Name                                                                                       Date of Birth 

Address

Past Medical History: please circle any which apply to you. 
Diabetes

Hypertension

 HIV 
                 Heart failure          
Asthma

Thyroid disease
Depression
     Dementia

Epilepsy

Stroke


CKD
                 Rheumatoid arthritis 

Osteoporosis              Hepatitis infection       COPD                  Mental Health Problems 
Angina                        Heart attack                Atrial fibrillation 
Other:

Medication you currently take, including inhalers and ones you apply to your skin:
Allergies:
Date of  any previous pneumococcal vaccine:  

Date of  any previous shingles vaccine : 

Has either parent had osteoporosis or a hip fracture?  

Has anyone in your family had a sudden unexpected death? 
Have you ever served in the armed forces? 

Do you have any current concerns you would like to discuss with a GP?
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