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Questionnaire
It is useful for us to know some information about you before your next visit to see us
Please complete this questionnaire and return it in the freepost envelope provided

A family member, friend or staff member could help you. 

If you have any questions, please contact us on 01772 522751
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Personal Information



A000001
Name: __________________________
Address: ________________
Date Of Birth_____________________

What do you like to be called? _____________

Do you have a carer? (A carer is anybody that looks after you. They may be paid to do so, or they may be a member of your family) 

Name of carer: ____________


Their telephone number is: ____________

Your Health

Please tell us any medical conditions you may have e.g. Downs Syndrome, dementia, visual impairment, learning disability etc.
______________________________________________________

______________________________________________________

______________________________________________________

Please tell us below if there is a better day or time that you would like to come and see us

______________________________________________________

Do you dislike crowds/loud noises?

( Yes
( No
Do you need to wait in a quiet room prior to your appointment?

( Yes
( No
Your Communication

1. How do you communicate? Please tick

· I can speak without any problems

· I have some speech

· I do not have any speech

· I use Makaton

· I use BSL

· I use pictures or PECS

· I use gestures

2. How good is your communication? Please tick

· I can understand speech easily

· I can understand key words

· I can understand Makaton
· I can understand BSL
· I am not able to understand speech or sign

· I can lip read
3. Do you need letters/leaflets in an easy read format? (uses simple languages and pictures)
( Yes


( No

4. Would it be helpful if we speak slowly and use easy language in the appointment
( Yes
( No

Is there anything else we should know about how to support you with your communication needs? (how to communicate with me, how to help me understand things)
_______________________________________________________________

_______________________________________________________________
Mobility

5. Do you use a wheelchair to help you get around?

( Yes

( No

6. Are you or anyone at your home at risk of swallowing a battery or inserting it in their ear/nose? 

( Yes


( No

Likes and Dislikes

(Think about what upsets you, what makes you happy, things you like to do; things you like and dislike ie watch TV, reading, listening to music, meeting friends)
7. What are the things you like? 
____________________________________________________

____________________________________________________

8. What are the things you don’t like?
____________________________________________________

____________________________________________________
9. Please tick if any of the things below might be hard for you

( Someone looking in your ears

( Wearing head/ear phones

( Sitting still for about 10 minutes 
10. Is there anything else you think we should know before you come and see us?

____________________________________________________

____________________________________________________

Consent

11. Are you happy for us to share this information i.e. keep it on our hospital records?

( Yes

( No

Thank you

Please return this questionnaire in the freepost envelope provided
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