
Database 
         Date: 

 
Title:   Surname:     Forename: 
 
Address: 
 
 
 
Date of Birth:      Religion: 
 
Country of Origin:      Tel No: 
 
     Single      Married     Divorced       Separated       Widowed       Living with Partner 

 
Previous Medical History 
What illness have you had in the past? 
 
Year  
 
 
 

Illness  

 
What operations have you had? 
 
Year  
 
 

Operation  

 
Exercise:   How often do you exercise? 
 
0 times/week    1 times/week  
 
2 times/week     3+times/week 
 
   
Alcohol: Alcohol Consumption   units/week 
 
 
Smoking: 
    Never smoked      Passive smoker 
  
Current Smoker      Ex-smoker 
 
Cigarette smoker                  per/day          Ex-cigarette smoker                 per/day  
  
Pipe smoker                           oz/week                     Ex-pipe smoker                           oz/week 
 
Rolls own                                oz/week                     Ex-rolled tobacco                        oz/week 
 
Cigar smoker                         per/day                      Ex-cigar smoker                          per/day 
 
 
Date stopped smoking: 
 
 
 
 
 
 
 



 
Family History     (Please tick as appropriate and state age when condition started) 
 

 Father Age Mother Age Brothers Age Sisters Age 
TB         
Diabetes         
High Blood Pressure         
Heart Attack         
Stroke         
Asthma         
Eczema         
Hay fever         
Migraine         
Depression         
Cancer         

 
Women Only 
Births 
Dates Complications Problems of delivery Birth Weight 
    
    
    
    
 
Have you ever had a smear test?           No                    Yes                 Date: 
 
Have you had German Measles (Rubella)? 
 
Have you been immunised against German Measles (Rubella)? 
 
Are you on the pill?                                      Name: 
 
Are you fitted with an I.U.C.D. (coil or loop)? 
 
Age when periods stopped? 
 
Current Medical Status 
              Height                                                                           Weight                                              
                                       

cm                            feet                                                   kg                           stones 
 
 
Do you have any medical problems at the moment? 
 
 
 
Have you any allergies? (Including drugs) 
What Allergies 
 
 

What happens 

 
Please state what tablets or medicines you take. 
 
Name Regularly Occasionally 
 
 

  

 
When was your last Tetanus injection? 
 
Have you had any problems that it might help your doctor to know about your 
personal life (your childhood, education, family, home life or accommodation)? 


