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New Patient Medical History Form
Please complete this confidential New Patient Medical History Form. If you have any questions or        need assistance to complete this, please let us know.
Name………………………………………………………………………… Date of Birth……………………………………
Preferred name ………………………………………………………… Gender ……………………………………………
Medical History: Current and Past Medical Conditions
· Please tick if applicable. 
	Heart Conditions
· High Blood Pressure
· High Cholesterol
· Previous heart attack or surgery 
· Angina
· Other
	If YES, please provide details and/or approximate dates.

	Respiratory Conditions
· Asthma
· Emphysema/chronic bronchitis
· Other
	If YES, please provide details

	Diabetes
· Type 1
· Type 2
· Other/ unsure
	Have you had a diabetic review in the last year? YES / NO (circle)

Would you like to attend our Diabetes clinic?
YES/NO

	Abdominal Conditions 
· Ulcers/reflux
· Ulcerative Colitis/Crohn’s disease
· Hepatitis
· Diverticulosis
· Other - Please list below.
	If YES, please provide dates and treatments

	Cancer / Tumors
· Melanoma
· Bowel Cancer
· Breast cancer
· Prostrate
· Other
	If YES please provide dates, treatment etc.



	Stroke 
· 
	Blood Clots 
· Legs         
· Lungs

	Bone Problems
· Osteoporosis
· Arthritis
· Osteoarthritis
· Rheumatoid Arthritis
· Other 
	If YES, please provide details

	Mental Health Conditions
· Anxiety
· Depression
· Other

	If other, please list

	Other Conditions
· Eye Diseases
· Skin Diseases
· Rheumatic fever
· Thyroid Disease
· Epilepsy
	If YES, please provide details

	Hospital admissions and/or surgery (prolonged or surgery only)
· YES
· NO

	Please provide details and approximate dates

	Any other medical conditions?
· YES
· NO








	If YES, please provide details




Social Issues
Do you smoke? YES / NO                                  How many per day?..................................................................
If you have ever smoked how long for?....................................... How many per week?..............................
Do you Vape? ……………………………………………………………………………………………………………………….
Would you like assistance to give up? We have a free Health Coach at our clinic who supports patients with behavioral changes.   YES / NO

Do you drink alcohol?  YES / NO          If YES how many per week?...........................................................
Any other drug use?    YES / NO           If YES What? ……………………………………………………………………
Family History
Please list any medical conditions from your direct family. Specific interest in cancers and/or cardiac conditions.
	Family Member (e.g., mother, father, brother etc)
	Medical Condition. (please give as much info as possible)

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Screening and Procedures
Screening programs for Women
When was your last smear?...................................................................................................................
Any previous abnormal smears?............................................................................................................
Mammograms – When and where? …………………………………………………………………………………………

Screening programs for Men
When was your last prostrate blood test/ exam?.......................................................................
Immunisations 
Do you know if you had any childhood vaccinations?................................................................
Have you had any Vaccines overseas? YES / NO   Can you provide a record for us YES / NO

Medications
Please list any current medications or bring them to your first appointment.
…………………………………………………………..                       …………………………………………………………..
…………………………………………………………..                       …………………………………………………………..
…………………………………………………………..                       …………………………………………………………..
…………………………………………………………..                       …………………………………………………………..
…………………………………………………………..                       …………………………………………………………..

Do you have any Medication allergies?  YES / NO If so please list and describe reaction.
……………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………


Please sign to confirm that all the information provided is accurate and complete to the best of your knowledge.
Parent/guardian must sign for children under the age of 16. 

Signed……………………………………………………………………Date……………………………………….
* THANK YOU FOR COMPLETING THIS FORM, IT WILL ASSIST THE DOCTORS WITH YOUR CARE *
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