MURRAYFIELD MEDICAL CENTRE
We would be grateful if you would fill out this short questionnaire. All information is given in the strictest confidence.

Your Name:  ​​​​​​​​​​​​​​​​​​​​​​​​_________________________________
Date of Birth:  _____________________

Address:  _________________________________________________________________________

Home Phone Number:  _______________​_______ Work Phone Number:  ​​​​​___________________ 

Mobile Number:  ___________________________

Personal History








Please give details
· Have you had any major illness or operations?
Yes  (  No  (
· What medication are you on?

· Are you allergic to any medication?

· Do you have or have you had any of the following:-

High blood pressure



Yes  (  No  (
Angina or a heart attack 



Yes  (  No  (
Cancer





Yes  (  No  (
Stroke 





Yes  (  No  (
Diabetes





Yes  (  No  (
Asthma 





Yes  (  No  (
Chronic bronchitis




Yes  (  No  (
Epilepsy





Yes  (  No  (
Underactive thyroid?



Yes  (  No  (
Regarding Children
Has the child had all its immunisations?

Yes  (  No  (
Adults

Are you:
Single  (          Married  (          Divorced  (          Separated  (          Widowed  (
What work do you do? _______________________________________________________________

When was your last anti-tetanus vaccine? ________________________________________________

Women
When and where did you last have a cervical smear? _______________________________________







Result:  _______________________________________

Have you suffered any broken bones since your 50th Birthday? _______________________________

Smoking

Do you smoke?
Yes  (  No  (

(Cigarettes  (     Pipe  (     Cigars  ()

If yes, how many do you smoke per day? ________________________________________________

If no, have you ever smoked?

Yes  (  No  (

When did you stop? ​​​​​​​​​​​​​​​​_________________

Alcohol

Please indicate your usual average weekly intake of alcohol 

(1 unit = ½ pint of beer; 1 glass of wine; 1 measure of spirits) ​​​​​​​​​​​​​__________________________(units)

Family History

Has a male relative had angina or a heart attack aged 55 or under?

Yes  (  No  (
Has a female relative had angina or a heart attack aged 65 or under?
Yes  (  No  (
Have either of your parents or any of your brothers or sisters had:

Familial hypercholesterolaemia?



Yes  (  No  (
A stroke?






Yes  (  No  (
Diabetes?






Yes  (  No  (
Cancer?






Yes  (  No  (
Carers

Are you the main carer for a relative or friend?

Yes  (  No  (
Thank you for your time.

Please bring the completed form to the surgery to register, with proof of identity and current address.
For Practice Use Only:-

Health Check Date: _______________________     Blood Pressure: ​​​​​​​​​​​​​​​​​​​​​__________________________

Urinalysis: _______________________________   Further Screening Given:
Yes  (  No  (
