Telephone 02890618211                 THE HILL MEDICAL GROUP


	Name:
	Date of Birth:                      Place of Birth: 

	Address:
	Marital Status:

	
	Number of Children:
age/sex of children

	           Postcode:
	

	Telephone number:                  

Mobile number:
          
              Please tick this box if you are happy to receive text reminders
 Work number:                        
	1st Language spoken:               

Interpreter required Y/N 

	
	Ethnic origin:

	
	Occupation:

	Next of Kin name & number:
	Are you a carer Y/N    If yes who do you care for?



	Do you have any visual/hearing impairments that may require special assistance?     Y/N 

If yes what assistance is required? 


	Please list any previous illness, operations or accidents and dates if known:

	

	

	

	Immunisations e.g tetanus, polio etc

	


	Please list any allergies:

	

	


	Please list any current medication & dose  you are taking:

	

	

	

	


	Family Medical History:(please state any serious illness e.g. cancer, heart disease, stroke etc of close family members and your relationship )

	

	

	

	Have you or any member of your family had contact/involvement with social services?    Yes/NO 
please add details if you have answered yes to above:



	Height : 
	Weight: 
	Blood pressure if known: 

	Do you smoke?     YES/NO

	If so how what type and how many per day?

	If no: did you ever smoke?


	Would you like advice on stopping smoking?

	Do you take alcohol? YES/NO

	If so how much/often, what type eg beer wine etc 


FEMALE PATIENTS ONLY : Please complete if applicable
	Have you had a cervical smear?  Yes /No 

	If yes please state approx date:

	Have you had a mammogram?  Yes/No 

	If yes please state approx date:


Comments: 









