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Private & Confidential

Tel: 01840 214849

Personal Details

Name: _________________________________________________________________

Address: _______________________________________________________________

_______________________________________________________________________

Telephone No: __________________________________________________________

Mobile Number: _________________________________________________________

E-mail: _________________________________________________________________

Date of Birth: ____________________________________________________________

GP’s name and address/Telephone No (required for legal reasons) _______________________________________________________________________

_______________________________________________________________________

Occupation:
____________________________________________________________

Hobbies: _______________________________________________________________

_______________________________________________________________________

Hair & Eye Colour: _______________________________________________________

Any distinguishing marks; moles; warts? ____________________________________

Religion: _______________________________________________________________


Please delete  Vegetarian:   Yes/No     Vegan: Yes/No  

Current medication, what is this for?  ______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Past Medical History

What vaccinations have you had?  Please circle  (if known)  

Polio 
Hib     Diphtheria     Tetanus     Whooping Cough     Meningitis C     MMR 

BCG (Age 10-14)     Hep A ,    Smallpox
Typhoid

Any others ______________________________________________________________________________________________________________________________________________

Did you have any adverse effects from them and what were they? _______________

_______________________________________________________________________

Please circle your childhood illnesses with age (if known) 

Measles       Mumps       Rubella       Chicken Pox       Smallpox       Whooping Cough  

   (    )               (    )             (    )                 (    )                    (    )                       (     )                               

Croup          Asthma               Eczema                 Hay Fever              Any others

  (    )               (    )                      (    )                         (    )                         (    )                 

Anything you would like to add about any one of them? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any operations/hospital visits i.e.: appendix, tonsils, broken bones,  What age were you? _______________________________________________________________________

_______________________________________________________________________

______________________________________________________________________________________________________________________________________________

Do you still have any discomfort or re-occurring problem, If so please describe?

_______________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Medical history, if known or cause of death, if deceased.

Mother: ____________________________________________________________________

___________________________________________________________________________

Mothers, father: _____________________________________________________________

___________________________________________________________________________

Mothers, mother: ____________________________________________________________

___________________________________________________________________________

Father: _____________________________________________________________________

___________________________________________________________________________

Fathers, father: ______________________________________________________________ ___________________________________________________________________________   

Fathers, mother: _____________________________________________________________

___________________________________________________________________________

Brothers: ___________________________________________________________________

___________________________________________________________________________

Sisters: _____________________________________________________________________

___________________________________________________________________________

Uncle’s:_____________________________________________________________________

___________________________________________________________________________

Aunt’s: _____________________________________________________________________

___________________________________________________________________________

Your birth

Any problems with trauma/ caesarean, forceps with? ______________________________________________________________________________________________________________________________________________________

Female

Are you on the contraceptive pill?   Y  N  (please circle)  How long?____________________

Have you been on the contraceptive pill in the past?  Y  N (please circle)  Dates?

__________________________________________________________________________

Your childhood - please describe any significant events i.e. married at 26, or first baby born, death of family member etc… Please explain how you were feeling at any of these times?

Ages 1-10
_______________________________________________________________

___________________________________________________________________________

Ages 11-20
_______________________________________________________________

___________________________________________________________________________

Ages 21-30
_______________________________________________________________

___________________________________________________________________________

Ages 31-40
_______________________________________________________________

___________________________________________________________________________

Ages 41-50    _______________________________________________________________ 

___________________________________________________________________________

Ages 51-60
_______________________________________________________________

___________________________________________________________________________

Ages 61-70
_______________________________________________________________

___________________________________________________________________________

Ages 71-To date  ____________________________________________________________

___________________________________________________________________________

Are there any life events that you feel you have never fully recovered from?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please take a moment to really think about the next few questions, ask your family how they would describe you as well as, this is very useful for me, thank you.

How would you describe your Temperament/Character?  Use at least 5 words.
___________________________________________________________________________

___________________________________________________________________________

What makes you angry and how do you manifest your anger? 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

What are your fears? _________________________________________________________

___________________________________________________________________________

I appreciate you taking time to complete this form, as it will be of great benefit to both of us.  Please bring it with you to the first appointment.  Thank you.
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