NEW PATIENT CONSULTATION
Please complete as much of this form as you can and bring to your appointment
	NAME:         ____________________________            DATE OF BIRTH:    ___________________
ADDRESS:  ____________________________
            MARITAL STATUS:  __________________
                     ____________________________            
TEL NO:       ____________________________              EMPLOYMENT:   _____________________ 


	Past Medical History:  (Including operations, injuries:

__________________________________________________________________________________
__________________________________________________________________________________


	Medications:  __________________________________________________________________________________
__________________________________________________________________________________


	Have you any children               Yes     No                               Do they stay with you    Yes      NO   

Do you care for anyone else     Yes     No

	
Family History:                                YES             NO

            ASTHMA

            STROKE

            HYPERTENSION

            MI / ANGINA
            DIABETES


	To be completed by nurse
HEIGHT:  ___________________________

WEIGHT:  ___________________________

BP:           ___________________________

URINALYSIS:  _______________________

	ALLERGIES:  _____________________________________________________________________
IMMUNISATIONS (INCLUDING TRAVEL VACCINES):  ___________________________________
PNEUMOCOCCAL WITHIN LAST 10 YEARS                      YES / NO
TETANUS WITHIN LAST 10 YEARS:                                    YES /  NO 

SMOKING STATUS:  ___________________ IF YES, DO YOU WISH TO STOP ______________

ALCOHOL INTAKE:  _____________________________________________________________

EXERCISE: _____________________________________________________________________



	
Female Patients only:

CERVICAL SMEAR HISTORY :   YES               NO              RESULT:  _________________________

CONTRACEPTION:  _________________________________________________________________

BREAST SCREENING:               YES               NO

NO. OF CHILDREN:  _________________________________________________________________
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