack

[1High blood pressure

[]Stroke

[]Other
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2.12Are you on any prescribed
medicines?
[INo
[Yes —please list your prescribed
medicines and doses in the box below
Please bring any prescriptions or
medications to your appointment

Name Dose
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2.13Are you worried about running out of saiyl 4tea i 3 la gy cpl b plad o b0 W 2,13

any these medicines in the next few I K

weeks? s [
[INo £ [
[lYes

2.14Do you take any medicines that have | gawiic K& aS Wi cipas ) Sy Wl 2,14

not been prescribed by a health
professional e.g medicines you have
bought at a pharmacy/shop/on the
internet or had delivered from overseas?
[INo
[Yes —please list medicines and
doses in the box below
Please bring any medications to
your appointment

| Name | Dose |
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2.15Are you allergic to any medicines?

Ll Cuulua s Wl 2,15

I:‘ No BN
[ves 4 [
2.16Are you allergic to anything else? Ohi ae Jia) Sy Culua s S S Wl 2,16
(e.g. food, insect stings, latex gloves)? (OS3Y (38 o yda
[INo a0
[lYes N
2.17Do you have any physical disabilities T S a O by e AlsiB LT 2,17
or mobility difficulties? s [
[INo & [
[lYes
2.18Do you have any sensory 45 |y (59 )50 plai Lh] Sy Ja s YDA LT 2,18

impairments? Please tick all that apply

I:' No BN I:'
[IBlindness st [
[Partial sight loss i e gals [
LIFull hearing loss JaS s [
[]Partial hearing loss S i [
[L1Smell and/or taste problems lia U5 be e [
2.19Do you have any learning difficulties? fu s ol IS W 2,19
[INo s [
[lYes & [
2.20Is there any particular private matter | )i 4S 2 3gay wald apad gaagnll 2,20

you would like to discuss/raise at your
next appointment with a healthcare
professional?

[INo

ClYes
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Section three: Lifestyle questions
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3.1How often do you drink alcohol?




[ INever

[IMonthly or less

[12-4 times per month
[12-3 times per week

[14 or more times per week

There is 1 unit of alcohol in:

-

% pint glass of beer

-

1 small glass of wine

1 single measure of spirits
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3.2 How many units of alcohol do you drink in
a typical day when you are drinking?
[]o-2
[13-4
[]5-6
[17-9
[]10 or more
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3.3 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?

[INever

[Less than monthly
[1Monthly

[IWeekly

[JDaily or almost daily
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3.4 Do you take any drugs that may be
harmful to your health e.g. cannabis,

cocaine, heroin?
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[INever (<5 a8l pome sl San 48 | 5 p2he dse ]

L1 have quit taking drugs that might alo3 S

be harmful 4 [
ClYes

3.5Do you smoke? faniS o )& U135

[INever ciggn [

[]1 have quit smoking oS S5 o [
ClYes N

[Cigarettes B O

How many per day?

How many years have you
smoked for?

[]Tobacco

Would you like help to stop
smoking?

[JvYes

[INo

?l}) B J\Aajé\.%

Talod g0 Lg)\g_}.m Jl RYES

allas [
Tl e Sl S d)'iDdbe Ul
4l
[

3.6 Do you chew tobacco?
[INever
[ 11 have quit chewing tobacco
[ves
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Section four: Vaccinations
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4.1Have you had all the childhood
vaccinations offered in your country of
origin?
If you have arecord of your vaccination
history please bring this to your
appointment.
[INo
[lYes
[ 11 don't know
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4.2Have you been vaccinated against
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Tuberculosis (TB)? B
[INo N
[lves alaa []
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LIl don’t know

4.3Have you been vaccinated against
COVID-19?
[ INo
[lYes
[ 11 dose
[12 doses
[ 13 doses
[ IMore than 3 doses
[ 11 don’t know
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Section five: Questions for female
patients only

5.1Are you pregnant?
[INo
[ 11 might be pregnant
[ves
How many weeks pregnant are
you?
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5.2Do you use contraception?

[INo

[ves
What method do you use?
[1Barrier contraception e.g.
condoms, gel
[JOral contraceptive pill
[L1Copper Coil/intrauterine
device (IUD)
[JHormonal coil/Intrauterine
System (IUS) e.g. Mirena
[]Contraceptive injection
[]Contraceptive implant
[]Other
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5.3Do you urgently need any
contraception?

[INo

[ves
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5.4Have you ever had a cervical smear or
a smear test? This is a test to check the
health of your cervix and help prevent

cervical cancer.
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[ INo £ [
[lYes oS Sl 5 (5 jidin e Dl Wbl []
11 would like to be given more

information

5.5Have you had a hysterectomy
(operation to remove your uterus and
cervix)?

[INo

[lYes

pladl (an ) 4dlan 5 an ) LIN 3 Jac ) (S Jia LIB5

falsala
U
< [

5.6As a female patient is there any
particular private matter you would like to
discuss/raise at your next appointment
with a healthcare professional?

[INo

ClYes
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If there is something that you do not feel
comfortable sharing in this form and you
would like to discuss it with a doctor, please
call your GP and book an appointment.
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