
MORAY COAST MEDICAL PRACTICE - NEW PATIENT QUESTIONNAIRE  

 
Please complete in full ALL of the “Application to Register with a Medical Practitioner” form that has 
been given to you AND ALL the sections that relate to you on this form.  We may not be able to properly 

register you on our system or trace your previous medical records without all the necessary information. 

 

Patient Details 

Full Name  Date of Birth  

Address  

Marital Status  

Home Tel No  

Mobile Tel No  

Previous 
Surname(s) 

 Male or Female  

 
Which ethnic group do you belong to? Please tick 

A. White      C.  Asian, Asian Scottish or Asian British 
 Scottish           Pakistani, Pakistani Scottish or Pakistani British 

 English            Indian, Indian Scottish or Indian British  

 Welsh            Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
 Northern Irish           Chinese, Chinese Scottish or Chinese British 

 British            Any other Asian background 

 Irish 
 Gypsy / traveller    D.  African, Caribbean or Black 

 Polish            African, African Scottish or African British 

 Any other white ethnic group         Caribbean, Caribbean Scottish or Caribbean British  
             Black, Black Scottish or Black British 

B. Mixed or multiple ethnic groups         Other black background 

 Any mixed or multiple ethnic group 
E. Other ethnic group 

Arab 
Other 

      F.   I do not wish to give this information 

 
Do you require the services of an interpreter? ……………………  If yes, please state language used………………………………………… 

Do you require the services of sign language? ……………………  Do you require Makaton sign language? ……………………………… 

Any known allergies:  

Current Medication: 
If you have a current repeat medication request form 

from your previous practice, please attach it to this form.  

Please note that you will need to make an 
appointment with a GP to receive your first repeat 

prescription – thereafter items may be ordered 
using the repeat prescription service. 

 

 

Previous Medical History – Chronic Illnesses 

Hypertension: Yes / No  CHD (Coronary Heart Disease): Yes / No 

Asthma / COPD: Yes / No  Stroke: Yes / No 

Diabetes: Yes / No  Epilepsy: Yes / No 

Heart Failure: Yes / No  Mental Health: Yes / No 

Cancer: Yes / No  Dementia: Yes / No 

CKD (Chronic Kidney Disease): Yes / No    

 

Smoking Status / Alcohol Consumption 

Smoker (please circle): Yes / No If yes, how many per day?: 

Alcohol Consumption: How many units per week?: 

 

Ex-Service / Dependant – Additional Details Required 

Name and Address of last civilian doctor:  

Last residential address before joining 
Service: 

 

 

Under 14s – Additional Details Required 

Name of Parent / Guardian:  

Two items for proof of identity need to be produced to accompany this form.  At lease one of these should be 
photographic (i.e. Passport, Driving Licence, Identity Card – Please note Bank/Visa Cards are not acceptable). 



 



 


