 SEQ CHAPTER \h \r 1Health Centre, University of Warwick
HEALTH INFORMATION FORM FOR ADULTS & CHILDREN 16 YEARS & OVER 
Paper records can take some months to reach us from your previous doctor in the UK.  

Please complete both sides of this form LEGIBLY IN CAPITAL LETTERS   - answer all questions if possible
Family Name:  ........................................................
Male?  /  Female?
First Name (s)  ...........................................................................

Date of Birth:
..... .....  / ..... ..... /  ..... .... .... ....   (Day / Month / Year)

Address at University
.................................................................




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




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

Mobile Phone No.
....................................................................

Residential Tel No:
....................................................................

E-mail address in UK   ...................................................................

Home/Parental address   .....................................................................

(Optional)

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




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

Tel No.:

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

University Course:     ............................................

Course Finish Date:
 ............................................
(Month / Year)

University ID Number:
_   _   _   _   _   _   _



	Ethnic Group

(please circle)
	Additional 

Information

	White
	

	Black Caribbean
	

	Black African
	

	Other Black ethnic group
	?

	Indian
	

	Pakistani
	

	Chinese
	

	Other Aisian ethnic group
	?

	Arab ethnic group
	

	Other ethnic group
	?

	Other ethnic, mixed origin
	?

	Ethnic group

Not given/refused
	

	Native Language
	


or
University Staff?
yes/no   

Dept:
......................................

HEIGHT:  (metric)
metres  ...................
or 
(imperial)
     feet ............       inches
..........


WEIGHT:  (metric)
kg
...................
or
 (imperial)
    stones..............   pounds
..........

DO YOU DRINK ALCOHOL?


Yes

/
No
(Please circle)
HOW MANY UNITS  OF ALCOHOL DO YOU DRINK / WEEK?
………………………………………

(One unit is equivalent to half a pint of beer, one glass of wine or a pub measure of spirits)




DO YOU SMOKE?
(Please circle)
Never smoked






Ex-smoker


How Many A Day?    ...............





Smoker


How Many A Day?    ...............

Smoking is detrimental to your health.  Smoking cessation advice and support is available at the Health Centre.
___________________________________________________________________________________________

WOMEN over 25 only - Please complete :

















(Please circle)



HAVE YOU HAD A CERVICAL SMEAR / PAP TEST?

Yes

No


WHERE / WHO TOOK IT?


GP


Family Planning Clinic

(Please circle)




Private 

Abroad 

DATE OF LAST SMEAR:

………………………………………………….

RESULT(Normal / Abnormal)
…………………
NEXT SMEAR DUE
…………………………….

Please complete next side:
HAVE YOU EVER HAD ANY OF THE FOLLOWING?

















Please tick & state Date of diagnosis/onset












ASTHMA  
-
Current  plus  using inhalers etc.

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



(please list medication below)


-
Childhood / Past (not using inhalers etc)
.............................

DIABETES
 - 
Insulin dependent



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

or

 - 
Non Insulin dependent


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





EPILEPSY
-






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



-Date of last seizure / fit?


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

TUBERCULOSIS






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


SERIOUS MENTAL ILLNESS




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

EATING DISORDERS





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


We offer a Health Check with one of our Practice Nurses to all patients when you register.

Important
-
 if you have any significant medical condition or medical history 
or 



-are on regular medication/contraception




or


-are over 30 years 

we strongly advise you to arrange a Health Check appointment with the Practice Nurse within the next month.

PLEASE COMMENT FURTHER ON THE ABOVE IF YOU WISH 
OR 

ON ANY OTHER SERIOUS HEALTH CONDITIONS  /  OPERATIONS YOU MAY HAVE HAD :

ANY ALLERGIES?
(Drugs / Foods etc)        …………………………………………………………………….

REGULAR MEDICATION:
Including contraception

Name of medication / contraceptive




Dose / Strength



Frequency
If you have not had a Health Check then, when you need your first repeat prescription for regular medication, please make an appointment with the doctor 2-3 weeks before your supplies are exhausted.  If needing contraception make an appointment with Nurse 2-3 weeks before the script is required.  Remember that when going home for vacation to request a repeat script in good time.

IMMUNISATIONS:


(With dates if known)


MENINGITIS C
………………………............   or 
MENINGITIS A + C   .........................................


MMR 1ST

........................................
MMR 2ND
........................................

I have read the above.  I confirm the information I have provided is a full and correct record of my medical history.

Signed:




Date:
