
Tower House Surgery  
New Patient Questionnaire  

Children Under 14  
 
 
 
 
 
 

Date Form Completed  
 
 
 
Name  
 
 
Date of Birth  
 
Address  

 

 
 
 
 
 
Medication  
Please list any prescribed medication you take.  
 
 
 
 
 
 
 
Please list any over the counter medication you take.  

 

 
 
 
 
 
 
Mother's Name  
 
Date of Birth  
 
Address  

 
 
 
 
Postcode  

 
 
 
 
 
 
 
 
Allergies  
Are you allergic or sensitive to anything, particularly  
medication?  
If so please give details  

 

 
 
 
Telephone Number  
 

 
 

Have you any medical problems at the moment?  
Father's Name  
 
Date of Birth  
 
Address  

 
 
 
 
Telephone Number  

Have you any special needs, disability, social problem, or  
other matter it would be helpful for your doctor to know  
about?  

Name of Nursery/Preschool/School attended  
 

 
 
 
 
 
 
 

Please turn over  



Medical History  

Do you suffer from any of these conditions?  Is there a family history of these?  

 
 
 

Asthma  

Diabetes 

Epilepsy  

Mental Illness/Depression  

Cancer  

High Blood Pressure  

Stroke  

Angina/Heart Attack  

Other  

 
Yes/No  

Your age  
at onset  

 
Relationship to you  

Their age  
at onset  

 

 
 
 
Please list any major illnesses, accidents or operations with approximate dates.  
 

 
 
 
 
 
 
 
 
 
 
 
 
Full Childhood Course including 2 doses MMR  
 
Primary Immunisations  
 

DTaP/IPV/Hib  
 
Pneumococcal  
 
Me n C  
 

Hib/MenC Booster  
 
MMR (13 months)  
 
Pneumococcal Booster  
 
MMR Booster (Pre school)  
 
Pre School Booster DTaP/IPV  

BC G  

 

 
 
 
 
 
 
 
 
 
Immunisations  

Ye s  

 
 
 
 
 
 
 
 
 
 
 

No  

 
 
 
 
 
September 2009 SG  Thank you for completing this form  


