	 Donaghadee Health Centre New Patient Information                    **PLEASE COMPLETE BOTH SIDES OF FORM**


                                                                                                       Family History
	Date:                                                                                             Which of your blood relations have suffered from:

	Date of Birth:






     Heart Attack:                                  Cancer:

	Surname:                                         Mr     Mrs     Ms    Miss       Diabetes:                                        Asthma: 

	First Name:                                                                                   Stroke:                                            Tuberculosis:

	Ethnic Origin:                                                                               High Blood Pressure:                                                                      

	Country of Birth:                                                                         Other Serious Illness:

	Marital Status:                                                                              Do You Look After Someone:

	Address:                                                                                       Does Someone Look After You:

	                                             

	Post Code:                                                                                   Vaccinations: (Children 6 & Under – Go to back of page)

	Home Tel:                                      Mobile:                                Which Vaccinations Have You Had and When:

E-mail:                                                                                        Cholera:                                           BCG:

Allergies :                                                                                   Yellow Fever:                                  MMR:


	                                                                                                      Triple Vaccine:(Diphtheria Tetanus & Whooping Cough)

	History : Have you had any serious illness or operations and when;                                                                                  

	

	

	Do you smoke  Y .or N.       If yes how many daily?                 For Female Patients Only      Have You Had:

	                                                                                                       Any Children: ( Yes ( No   Give Ages:((((((((

	How Much Alcohol Do You Consume Per Week:                     A Hysterectomy:  ( Yes ( No  Date:

	(1 Unit = ½ pt beer, 1 glass wine or 1 measure spirits)                                                                                                      D D   M M   Y  Y

	Wine (            Beer  (                Spirits  (                               When Was Your Last Smear Test:(( (( ((

	                                                                                                       Result:


                                                                                                                                                                                    (  Office use:       On Computer  Y or N  )                                                   Please Turn Over

	

	Donaghadee Health Centre New Patient Information


	Childhood Vaccinations Aged 6 and Under                                                


	INJECTION
	DATE GIVEN

	1ST DTP – POLIO – HIP
	

	2ND DTP – POLIO – HIP
	

	3RD DTP – POLIO – HIP
	

	1ST PCV
	

	2ND PCV
	

	3RD PCV
	

	1st MEN C
	

	2nd MEN C
	

	3rd MEN C
	

	HIB MEN C BOOSTER
	

	1ST MMR
	

	2ND MMR
	

	PRESCHOOL BOOSTER POLIO
	


	     What Medications Are You Taking


Name of medication                           Strength               Frequency                      Date When next required

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


