FEMALE PATIENTS
Contact Details

Surname   __________________________________
  Forename _________________________________

DOB
    __________________________________ 
  NHS No    _________________________________

Address    _______________________________________________________________________________

E-mail 
    _____________________________________

Telephone __________________________________ 
Mobile ____________________________________
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I give my consent to be contacted by email/text
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Do you want to be included in the Summary Care Record? :
Yes 

No 
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Next of kin
Name _____________________________________
Relationship to you __________________________

Telephone _________________________________
Main Spoken Language
_____________________________________

Health Data
Height _________m     Weight ____________kg           Blood Pressure _____/_____       BMI __________

Urine Analysis

Protein   ____________
           Glucose ___________
             Blood _____________     

(HCA to do)


Alcohol ____________units/day


            Type of drink ______________________

Exercise

Mild         ______
            Type of exercise _______________________________




Moderate ______
            Type of exercise _______________________________

                                      Regular    ______
            Type of exercise _______________________________

Medication
Are you on any medication? If yes please specify

Name




Strength



How many times/ day




Allergies
Do you have any allergies to the following?
A). Hay fever
B) Medicine

Penicillin

Other
       ___________________________________
C). Other Products

Cosmetics

Nuts

Milk

Other
      ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​______________________________________
Operations
Have you had any operations?
Name of operation


Name of hospital


Approximate date

___________________

            ___________________                          ______________________

___________________                         ____________________                        ______________________
Contraception
Which type of contraception do you use?

PILL                    CONDOMS                       NONE    

OTHER

Gynaecology

Do you have any gynaecology problems?

Children
Please tell us if you have any children?      How many?  _____ Boys _______________ Ages







          ______ Girls _______________ Ages
Smear Information 
For Women aged between 20 and 64 years old
Date of last smear __________________

Result _________________________
Where was it performed?

A). at your last doctor’s surgery?             

B). Local family planning clinic? 

C). Abroad (if so which country)? ________________________

EITHER
I confirm that I have had my smear within the last 3 years. The approximate date of my last smear was 

________    Month    _____________Year    and it was normal.

OR
I confirm that I DO NOT wish to have my smear test, but will inform you if there is any change.

Signed __________________________


Date _________________________

Name in full ________________________________________
Hysterectomy (if applicable)
When? (Give approximate date)      ______________________

Where? (Name of hospital) 
     ________________________

If abroad please state where            ________________________

Do you require any further smears? _____________________
	Illnesses?
	Yes
	First diagnosed

(month/year)
	Medications

(if any)
	Which hospital are 

you under

(if any)
	Approximate date of last visit

to hospital

(month/year)
	Is there any family history in the following

	Asthma

	
	
	
	
	
	

	COPD

	
	
	
	
	
	

	
Do you use Home Oxygen?                  

Have you been hospitalised in an emergency for your breathing in the past 12 months? 
 
	

	Diabetes *

	
	
	
	
	
	

	Hypertension *


	
	
	
	
	
	

	Heart Disease *


	
	
	
	
	
	

	
Have you ever had a heart attack?                           When (give date) ___________________________
Have you had any heart operations?                        Which type?        ___________________________ 

Have you ever had a stroke?                                    When (give date) ___________________________

	

	CVA/ Stroke


	
	
	
	
	
	

	Epilepsy


	
	
	
	
	
	

	Cancer


	
	
	
	
	
	

	* Last blood tests for liver/cholesterol/kidneys? ______month _______year             if never, please ask for this TODAY 


	Do you suffer from any other major illnesses?

                                    Depression                           Thyroid                           Osteoporosis                           Other _______________________________




Alcohol Screening Questionnaire (Not for anyone under 16)
	Do you drink alcohol?      Yes                  No  

	Type of drink
	Quantity (In pints or glasses) / per week

	Lager / Beer (ABV 5%)
	

	Wine
	         Small _____        Large _____

	Spirit (25ml)
	


Please complete the following section before turning over
	Questions 
	0
	1
	2
	3
	4
	Your Score

	How often do you have 8  (men) / 6 (women) or more units on any occasion?
	Never
	Less than monthly 
	Monthly
	Weekly
	Daily or almost daily


	

	In the Last Year have you not been able to remember what happened when drinking the night before
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	How often in the last year have you

failed to do what was expected of

you because of drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	

	Has a relative /friend / doctor health worker been concerned about your drinking or advised you to cut down?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily


	


Please complete the Audit overleaf ONLY if you have a score of 3 or more
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Alcohol Users Disorder Identification Test (AUDIT)

. S(oripg System
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Patient consent for email communication
I understand that I choose to make use of the email communication service with Dr Curran and Partners, Manor Health Centre, London SW4 6EB
I confirm that I have had explained to me how email communication works and the type of communication that can take place via email. 
I would like to communicate with Dr Curran and Partners by email. I understand that internet email is not a secure medium. I understand that there is a possibility that my emails and the responses could be intercepted and read by someone else. I will bear this in mind in deciding how much information to seek and how much information to disclose by email. I understand that if I require urgent clinical advice or attention I should contact my GP.
My email address for communication is: …………………………………………………
This is my email address
This is the email address of a nominated person
Name of nominated person (if applicable): ……………………………………………….
Relationship to patient (if applicable): ……………………………………………………..
Patient’s name: ……………………………………………
Date: _ _ / _ _ / _ _ _ _
Patient’s signature: ………………………………………………………………………….
On behalf of Dr Curran and Partners
Name: __________________________ Date: ___________________
Position: _________________________ Signature: _______________
ETHNICITY


�
�
WHITE�
CODE�
BLACK OR BLACK BRITISH�
CODE�
�
British�
A�
Caribbean�
L�
�
Irish�
B�
African�
M�
�
Any other White background�
C�
Any other black background�
N�
�
MIXED�
OTHER ETHNIC GROUPS�
�
White and Black Caribbean�
D�
Chinese�
O�
�
White and Black African�
E�
Any other ethnic group�
P�
�
White and Asian�
F�
NOT STATED�
�
Any other mixed background�
G�
I do not wish to state my ethnicity�
Z�
�
ASIAN OR ASIAN BRITISH�
�
�
�
Indian�
H�
�
�
�
Pakistani�
I�
�
�
�
Bangladeshi�
J�
�
�
�
Any other Asian background�
K�
�
�
�
 





Smoking Data


�
�



Never Smoked


�
�



�
CURRENT SMOKER�
EX –SMOKER (date)�
�
Cigarettes (per day)


�
�
�
�
Roll ups (0z per week)


�
�
�
�
Cigars (per day)


�
�
�
�
Pipe (0z per week)


�
�
�
�



I WOULD LIKE HELP & ADVICE TO GIVE UP SMOKING�
�
 























Y





N





Y





N





Y





N

















Y





N





Y





N





Y





N





Y





N





Y





N























Y





N





























Carer Details


Are you a carer? 		Yes	�		No	�


Do you have a carer?		Yes	�		No	�


Carer Name	___________________________	Telephone 	________________________






















