  STRATHDON MEDICAL PRACTICE
REGISTRATION SHEET

PRIVATE & CONFIDENTIAL





DATE:
_________________________

You have just joined our practice, and it may be some time before your records reach us.  To help us to give you the best possible care we would ask you to fill in one of these forms for each member of your family.

	PRESENT SURNAME


	ANY PREVIOUS SURNAME
	DATE OF BIRTH
	NUMBER OF CHILDREN

	FORENAMES


	MARITAL STATUS
	PREVIOUS GP 

(Name & Address)

	ADDRESS

Email:
	OCCUPATION - SELF
	

	TELEPHONE NUMBER
	Landline:

Mobile:

Other:
	OCCUPATION - PARTNER
	

	PREVIOUS ADDRESS



	Emergency Telephone Contact Number                       (please provide a local tel. No. of someone who could be contacted in an emergency situation.  In the case of a child please provide an alternative to that of the parents).

	
	

	PERSONAL MEDICAL HISTORY
Have you suffered from any of the following?

If so, please note details below.


	FAMILY MEDICAL HISTORY

Please note any conditions which run in your family

Please note any history of the following conditions in parents/brothers/sisters, etc.

	ASTHMA

HEART DISEASE

STROKE

HIGH BLOOD CHOLESTEROL

HIGH BLOOD PRESSURE

DIABETES

OTHER MAJOR ILLNESSES/OPERATIONS
	Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No
	ASTHMA

HEART DISEASE

STROKE

HIGH BLOOD CHOLESTEROL

HIGH BLOOD PRESSURE

DIABETES

GLAUCOMA (eye disease)
	Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No
	Relationship

	ADULTS ONLY

Date of last tetanus:  ____________________


	Have any of your close relatives suffered from heart disease (heart attack/angina, etc) before they were 60 years old?
	Yes/No

	PLEASE LIST ALL MEDICINES WHICH YOU TAKE (WHAT KIND, WHAT DOSE & HOW OFTEN)


	ALLERGIES


Please turn over

	SMOKING HISTORY

DO YOU SMOKE?       Yes/No
	If so, how many per day _______
	

	Have you ever smoked seriously in the past?
	Yes/No
	

	If so how many per day and when did you stop?
	How Many ____
	When stopped
	____________

	
	

	ALCOHOL INTAKE

DO YOU DRINK ALCOHOL?         Yes/No

If so, how many units in a week _________________

(1 pint of beer = 2 units, 1 measure of spirits = 1 unit, 1 bottle of wine = 7 units, 1 bottle of spirits = 30 units)

	

	EXERCISE & FITNESS

Please tick the box which best describes how much exercise you take.

	Exercise is physically impossible

Light exercise (once a week)

Heavy exercise (most days)
	




	Do not take any form of regular exercise

Moderate exercise (3 times a week)
	



	
	

	HOBBIES & PASTIMES


	Anything else? Please use this space to note any other important information about your health.

	
	

	WOMEN ONLY (Please list any pregnancies)


	LAST CERVICAL SMEAR (Please state WHERE, WHEN, BY WHOM and RESULT OF SMEAR IF KNOWN)

	
	Date or Year
	Live Birth, Miscarriage, etc
	Name
	

	1.
	
	
	
	HAVE YOU EVER HAD A BREAST SCREENING 

	2.
	
	
	
	EXAMINATION?  (Please state WHEN and BY WHOM)

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	ARE YOU USING ANY METHOD OF CONTRACEPTION?

	6.
	
	
	
	(Please note method)

	
	
	
	

	
	
	
	

	CHILDREN ONLY - IMMUNISATIONS
	

	
	Date Given
	By Whom

(GP/Other)
	
	
	Date Given
	By Whom (GP/Other)

	1st DT/DTP/Polio
	
	
	MMR
	
	

	2nd DT/DTP/Polio
	
	
	Pre-school/MMR
	
	

	3rd DT/DTP/Polio
	
	
	Booster DT+P
	
	

	1st Hib
	
	
	BCG
	
	

	2nd Hib
	
	
	Any other
	
	

	3rd Hib
	
	
	
	
	

	THANK YOU FOR COMPLETING THIS FORM.

	
	
	

	THIS SECTION IS FOR USE BY THE DOCTOR OR NURSE

	
	
	
	
	
	Urine

	Date
	Weight
	Height
	BMI
	BP
	Protein
	Sugar
	Blood

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Signature:  _________________________

Action Plan




