ISCA MEDICAL PRACTICE  NEW  PATIENT  REGISTRATION  FORM (Male)

 IMPORTANT -       

Have you ever been registered here, even temporarily, as a patient before?     Yes    No

Please tell us about yourself

Name……………………………………………..

Address…………………………………………………………………………………………………………..

Contacts:  Home……………………  Work…………………….. Mobile………………………………..

      e-mail……………………………………………………………………………..

Next of Kin:……………………………………………….   Contact No:……………………………

What is your job:………………………………………………………………

Are you allergic to anything?   Yes   No    If Yes, what?…………………………………………….

Do you have Asthma?     Yes   No

Have you ever smoked?  Yes   No



Are you a smoker now?   Yes   No    If Yes, how many per day?..................

Any serious health problems not resolved at present?   Yes   No

If Yes, please state………………………………………………………………………………………………

When did you last have a tetanus booster?…………………………………………

Are you a Carer?i.e., does anybody depend on you to care for them?   Yes    No

(Please ask reception staff if you are not sure)

Please tell us about your family history

Please tick any relevant boxes in the table below.


1

Nothing of significance
2

Heart attack before 60
3

Stroke before 60
4

Glaucoma
5

Diabetes
6

Serious Allergy
7

Other:

Please state

Father








Mother








Any brother








Any sister








Would you like your cholesterol measured?   Yes   No

(If there is a tick in either column 2 or 3 above we suggest it)

Thank you for your help

