
  

                                                                                                                                              

T H E    C O L E R I D G E    M E D I C A L    C E N T R E 
CANAAN WAY  OTTERY ST MARY  DEVON EX11 1EQ 

Telephone 01404 814447  Fax 01404 816716  e-mail coleridgemedicalcentre@nhs.net   

THIS INFORMATION WILL BE TREATED AS PRIVATE AND CONFIDENTIAL 

Dat e Complet ed . ..  

Surname . .. Date of Birth ..

 

For enames .. Mar it al St at us

 

Previous Names . Occupat ion . 

Address

 

.Postcode .

 

Telephone

 

Mobile ..

  

Email addr ess

   

MEDICAL HISTORY

  

Are you in good health?.................................................................. 
Have you had any previous, serious or recurrent 
illnesses, accidents or operations?........................................ 

Illness/Accident/Operation

 

Year

 

Hospital (if appropriate)

          

Are you taking any medication?..................................................... 

Medication

 

Dose

 

For how long?

          

How much alcohol do you drink per week and in what 
form?..................................................................................................................... 

How much do you smoke per day and in what form?............................................................................................................................... 

Are you allergic to anything?........................................................................................................................................................................ 

The following chart shows amounts of exercise over a 4 week period.  Please tick the box that describes the amount 
of exercise you take in a month. 
Activity of 20 minutes Duration in previous 4 weeks Tick 
Vigorous On 12 or more occasions  
Moderate/vigorous On 12 or more occasions  
Moderate On 12 or more occasions  
Moderate/vigorous On 5-11 occasions  
Moderate/vigorous On 1-4 occasions  

None   

   

Please turn over page 
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IN THE CASE OF WOMEN: 

1. How many children have you had?..................................................................................................................................................

 
2. Have your had a miscarriage or stillbirth?..................................................................................................................................

 
3. Are you on an oral contraceptive pill?........................ I f yes, name of pill

 
4. How long have you been taking the oral contraceptive?.......................................................................................................... 

5. Do you have an IUCD (coil) fitted?............................. If yes, when was it fitted?.......................................................... 

6. Have you had a breast check? Doctor/Nurse Yes/No Dat e . .  

Mammogram Yes/No Dat e

 

7. Have you had a cervical smear test? Yes/No Dat e

 

PREVIOUS IMMUNISATION

  

Date

  

Date

  

Date

  

Date

 

Whooping Cough  MMR  Measles  Diphtheria  

Polio  Tetanus  Rubella  Ot her s ..  
FAMILY HISTORY

 

I t would be helpf ul t o know if anyone in your immediat e f amily suf f er s or has died f r om any of t he f ollowing illnesses.  
Please tick below: 

 

Glaucoma

 

Angina Diabetes High Blood Pressure Asthma

 

Thyroid Disease 
FATHER       
MOTHER       

SISTERS/BROTHERS       
CHILDREN       
I f t her e have been deat hs in t he f amily f r om anot her cause please st at e below giving age and cause of deat h if 
known:- 

........................................................... 

 

Do you have any disability?............................................................................................................................................................................ 

Do you have any family or social problems?...............................................................................................................................................

 

CURRENT

 

Weight .

 

Height

 

Blood Gr oup .

    

PLEASE BRING THIS FORM WITH YOU WHEN YOU ATTEND YOUR REGISTRATION MEDICAL 
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