
 

BRENTFORD GROUP PRACTICE 

NEW PATIENT HEALTH QUESTIONNAIRE 

To register with Brentford Group Practice please complete this questionnaire as fully as possible. The information 

will help the doctor to make an initial assessment of your health which will help in your future treatment.  

Surname: …………………………………………………………. Forename(s): ……………………………………………………..…………  
 
Address:……………………………………………………………………………………………………………….………………………………….. 
 
Date of Birth: ………………………………………Home tel: …………………………………Mobile: ………………………………………  
 
Ethnicity – Please circle:- 
White British    White Irish    White European    
Indian/British    Pakistani/British   Caribbean    
African    Chinese    Other 
 
Are You a Carer? YES/NO Does Someone Care for You?  YES/NO 
 
Next of Kin: ……………………………………………………….  Relationship: …………………………….………………………………… 
 
Address and Tel. No (if different from your own) ………………………………………….……………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………….. 
 
Allergies: ………………………………………………… Medication:  ……………………….……………………………………………… 
 
………………………………………………………………………………………………………………………………………………………………… 
 
 
If you have any medical conditions or are on regular medication, please make an appointment to 
see the doctor.  This is to ensure that these details are entered correctly onto the computer record. 
 
 
Family History – please give details below:- 
 
   Relationship to You   Age at Onset 
Heart Attack 
Stroke/TIA 
Asthma 
Diabetes 
High Blood Pressure 
Epilepsy 
 
Smoking History: 
I have never smoked 
I have given up smoking and I stopped on ………. (date) 
I smoke ………….. (number of cigarettes/cigars/pipes per day) 
 
 
 
 
 
 
 
 



 

FAST ALCOHOL SCREENING TEST (FAST) 
1 drink = 1/2 pint of beer or 1 glass of wine or 1 single spirits 
 
SCORING 
 
0 – NEVER 
1 – LESS THAN MONTHLY 
2 – MONTHLY 
3 – WEEKLY 
4 – DAILY OR ALMOST DAILY 
 
 
QUESTIONS 
 
How many drinks do you have on average in one week?    No………… 
 
How often do you have 8 drinks (male)/6 drinks (female) or more on one occasion?  Score:   
 
 
ONLY ANSWER THE FOLLOWING QUESTIONS IF YOUR ANSWER ABOVE SCORES  
2-4. 
 
 
How often in the last year have you not been able to remember what happened when drinking the night before?  
Score: 
 
 
How often in the last year have you failed to do what was expected of you due to drinking?  Score: 
 
 
Has a relative/friend/doctor/health worker been concerned about your drinking or advised you to cut down?  
Score: 
 
 
IF YOUR TOTAL SCORE IS HIGHER THAN 3, PLEASE MAKE AN APPOINTMENT TO SEE A DOCTOR OR 
NURSE FOR ANY HELP AND ADVICE YOU MAY NEED. 
  
 
 
 
 


