We wish to avoid long term health problems and have support available to help you make changes which will be beneficial to your health.   Please complete this form and return it to the receptionist.   All replies will be treated with confidentiality.

Please also make an appointment for a general health check which is required before registering with our Practice.

Date:





Date of Birth:

Surname:





Mr/Mrs/Ms/Miss


Sex M/F

Forename(s):




Occupation:

Maiden Name:




No. of dependents:

Marital Status:




Next of Kin:

Ethnic Origin:




Tel: Home:

Address





Tel: Work:







Mobile:

MEDICAL HISTORY

Illnesses, Operations or Disabilities:


Have you ever suffered from:

Date 

Details



Epilepsy




Y/N







Sight Problems: Glaucoma


Y/N







High Blood Pressure


Y/N








Diabetes




Y/N







Heart Attack



Y/N







Stroke




Y/N







Asthma/Eczema/Hay Fever


Y/N







Cancer




Y/N







Thyroid Problems



Y/N







Depression



Y/N



FAMILY MEDICAL HISTORY:

Have any close relatives (including Grandparents) ever suffered from:

Heart Attack


Y/N

Cancer




Y/N

Stroke



Y/N

Epilepsy




Y/N

High Blood Pressure

Y/N

Thyroid Problems



Y/N

High Cholesterol


Y/N

Asthma




Y/N

Diabetes



Y/N

Glaucoma



Y/N

Eczema



Y/N

Depression



Y/N












P.T.O.

LIFESTYLE:

Do you smoke



Y/N

Do you drink


Y/N

How many per day





How much on average per week

Have you ever smoked?


Y/N

Pints

When did you give up?


Y/N

Measures of Spirits

Do you exercise?



Y/N

How many times per week?

MEDICATION:

Do you currently take any drugs or contraceptive pills?
Y/N

Name of Medicine:



Dosage:                                                                                   

Are you allergic to any tablets or substances

Y/N

If yes – which ones?


VACCINATIONS

Have you ever had a full course of Tetanus vaccinations





Y/N

When was your last Tetanus booster?

Have you ever had a Polio vaccination







Y/N

When was your last Polio booster?

WOMEN ONLY:

Have you had a cervical smear?


Y/N

When?




If yes, where was it taken?

Have you ever had abnormal smears?


Y/N

When?




If yes provide details of treatment?

Have you had a Hysterectomy?


Y/N

When?




If yes, what was the reason?

Have you ever had a Mammogram?


Y/N

When? 





