OAKVIEW PATIENT REGISTRATION

Date Registered:   ……………………….
Personal History                                 

Name:
…………………………………


Date of Birth:  ………………

Address ……………………………………


Ethnicity: ……………………..

………………………………………………..

Marital status …………………


Telephone No:  – Home: …………………………….
Mobile: …………………………..   

Occupation: …………………………………………   
Work: ……………………………
Past Medical History 

Details of previous illnesses/operations:

Do you suffer from any allergies?              If so,to what? ………………………………………..
Details of current medication:

Health  Status:

 Are you Smoker/Ex-Smoker/Never Smoked?
 Alcohol consumption per week  - ……….. ………………………………………..   

 Exercise per week  - ………………………………………………………………..

 Date of Last smear( women) -  ……………………………………………………..

Family History
Please state if any history of diabetes, heart disease or stroke in close family members under 60 years of age:
Do you care for someone who has a health problem?    
Do you have a Carer ?    YES/NO (If YES, please supply contact details) ………………………
……………………………………………………………………………………………….

Consent for communication by SMS Text Messaging / Email     -    Consent/Declined
Do you wish to have a HIV/Hep C  Blood test   -     YES/NO
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