	Drs Tangney,  McGlynn, Weir & MacMillan 
Glen Mor Medical Practice
Fort William Health Centre, Camaghael
PH33 7AQ
Tel:  01397 703773          Fax: 01397 701068
	Date:______________

	Personal details

Surname:                                                Maiden Name:                                        
First Name:                                             Marital Status:                                        
Date of Birth:                                           Sex:                       

Address:                                                  Home Telephone:                                  
                                                                Work Telephone:                                   
                                                                 Occupation:                                          
                                                                                                                               

                                                                 Tick if in receipt of a War Disablement 

Postcode:                                                  pension     (  Date awarded ________   

	General History

Serious illnesses or operations (including childhood infections)

Date                           Illness / operation

                                                                                                                       

                                                                                                                       

                                                                                                                       

                                                                                                                       

                                                                                                                       
                                                                                                                       
Please list any allergies to medicines etc.                                                     

                                                                                                                       

Please list any medicines you are currently taking.

Medicine                               Strength and dose (i.e. how many mg/ ml how often)

                                                                                                                            

                                                                                                                            

                                                                                                                            

                                                                                                                            

                                                                                                                            

                                                                                                                            

                                                                                                                            


	Family History

Which of your blood relatives have suffered from the following?

Heart attack:                                            Cancer:                                               

Diabetes:                                                 High Blood Pressure:                          
Asthma:                                                   Stroke:                                                 
Glaucoma:                                            

Other serious illness (please state which):                                                          

	Immunisations

Which immunisations have you had?  Please give dates where you know them.

                                                                 Yes   No   Unsure   Date (if known) 

Diphtheria                                                 (    (    (                                  

Tetanus                                                    (    (    (                                  
Whooping Cough                                     (    (    (                                  

Polio                                                         (    (    (                                  
MMR                                                        (    (    (                                  
Rubella (German Measles)                     (    (    (                                            

Diphtheria booster                                   (    (    (                                                  

Polio booster                                           (    (    (                                                  

Tetanus booster                                      (    (    (                                   

Typhoid                                                    (    (    (                                                  

Other:                                                                                                                  

	Consent
Some of your medical information will be shared with doctors who are not necessarily at this practice so that your allergies, regular medications and significant medical problems will be available should you require help outwith normal surgery times.  Please tick here if you 
DO NOT CONSENT to sharing this information.  (

	Lifestyle

Smoker status:   Never smoked (   Ex-smoker since:                            

Current smoker,                per day
Alcohol consumption (units per week)                    

(1 unit = single pub measure spirit, 125ml glass wine or half-pint of beer)

I take exercise which gets me out of breath

Never  (    Rarely  (     Once a week  (   3 times a week or more  (

	For Female Patients only

How many pregnancies have you had?               

Please give dates and outcome.  

Date:                               Outcome:                                                                              

Date:                               Outcome:                                                                              

Date:                               Outcome:                                                                              

Date:                               Outcome:                                                                              
Which method of contraception are you using at present?                                          

When was your last smear test?                                     
By whom?   Hospital                 GP                Other (please state)                                                                             


Baby jabs








