
NEW PATIENT HEALTH QUESTIONNAIRE

Personal Details:





Previous Medical History:



Medicines:

Women Only:


Lifestyle:


Vaccination History:


BRITISH FORCES CLINIC (SOUTHERN EUROPE)


BFPO 8





Telephone:	0039 081 721 2336		Duty Mobile:	0039 348 398 4416


Fax:		0039 081 617 3040		Email: afsrmc-mhs@naplesfus.afpaa.mod.uk	 





Surname (Current)		 Surname (Previous)	   Forename(s)		Rank/Title	








Date of Birth	          Service No            NHS No                DOB	                 Arrival Date











Unit/work address & E-mail		Home address & E-mail			Telephone























	















































Previous Military Unit:

















Previous Civilian Address:








Work:





Home:








Mobile:








HAVE YOU EVER SUFFERED FROM ANY OF THE FOLLOWING?





1.	High Blood Pressure / Hypertension		Y / N		6.	Angina / Heart Disease	 Y / N





2.	Epilepsy					Y / N		7.	Emotional Illness		 Y / N





3.	Asthma					Y / N		8.	Thyroid Disease		 Y / N





4.	Diabetes					Y / N		9.	Other Hormonal Disease	 Y / N





5.	Skin Problems					Y / N		10.	Stomach / Bowel Disorders	 Y / N





IF YES TO ANY OF THE ABOVE PLEASE GIVE DETAILS AND DATES IF POSSIBLE BELOW


























Any Current Medical Problems? (Please detail)





Any other serious illness or operations? (Please detail)





Please give details and dates:


























Please list any tablets, medicines or other treatment you are taking, including date started,


(For women: please include details of any oral contraceptive used or contraceptive device fitted eg: coil, implant etc)


























When did you last have a cervical Smear? (Please detail location and date)





Do you know the result? (If ‘yes’ please provide details)








Do You Smoke?								        Do You Drink Alcohol? 





If so, how much per day?						  	  If so, how much per week?





Do you have any allergies?





Do you exercise? 



































Any sports and hours per week of exercise





























Please insert the dates on which you may have received any of the following vaccinations:





Tetanus:				Hepatitis A:				Hepatitis B:





Polio:					Typhoid:				Influenza:





Diphtheria: 				Meningitis:				MMR:





Yellow Fever:				BCG:					Others:





*For infants and children please provide written details (or a photocopy) of the immunisation history.  This information can be found in the Child Health Record (Red Book).  Please also detail the name/address of the last Health Visitor/School Nurse with whom the infant/child was registered (if not known please state the county/region in which the infant/child was previously resident





Last Health Visitor/School Nurse:


Address:									Region:








