THE CoLERIDGE MEDIcaAL CENTRE
CANAAN WAY « OTTERY ST MARY « DEVON EX11 1EQ
Telephone 01404 814447 - Fax 01404 816716 « e-mail col eridgemedical centre@nhs.net

THIS INFORMATION WILL BE TREATED AS PRIVATE AND CONFIDENTIAL
Date COMPIEL EA........ooeee ettt e e
SUMAME.....oi oottt s ereereee s seeese s ere v sesserensssesisssneneeeens DATE OF BIFN oo e et

FOr@NAmMES..........oocoieceeee et eeeeees s eviseeeevnsiesenneneenns MAFTTAE STALUS ..co. ettt

PrevioUS NAMES..........c.coooiioer oot e s s i O CCUPAL TON...... s e s et et s e e s s s s s st

AAIESS.....oooee e ettt et ee et e et eta e et oo et et st aseet et a e e e2e e s eesess e eete2a st et et e e s et et et et e et et ens st s et eta st eraet s ena e e et era e entene
cererrneedPOSEICOAR.....oo e e

Telephone.........eceeeeeeeeee e ie e e ss s esnenneneniene IMTODII ettt e e e

EMail @I @SS.......ccooooveeecee ettt et

MEDICAL HISTORY Have you had any previous, serious or recurrent

Are you in good health?.............ccovieriiiiiiiic illnesses, accidents or Operations?.............ccccceveevrneeinnenenn

lliness/Accident/Operation Year Hospital (if appropriate)

Are you taking any mediCation?..............cceecvorierineinieiinnees

Medication Dose For how long?

How much alcohol do you drink per week and in what
0] 1 1 01T

How much do you smoke per day and in WA fONM?.........ouiiiiiii bbbt
Are YOU AllENGIC 10 @NYLNING?......e it b bbb b et e bbbt E e R s b bRkt n et n et

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



Page 2
IN THE CASE OF WOMEN:

1. How many children have YOU NA?.........cooiiiiiec ettt sttt st st e s et e s b et ebe st e b e s e ebe st ensetesresnens
2. Have your had a miscarriage or StlDIFTN?............ooi it
3. Are you on an oral contraceptive pill?............cccoev.n.e. I f yes, name of Pill..........ooiiiicee e
4. How long have you been taking the 0ral CONrACEPLIVE?........coi it sae e
5. Do you have an IUCD (coil) fitted?..........cc.cccervrrennn. If yes, when was it fitted?..........ccooiiiiiiin e
6. Have you had a breast check?  Doctor/Nurse Yes/No DAt €.
Mammogram Yes/No Dat ..o
7. Have you had a cervical smear test? Yes/No Dat ..o
PREVIOUS IMMUNISATION
Date Date Date Date
Whooping Cough MMR Measles Diphtheria
Polio Tetanus Rubella Others......ccovnreernnne

FAMILY HISTORY

It would be helpful to know if anyone in your immediate family suffers or has died from any of the following illnesses.
Please tick below:

Glaucoma | Angina | Diabetes | High Blood Pressure | Asthma | Thyroid Disease

FATHER

MOTHER

SISTERS/BROTHERS

CHILDREN

I f there have been deaths in the family from another cause please state below giving age and cause of death if
known:-

D0 YOU NAVE BNY QISADIIEY ...ttt b et b e bbbt bR b s b e R ee et e bt e Rt e Rt et b e Rt n et s e bt r e r st bt e nn e
Do you have any family Or SOCIAI PrODIEBMS?.........uuiiiiii e ettt et s e e be st e e e b e e be b eseeteebe b eseebe st e s ebesbe s eseeris
CURRENT

WeIght ..o HEIGNT ..o BlOOd GIOUP.......coeoveiveeeireeieieeecee e

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