Livihgstone Street Clinic

NEW PATIENT MEDICAL INFORMATION FORM

PLEASE HAND TO THE DOCTOR

SURNAME:

FIRST NAME:

DATE OF BIRTH:

ALLERGIES: to Antibiotics/Medications and reactions — please list.

HEIGHT

LIST KNOWN MEDICAL CONDITIONS:

WEIGHT

WAIST

FAMILY HISTORY:

List Current Medications and dose:

CURRENT SMOKING HISTORY:
O Never smoked 0O Ex smoker

PAST SMOKING HISTORY:
Quantity perday O Unknown 0O <1

Year commenced smoking:

019 01019 020-39 040+

Year stopped smoking:

SMOKING:
Quantity per day

COMMENT:

Year commenced smoking:

CURRENT ALCOHOL INTAKE:
O Non drinker

PAST ALCOHOL INTAKE:

O Nil 0O Occasional 0 Moderate

Year started:

0 Heavy

Year stopped:

COMMENT:

CURRENT ALCOHOL INTAKE:

Days per week:

Standard drinks per day:

Description:

Are you concerned about your drinking? 0 Yes 0O No 0O Unsure

LSC FORM 11



