General Health Questionnaire - January 2008

Name:  
Address: 

	HEALTH INFORMATION

	Height:

	Weight:

	Do you smoke?   Yes/no

Cigarettes/cigars/pipe/roll-ups

	If yes, how many per day?



	Have you ever smoked?   Yes/no
	If you have stopped smoking, give approximate date you stopped:



	We strongly recommend that patients do not smoke.  If you would like advice or help to give up smoking please speak to either your GP, nurse or enquire at reception for details of other local smoking cessation services.


	Do you drink alcohol?  Yes/no

	If yes, approximate units per week:

	Do you have any allergies?  animals/pollen/nuts/medication/other (please specify)


	What regular exercise do you take?



	CARERS

	Do you look after or support someone who is ill, frail, disabled or mentally ill?  Yes/no



	Are you looked after or supported by somebody because you are ill, frail, disabled or mentally ill?   Yes/no



	If you answered ‘yes’ to either of these questions, please ask a receptionist for our carer’s form.


	Signature:                                                                     Date:
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