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WELCOME TO EGLWYSBACH MEDICAL PRACTICE 

 
We would be grateful if you could complete this form to help when we first see you. 

 

Date: ___________________  

 

Surname:  Mr/Mrs/Miss/Ms/Other (please state): ____________________________ 

 

First names:  ________________________________________________________ 

 

Date of birth:  ________________            

 

Telephone number:  _______________    Mobile______________________ 

 

Please describe your ethnic origin (delete as appropriate): 

 

White  /  Black or Black British  /  Asian or Asian British  /  Chinese  /  Mixed other ethnic group 

 

Do you have any religious or cultural beliefs that may affect your treatment? If so, please specify? 

 

                                       

 

Occupations or previous occupation if not in employment:          

 

Adults only: - Do you have a carer?    YES/NO    

 

Carer’s name:     _____________________    Carer’s telephone number: _______________________ 

 

Carer’s address: ____________________________________________________________________ 

   

Are you a carer? YES/NO 

 

If Yes please give details of the person you are caring for:  

 

_________________________________________________________________________ 

 

 

1. Please list any regular treatment including contraception (please attach any repeat prescription 

 slips from your previous Practice): 

 

               

 

               

 

               

 

2. Please list any allergies to medicines, etc. 
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3.    Please give details of any past illnesses (including Asthma, COPD, High Blood Pressure,  

Diabetes, Heart Disease, Stroke, Jaundice, Epilepsy, Rheumatic Fever, Thyroid Disease, Kidney 

Disease, Depression, Mental Health Problems etc), and any surgical operations 

 

               

 

               

 

               

 

 

 

4. Please give details of any illnesses, which run in your family (Mother, Father, Brother or 

 Sister), e.g. Heart Disease, High Blood Pressure, Stroke, Thyroid Disease, Diabetes, Asthma, 

 etc (please state): 

 

               

 

               

 

 

6. a. How often do you take exercise? 

 

               

 

 b. What exercise do you take?  i.e. walking, running, cycling, squash, etc 

 

               

 

7. a. Are you a smoker / ex-smoker / never smoked (delete as applicable) 

 

Smoking causes serious damage to health. If you are a smoker and want to give up smoking, please 

contact  ‘STOP SMOKING WALES’  on 08000852219 or alternatively speak to your local pharmacy who 

may operate a community pharmacy smoking cessation service. You can also discuss ways of giving up 

smoking when you consult any doctor or nurse in the surgery.  

 

   

 b. How much alcohol (in units) do you drink per week?  

  (1 unit of alcohol= ½ pint of beer/lager, 1 glass of wine or spirits)    

 

               

 

Thank you for your help. 

 

FOR DOCTOR USE ONLY 

 
Consultation: 
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