FEMALE PRE-VISIT MEDICAL QUESTIONAIRE
Confidential – for medical staff only

Thank you for choosing Brighton Family & Women’s Clinic for your health needs. The team that keeps you well.
We would appreciate it if you would take a few minutes to complete the enclosed questionnaire.

(You may need to provide information or simply circle the correct answer in the space provided.  Additional space is available at the end of the form if required.  For clarity please print your answers.)

If you are unable to complete the form alone, please ask a relative or friend to help, alternatively our Practice Nurse will be pleased to assist you with completing the form.  Our Doctors require this information so that they can become familiar with your and your family’s medical history. Bring it with you when you next attend the Clinic.

We look forward to welcoming you as a valued patient at our clinic.

Doctors & Staff of Brighton Family & Women’s Clinic.

Date form completed:  
_____/_____/_____
Patient’s Name:

_____________________________
Date of Birth: _____/_____/_____

Address:

______________________________________________________


Phone:

___________________

Aboriginal or Torres Strait Islander (or descendent of):
Yes   /   No

Do you consent to your medical information being shared with a family member?:  Yes   /   No

If Yes, please nominate person:  
________________________________________________

Is there any family member you DO NOT want information shared with?:   Yes  /   No

If Yes, please name person:_______________________________________________________

Previous General Practitioner:
__________________________last seen on ________________

Address:
_________________________________________________




Phone:
_________________________

Who completed this form?:

Self
/      Other

If Other, Name & Relationship to patient:
___________________________________________




Phone:
___________________








Pre-Visit Questionaire Cont’d

A.        YOUR BACKGROUND:
With whom are you living: _________________________________________________________

Marital Status: ____________________________


Occupation(s):______________________________      Retired Y / N
(incl. Home duties; Office work; Student etc)

Do you smoke?
Yes  /   No
If Yes, how many ______ per day; for how many years ________

If you quit smoking, when did this occur?: ___________

Do you drink alcohol?:
Yes  /   No      If yes, how many standard drinks per day?
	
	Daily
	
	Weekly
	
	Monthly
	
	Rarely
	
	Never


B. ALLERGIES:

Do you have any known allergies?:
Yes  /   No

If Yes, please list the medication or food & type of reaction you experience:

(eg: penicillin   -   rash)
___________________________________________________________





___________________________________________________________

C. REGARDING YOUR MOTHER & FATHER:
	Does your Mother or Father have a history of:
	Yes M or F
	No M or F
	Not sure

	High blood pressure
	
	
	

	High Cholesterol
	
	
	

	Heart Disease
	
	
	

	Stroke 
	
	
	

	Cancer – please specify what type
	
	
	

	Glaucoma
	
	
	

	Diabetes
	
	
	

	Any other diseases? 
	
	
	


D.    REGARDING YOUR SIBLINGS & OTHER RELATIVES
How many brothers do you have?:    
_____  alive
_____  deceased.

How many sisters do you have?:

_____  alive
_____  deceased.

	Do your relatives have any of the following:
	Yes
	No
	Relative
	Not sure

	High blood pressure
	
	
	
	

	High Cholesterol
	
	
	
	

	Heart Disease
	
	
	
	

	Stroke 
	
	
	
	

	Cancer – pls specify type & age on onset
	
	
	
	

	Glaucoma
	
	
	
	

	Diabetes
	
	
	
	

	Osteoporosis (Bone weakness)
	
	
	
	

	Any other diseases? 
	
	
	
	










Pre-Visit Questionaire Cont’d
E.    WOMEN’S HEALTH (As appropriate)
Do you  need to get up during the night to pass urine?:
Yes   /   No

If Yes, how often?: ______________________________________
Do you lose bladder control when you cough or sneeze?:    Yes   /   No   /   Not sure

When was your last Pap smear?:     

   ______ year  /   Not sure  /  No longer applicable
Was it :      Normal   /   Abnormal   /   Not sure

When was your last Mammogram (breast x-ray)?  ______ year  /   Not sure  /  Never

When was your last bone density test?:
               ______ year  /   Not sure  /  Never

In Pregnancy did you have:
High Blood Pressure 
&/or    Diabetes

When was your last blood test – 
date:                                        laboratory:

Diabetes and cholesterol screen –
date:



laboratory:

Full physical check up - 

date:

Weight (current)

Height

F.    SOCIAL HISTORY
Do you have any children?:   Yes   /   No

If Yes,     _____    Sons     _____    Daughters
Are there any medical concerns with any of your children?: ________________________________________________________________________________________________________________________________________________________________
G.    ACTIVITY
What form of weight bearing activity do you do each week eg walking, golf, gardening?:

________________________________________________________________________________

How many days per week?:   ________________________________________________________
Do you ever experience any of the following during or after exercise?:



Breathlessness   /   Cough   /   Wheeze   /   Chest Pain   

H.   IMMUNISATIONS
When was your last:
Flu injection _______     Pneumovax _______     Tetanus _______

Have your ever been immunised against:  Hepatitis A _______Year
Hepatitis B _______ Year

I.   YOUR PAST MEDICAL HISTORY
Have you had any operations? Please list type & approximate date

______________________________________________
Year  _______

______________________________________________
Year  _______

______________________________________________ 
Year  _______

______________________________________________
Year  _______

Please indicate by ticking which of the following diseases apply to you:
	
	Cataracts
	
	Cartoid Blockage
	
	Gout

	
	Glaucoma
	
	Blood Clots/DVT
	
	Rheumatoid Arthritis

	
	Macular Degeneration
	
	Coronary Artery Disease
	
	Stroke

	
	Hearing Loss
	
	Diverticular Disease
	
	Parkinson’s Disease

	
	Asthma
	
	Hepatitis
	
	Dementia/Alzheimer’s

	
	Emphysema
	
	Cirrhosis
	
	Paralysis

	
	COPD/Chronic Lung Dis.
	
	Hiatal Hernia
	
	Migraines

	
	Tuberculosis
	
	Colon or Rectal Polyps
	
	Seizures

	
	Congestive Heart Failure
	
	Gall Stones
	
	Anxiety

	
	High Blood Pressure
	
	Stomach Ulcers
	
	Depression

	
	Irregular Heart Beats
	
	Prostate Disease
	
	Diabetes

	
	Atrial Fibrillation
	
	Kidney Disease
	
	Psoriasis

	
	High Cholesterol Level
	
	Osteoarthritis
	
	Anaemia

	
	Abnormal Heart Valve
	
	Broken Bones/Amputations
	
	Abnormal Pap Smear

	
	Circulation Problems
	
	Osteoporosis
	
	Ovarian Problems

	
	Coeliac Disease
	
	Eczema
	
	Other (pls explain)


If you have ever had any cancer, please list type & date?:




______________________________________________
Year  _______




______________________________________________ 
Year  _______

J.    MEDICATIONS (please add a separate page  if necessary)
Please list all medications you take, including eye drops, herbal, homeopathic or naturopathic remedies, over the counter medications, vitamins, ointments, inhalers or nasal sprays:

__________________________________________________________________________________________________________
_____________________________________________________
Thank you for taking the time to complete this form.  We realise that the form is quite lengthy, but the information provided will help us to get a complete picture of your health issues and assist us in providing the best possible health care for you in the future.

We look forward to welcoming you to Brighton Family & Women’s Clinic when you visit.

