' WAIMAIRI

MEDICAL
Waimairi Rd Family Medical Centre
New Patient Medical Questionnaire

FIRFRECBR

Please complete one form for each member of your family and hand back to reception

Name : DOB: / / Occupation
1. Do you have any, or have had any of the following medical problems?, or is there a family history of the
following:
Self | Family Self Family
Diabetes #&Rf& O O Yes | Blood clot Mk O Yes | O Yes
Yes
High blood pressure S 1i/E O O Yes Stroke O Yes O Yes
Yes
Heart disease or problems iESEZERFF | U O Yes | High cholesterol = B E &z O Yes | 0O Yes
0] 7R Yes
Heart Attack /0I5 -under 60yrs(60 % LLF) | O O Yes | Migraine Rk O Yes | O Yes
(circle one % i) -over 60yrs (60 LA ) Yes
Asthma B iy a O Yes | Epilepsy Ei/i O Yes |0O Yes
Yes
Other lung or respiratory disease/ problems | [0 O Yes Breast cancer ZLER#E O Yes O Yes
it 2K P 0% o 51 2 7R /[0) R Yes
Kidney disease or problems & &3 o) & O O Yes | Other cancer EthiZjiE O Yes | 0O Yes
Yes
Liver disease or Hepatitis FFEE AT % O O Yes | Eye problem BRE% D) 2R O Yes | O Yes
Yes
Bowel disease or problems 7 &3k 01 (W O Yes | Rheumatic Fever X;E# O Yes |0 Yes
Yes
Joint disease or problems, arthritis 3%z | O O Yes | Tuberculosis (TB) £51% O Yes | O Yes
P ves
Depression and/or anxiety {&RF/k £ /& O O Yes | EczemaiZ% O Yes | 0O Yes
Yes
Other mental health ilinesses E {th 5 f# % & O O Yes | Hay Fever fE¥3d 8! O Yes | O Yes
Yes

2. Do you have any other health, disability problems or inherited conditions? — please list
T A AR AT Ho A R R R AL, PR, BRORIBAR SRS ? 551

3. Please list any regular medications that you take (including supplements) i& 1|t AF-Aa] (1R 24 17 BT 456 7 D AR 254 (£
FEFAN R D

Have you had any operations? %4 fifiid A 2 O No#fi O Yesfi Ifyes, please list iiRA, iH551i
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4. Are you allergic to any medications? /L2545 8% ? O No¥s O Yes#H Ifyes, please list {154, 1551 H!

5. Do you smoke? &S ? O No ¥%H
O Yes# Ifyes, howmany/day ? WA, fREZDR?

If yes 11545 - would you like help to quit smoking 241 R4, 17 in] /R A8 B — b 355 Bl SR H e 2
O Yes & O No, thanks A, ifisf

Have you ever smoked ? /R ¥ &t fHi5? O No®fs O Yes# If yes, how much and for how long ? Wiif#
ik, TR T Z KA, BoRZ/bng?
or, when did you give up? 8%, &7 A BHEANHEFIVE 2

6. Do you drink alcohol?/& X5 ? O No#fs O Yes H
If yes, on average, how much per week and which type? ISR #A, &EREZ A, I FHFEE?

7. Do you have any substance abuse problems? &G TP IS ? O No W O Yesfi

8. Living Situation JE{E1%#: OAlone Sl OWith Family f15X A\ J&4% OFlatting A #1  OIndependent unit B 37 (1) ¥ ¢

9. Language/s: (if other than English) i& & (W12 )

Interpreter required? 7 EEIIRNL? O No, thanks A, il OYes 2, FH

Consent for family members to be given your medical information ?: O No AN [ & OYes [A&E
AR IATEE M RT3 BoF 7 45 T 2K g A S ?

10. When was your last Tetanus booster? & [ /T i 155 K J% 18 & % A LR ?

11. Are your childhood immunisations up to date?&7E )L A $T 4% 115 ? ONo# A OYes A O Don’t know A KIiE

12. Exercise: Do you exercise regularly? 45 Mz shiB s ? O No#%fi 0O YesH
What exercise do you do? {14 Mg shwe ?

13. Women: (those over 20 years & have ever been sexually active) 5% 20 % J DL _E () &%
When was your most recent cervical smear? 4 it — & i i i 2 2 A A g ?

Have you ever had an abnormal smear? % A3 A IEH 5 85k 45852 ONo %4 OYes 4 O Don't know A 15E

14. Women (those over 40 years old) i 40 & UL 121 Have you had a mammogram? %4 fifid 7. b5 X otk &g ?
O No#H O YesH

If Yes, when was your last mammogram? 184, &b —XKHKIFL G X ek 4 rHE

Signed: Date:
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