DEVON SQUARE SURGERY MEDICAL HISTORY
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PLEASE COMPLETE THE FOLLOWING IF YOU ARE A WOMAN


CHILDREN  -  VACCINATIONS  (Tick box if has had vaccination and date if known)
	Triple                            (1)                                             (2)                                          (3)

	MMR                            (1)                                              (2)

	Pre-School Boosters


We ask that all newly registered patients over the age of 11 years have a health check with the practice nurse. Please telephone or make your appointment at reception.

If you have children under 5 years old please bring their red books with you to the health check for us to update their records.

Surname						First names





Address				





																					Home Tel. No.


Postcode						Work Tel. No.


							Mobile No.


							E-mail.


Emergency Contact


Name					Relationship			Contact No.








Date of Birth						Town and Country of Birth





Ethnic Categories (circle one letter only)





WHITE	A- British			B- Irish				C- any other





MIXED	D- White and black Caribbean	E- White and black African	F- White and Asian	G- Other Mixed





ASIAN or		H- Indian	J- Pakistan	K- Bangladeshi			L- Other Asian 


ASIAN BRITISH





BLACK or 		M- Caribbean	N- African	P- Other Black background


BLACK BRITISH





OTHER  ETHNIC	R- Chinese	S- any other	Z- not stated


GROUPS





First Spoken Language:  





Occupation





Serious Illnesses (please list)





Are you under the ongoing care of a hospital specialist for any medical conditions? 


If so please make an appointment to see your GP.





Previous Operations/Hospital admissions/Broken Bones





Disabilities (please give details)





Current medication (please list all prescribed and Over The Counter medication taken or include repeat prescription list)
































Allergies





Date of last tetanus / known immunisations





Have you any family history of: (please circle and state their relationship to you)





High blood pressure / Diabetes / Cancer / Heart attack / Stroke / Asthma








Do you care for someone who is elderly / disabled / or has special needs? (please give details)





What is your: 		Height			Weight			Blood pressure





Do you smoke?	Yes / no		If yes- how many a day?


						If no – how long have you been a non-smoker?





Do you drink alcohol?		Yes / no	If yes – how many units a week?


							If no – have you drunk in the past?


(1 unit = ½ pint of beer / 1 small glass of wine / 1 small measure of spirit)





Do you do any exercise?		Yes / no		How many times/week?





Do you have a drug related problem?		Yes / no


(Please give details)		





Date of last smear?					Normal?  	Yes/no





Current method of contraception





Number of children?


Please give ages:


Schools attended:








