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PATIENT HEALTH SUMMARY SURVEY

In the interest of maintaining a comprehensive record of your health status we would appreciate your assistance in completing the following information:

Patient Name:  …………………………………………………………………………………………………..

Date of Birth:  ……………………………..		Marital Status:  ……………………………….

Occupation: ……………………………………………………………………………………………………

Best contact number: (preferably mobile for messaging)  ………………………………………………….

ALLERGIES 
Do you have any known allergies?
	
	☐	Yes
	☐	No



If Yes, what is it?:  ………………………………….	Reaction, if known:  …………………………

SMOKING
What is current smoking status?
	☐	Non Smoker
	☐	Ex Smoker (date ceased………..)
	☐	Smoker  - Approx How many a day ?.................


ALCOHOL
Do you drink Alcohol?
	
	☐	Yes
	☐	No



If yes, tick frequency
	☐	Never
	☐	Monthly or less
	☐	2-4 days/month
	☐	2-3 days/week
	☐	4+ days/week



On days when you are drinking what is the number of standard drinks consumed
	☐	
	1-2
	☐	3-4
	☐	5-6
	☐	7-9
	☐	10+



FAMILY HISTORY
Is your Biological mother alive?   Yes ☐        No ☐       
If no, what age did they Pass?.............         Cause of death?...........................................................................

Is your Biological Father alive?    Yes ☐        No ☐       
If no, what age did they Pass?.............         Cause of death?...........................................................................

Do you know of any immediate members of your family that have had any of the following if yes please identify who:

Asthma	      Diabetes 	heart disease 	Mental health 	Cancer or other :_________________________________
___________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have ticked any of these boxes please discuss further with your doctor.

CONSENT
Have you updated your consent for information relating to your appointments, results or investigations, collection and ordering of scripts and/or account details?
	
	☐	Yes
	☐	No



 If no, then please see the reception staff to update this information prior to leaving the practice today.


When you have completed this form please give it to your doctor who will arrange for your medical record to be updated with this relevant information. A copy of this form will also be filed on your record.
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