Health Summary – Female
Date ……………………..




               GP …………………………….

1. PERSONAL DETAILS

Surname ……………………………………….….        Marital Status …………………………………..

Forename(s) ………………………………………        Date of Birth …………………………………….

Home Telephone No. …………………..…………        Occupation ………………………………………

Mobile Telephone No. ……………………………        Work Telephone No. ……………………………

2. YOUR MEDICAL HISTORY

Please list all serious or chronic illnesses, operations or disabilities (please continue on a separate sheet

if necessary)

Year





          Problem
……………………………          

          …………………………………………………….

……………………………          

          …………………………………………………….

……………………………


          …………………………………………………….

Have you or any of your relatives ever suffered from any of the following medical conditions?

If so, please give details of the relationship and the date of onset.

	
	Personal History/Onset
	Relatives’ History/Onset

	Heart Disease
	
	

	Stroke
	
	

	High Blood Pressure
	
	

	Diabetes
	
	

	Asthma/Hay Fever/

Eczema/Allergies
	
	

	Cancer
	
	

	Epilepsy
	
	

	Mental Illness
	
	

	Hypothyroidism
	
	


3. FAMILY HISTORY

If your parent(s) and/or sibling(s) have died, please state:

Relationship



    Age Died


Cause of Death
……………………………….....
    …………


……...………………………..

………………………………….
    …………


……………………………….

.....................................................
    …………


……………………………….










         Please turn over....../

4. DRUGS & MEDICINES

Are you taking any medicines or undergoing any treatment?




Yes/No

If yes, please give details below (please use separate sheet if necessary)

Name of Medicine


Dose



How often taken?

...............................................

…………………………..
………………………….

……………………………...

…………………………..
………………………….

………………………………
             …………………………..
………………………….

………………………………
             …………………………..
………………………….

Are there any drugs or medicines that have upset you in any way?



Yes/No

If yes, please give details below (please use separate sheet if necessary)

Name of Medicine


Reaction

……………………………...

…………………………………………………………..

...............................................

…………………………………………………………..

5. IMMUNIZATIONS

Tetanus:  Have you had a full course or a booster?
     Yes/No      If yes, when? …………..

Polio






     Yes/No      If yes, when? …………..

Rubella





    
     Yes/No      If yes, when? …………..

6. GYNAECOLOGICAL HISTORY

Have you ever had a cervical smear? 


     Yes/No
Date/Result ………….

How many children do you have?


      ……....

Have you ever had a miscarriage?


     Yes/No

Have you had a mammogram?


     
     Yes/No
Date/Result ………….

Are you using any form of contraception?

     Yes/No                 

If yes:
Pill Name :……………………………..


Coil: 
Date Fitted …………………….
                  Last checked ……………………….


Condoms:    Yes/No


Other: ………………………………….

7. LIFESTYLE INFORMATION

Diet:

Do you eat a healthy diet (high in fibre, low in fat, sugar and salt)?
       
Yes/No

Smoking:
Do you currently smoke?





       
Yes/No



If you smoke, how much do you smoke? …………………………………..



If you smoke, have you ever been given smoking cessation advice by your



doctor, or been referred to a specialist smoking cessation advice clinic?

Yes/No










If you do not smoke, have you ever smoked?



       
Yes/No

Alcohol:
How much alcohol do you drink per week? ………………………………...

Exercise:
Do you exercise regularly?





    
Yes/No

Do you care for someone who, as a result of a physical/mental illness cannot look after themselves?   Yes/No - if yes, for whom do you care? ………………………………………………………………….

If yes - May we have your permission to forward your details to Carers Bucks? (information available at reception)…………………………………………………………………Yes/No
Next of Kin (name, address and tel. no.) …………………………………………………….

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