QUESTIONNAIRE FOR NEW PATIENTS AT THE
GENERAL PRACTICE BRINKGREVEN 
MEDICAL CENTER

Persoonsgegevens
	Last name:		
	

	Prefixed:
	

	First names initials:
	

	Given name:
	

	Seks:
	0 male 
0 female

	Addition roomnumber, a, bis, etc
	

	Postalcode and City:
	

	E-mail adres:
	

	(Mobile) Phone:
	

	BSN nummer
	

	Date of birth:
	

	Place of birth:
	

	Nationality:
	

	Marrital status:
	

	Insurance and policynumber
	

	Emergency contact:
(name and telephone number)

	

	Details of previous general practitioner:
(name, address and telephone number)
	

	OPT-IN agreement YES/NO:
(National switching point, share data with hospitals and/or pharmacies in case of emergency)
	




Health and ilness

Do you have (or have you had) symptoms of:
0 diabetes
0 thyorid disease
0 lung disease
0 eating disorders, obesity
0 skin conditions
0 high blood pressure
0 liver of interstinal disease
0 kidnes disease
0 joint problems
0 sexually transmitted diseases
0 other serious illness, namely……….

Mental health

Do you have (or have you had) complaints of:
0 depression
0 anxiety
0 stress
0 eating disorder
0 other, namely ……………..

Have you ever been hospitalized or had surgery?
No
Yes, reason…………………………………………………………………………………………….
………………………………………………………………………………………………………………
Which hospital?...........



Are you currently being treated by a specialist/psychiatrist?

No

Yes, specialty
……………………………………………………………………………………………………………….
Reason:
………………………………………………………………………………………………………………
In which hospital?
………………………………………………………………………………………………………………..






[bookmark: _GoBack]Are you taking any medications? 
No
Yes, namely:

	1. 
	4. 

	2. 
	5. 

	3. 
	6. 




Are you hypersensitive (allergic) to:
0 Medicines, namely……………………………………………………………………………………………….
……………………………………………………………………………………………………………………………….
0 Certain foods or drinks, namely
……………………………………………………………………………………………………………………………….
0 Other substances, namely:
……………………………………………………………………………………………………………………………….
0 No


Do you smoke?

0 No
0 Yes, on average………………… cigarettes/cigars per day: 


Do you drink alcohol?

0 No
0 Yes, on average…………….. glasses per day

Do you use drugs of narcotics?
0 NO
0 Yes, specifically…………………………………………………………………………………………………….


Family history of illnesses. 
Which illnesses run in the family?

0 Diabetes. Who has…………………………………………………………………………………………………
0 High blood pressure:………………………………………………………………………………………………
0 Cardiovascular disease under 60. Who has:……………………………………………………………
0 Stroke of cerebral hemorrhage under 60. Who has………………………………………………
0 Asthma. Who has……………………………………………………………………………………………………
0 Kidney disease. Who has…………………………………………………………………………………………
0 Mental illness. Who has………………………………………………………………………………………….
0 Cancer. Type of cancer. Who has……………………………………………………………………………



LSP
It may be important for your data to be accessible to on-call colleagues and the GP out-of-hours clinic in emergencies. Your premission is required for this. Do you give premission for on-call GP’s, wheterh or nor at the our- of hours clinic, to access your data?

0 Yes

0 No

Deventer Hospital
It is important for your GO to be able to access certain medical data from Deventer Hospital, such as test results. This is only possioble with your permission. Do you give permission for this?

0 Yes

0 No

If you would like an introductory meeting, please tick thix box on the form
0 Yes



Data					Signature
