CANOLFAN FEDDYGOL CRWYS
CRWYS MEDICAL CENTRE

Patient Health Questionnaire
If you have come from abroad, please ensure you enclose a copy of your Passport / Visa

	Name:
	
	Date of Birth:
	

	Address:
	

	Tel No.:
	
	Mobile No.:
	

	Ethnicity:
	
	Main Language:
	

	Email:
	

	Occupation:
	

	

	Do you have a Carer?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 


	If Yes - Name
	

	Address of Carer:
	
	Contact number:
	


	Have you ever served in the Armed       YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

Forces? Please tick and give 

details of service.
	


	Do you have a sensory loss?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

	Please state:



	Do you have a communication disorder?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

	Please state:



	Do you have any special needs when accessing our services?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

	Please state:




LIFESTYLE

	Height
	
	Weight
	

	
	
	
	

	Do you Smoke?
	Never Smoked  FORMCHECKBOX 

	Ex Smoker  FORMCHECKBOX 

	Date Stopped:



	
	Smoker             FORMCHECKBOX 

	Amount per week?
	

	
	
	
	

	Do you drink alcohol?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 



	If Yes how many drinks PER WEEK
	
	

	Please state:  3 pints, 1 bottle of wine, 3 whiskeys etc



Do you suffer from any of the following: 

(a) ASTHMA  FORMCHECKBOX 
   DIABETES  FORMCHECKBOX 
   EPILEPSY  FORMCHECKBOX 
   

HIGH BLOOD PRESSURE  FORMCHECKBOX 
   CARDIAC PROBLEMS  FORMCHECKBOX 

      (b) Have you had any serious illnesses or operations?


……………………………………………………………………..……………

      (c)
Are you under hospital / out-patient care? ………………………………...

      (d) Allergies: ……………………………………………………………………...

      (e) Medication: ……………………………………………………………….……


If you are on repeat medication, please attach a copy of your repeat slip

FEMALES – Date of last smear? ……………………………………………..

Thank you for your co-operation

Crwys Medical Centre, Wedal Road, Heath, Cardiff, CF14 3QX

Tel: 029 20 524140. Fax: 029 20 617066


