Carryduff Surgery         
New Patient Information 

Date:


__________________________________ 

Family History

Ethnic Origin             
__________________________________
               Which of your blood relations have suffered from:-

Surname:

___________________Mr/Mrs/Ms/Miss

Heart Attack ____________
Cancer ________________

Forenames:

__________________________________

Diabetes  ________________
Asthma ________________

Date of Birth:
__________________________________

Stroke     ________________
Tuberculosis ___________


Place of Birth:
__________________________________

High Blood Pressure __________________

Address:
   
__________________________________

Other Serious Illness _________________



__________________________________

do you look after someone _________



__________________________________

does someone look after you ________
Occupation

__________________________________

Vaccinations
Tel No:          Home :  _______________Work:_____________

Which vaccinations have you had and when?

Mobile No

__________________________________

Polio :-

______________________

Email address            __________________________________                     
Typhoid :-

______________________



Cholera :-

______________________

HistoryAny serious illnesses or operations, X-rays or

BCG :-

     
______________________
similar tests and when?:-

Yellow Fever:-
______________________ ____________________________________________________

MMR :-

______________________
____________________________________________________        

Triple Vaccine:-
______________________


____________________________________________________
(Diphtheria, Tetanus & Whooping Cough)

What Medications are you taking?:- ___________________

____________________________________________________
For Female Patients Only
____________________________________________________
Have you had ?:-

Any allergies to medicines or anything else?:- _________
Any Children

Yes / No
Give Ages _______________

____________________________________________________
A Hysterectomy 
Yes / No
Date ____________________

How much tobacco or cigarettes do you smoke ?:- ______
Which method of Contraception are you using at present?

____________________________________________________
________________________________________________________

What regular exercise do you take? :- ________________
When was your last Smear Test ?  Date ____________________

___________________________________________________
 Result ____________________
 How much alcohol do you consume per week?:-
[image: image1.wmf](1 Unit = ½ pt beer, 1 glass wine or 1 measure spirits)
Wine _________  Beer ___________ Spirits _____________






For Surgery Use Only		Date 	____________________





Urine			     Glucose		            Albumin





BP	�	     Weight			Height
































