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Thank you for choosing to register with Kinmylies Medical Practice.  We do not yet have your medical records.  To help us to provide you with the best medical care, we would be grateful if you complete this form.

Your name_______________________________________   

Telephone _______________ Mobile ________________ 

 Email           ____________________________________________
Your health Please give details of any serious or ongoing health problems 

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________Please list any drug that you are allergic to: ________________________________________________________________

________________________________________________________________
Your medication please list all your current medications, with doses

	name of medication
	dose

	
	

	
	

	
	

	
	


Preferred Pharmacy – your record will default to this and all scripts issued will be sent direct to this pharmacy:-

Pharmacy:


Next of Kin (NOK) with contact phone number_________________________

Please confirm that your NOK is aware of their status                           


Your ‘lifestyle’
(Please tick one box in each section)

1. Do you smoke?
Never smoked  □      Ex-smoker □  Current smoker □
If so, how many cigarettes per day ________

* If you currently smoke we recommend that you try to stop. Do you wish to be referred to the smoking cessation advice service? Yes  □  No  □  

E. cigarette / vape  □      If so, how many a day ________

2. Do you drink alcohol?

(Recommended limit 14 units for women and 21 units for men)
Within recommended limits □  Above recommended limits □  
Stopped  □   Current non drinker  □  Teetotaller  □  
3. Exercise? 

Exercise a physical impossibility  □  Avoid even trivial exercise □  
Enjoy light exercise     □     Enjoy moderate exercise     □
Enjoy heavy exercise  □     Competitive Athlete   □
Your family’s medical history
Illnesses, such as heart disease, diabetes, stroke and some cancers can run in families.  Please list any serious illnesses or young deaths (under the age of 60 years) in close family members (your parents, brothers & sisters).

________________________________________________________________________________________________________________________________________________________________________________________________
Other information you think it would be useful for us to know:
________________________________________________________________________________________________________________________________
*Are you an unpaid carer :
​​​​​​​​​​​​​​​​​​​​​*If you do not want contact by the practice via SMS or email, tick here :  
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