
P L E A S E    C O M P L E T E    I N    B L A C K    I N K

IMPORTANT INFORMATION PLEASE READ CAREFULLY

IF YOU ARE ON REGULAR MEDICATION YOU NEED TO MAKE AN 
APPOINTMENT WITH THE DOCTOR TO OBTAIN YOUR NEXT PRESCRIPTION.   
AT THE TIME OF MAKING THE APPOINTMENT PLEASE LET THE 
RECEPTIONIST KNOW IT IS FOR A NEW PATIENT CHECK WITH THE DOCTOR. 
IF YOU HAVE A MEDICAL NEED AS WELL AS OBTAINING YOUR 
PRESCRIPTION, PLEASE ASK THE RECEPIONIST FOR A DOUBLE 
APPOINTMENT.

IF YOU ARE 40 OR OVER AND NOT ON ANY REGULAR MEDICATION WE 
REQUIRE YOU TO MAKE ANY APPOINTMENT FOR A NEW PATIENT HEALTH 
CHECK WITH NURSE KINGHAM.  PLEASE MAKE THIS APPOINTMENT AT THE 
RECEPTION DESK OR BY TELEPHONING 01249 713019
-----------------------------------------------------------------------------------------------------------------------

------------------

FULL NAME:
……………………………………………………………………………………………

ADDRESS:
……………………………………………………………………………………………

ETHNIC ORIGIN:  
………………………………………………………………………………………………

SEX: M/F DATE OF BIRTH:  …………………………
TEL NO:  ……………………….……….

NAME, ADDRESS OF NEXT OF KIN:
………………………………………………………………………..

………………………………………….……………………..

TEL NO:  …………………………………

PERSONAL HISTORY

PRESENT OCCUPATION:
………………………………………………………………………………
ARE YOU: Single/Married/Remarried/Separated/Divorced/Widow/Widower

Children:  Please list giving name and year of birth:

1)  …………………………………………….
2) ……………………………………………….
3)  …………………………………………….
4) ..………..……………………………………..

Do you smoke? (Please circle)   Yes / No      

If ‘yes’ how many cigarettes per day   ………………..….. or, oz, tobacco per week  
………………..



If ‘No’ have you ever smoked?  (Please circle)   Yes / No     
If “Yes” when did you stop? ………………...

When you were smoking, were you a Light smoker/Moderate smoker/Heavy smoker 
(Circle as appropriate)

Alcohol intake per week (units)  
…………………………………………………………………………….

Weight:  ………………………………………………….   

Height: ……………………………………………..........

HEALTH HISTORY

Please list any serious illnesses, accidents, operations or disabilities you have had:

Approx year
………………………………………………………………………………………….................
………………………………………………………………………………………………………
………………………………………………………………………………………………………
........................................................................................................................................

Do you take any medicines regularly?

If so, please list below:

………………………………………………………………………………………………………

………………………………………………………………………………………………………

………………………………………………………………………………………………………

Are you a Carer?  (Please circle)   Yes / No      

If Yes:  Who do you care for?  Relationship:

 ………………………………………………………………..



FAMILY HISTORY

Have any close relatives suffered from the following?
If ‘Yes’ please specify who:

Heart attacks  …………………………….............................  
Diabetes  …………………………………………………........
High blood pressure  …………………………......................
Stroke  ……………………………………………………….....
Hereditary disease  ……………………………..................... .
Any other serious disease  …………………………………..

Please do not complete this section – this will be completed by the doctor should 
you require a new patient check.

DATE SEEN: ……………………………………………………………………………………

Blood pressure reading: Systolic ………………………………

Diastolic:  ……………………………

Smoking advice given: Yes/No

Medical History Summary:  

Doctors Signature: ……………….....................


