Patient Background.

Australia is a genuinely multicultural society. To tailor appropriate 
care, encourage understanding and appreciation between people 
from different nationalities and backgrounds.
Do you identify as someone form a culturally and/or Linguistic 
diverse background? ___ No
___ Yes (please elaborate)

______________________________________________
______________________________________________
______________________________________________
______________________________________________
To assist with health initiatives- are you an Aboriginal or 
Torres Strait Islander? (Please tick)
____ No



____Yes – Aboriginal

____ Yes - Torres Strait Islander

____ Yes – Aboriginal & Torres Strait Islander

Your Health Summary

Do you have or have you had a history of the following?(please tick)
____ Operations
____ Asthma

____ Diabetes

____ Hypertension

____ Chronic Illness

____Other

(Please elaborate)
______________________________________________
______________________________________________
______________________________________________
Immunisations
Have you had the following immunisations? (please tick)
Tetanus Booster
___ Yes, Date:______
_____No       
_____Don’t know
Hepatitis B
___ Yes, Date:______
_____No      



_____Don’t know
Hepatitis A
___ Yes, Date:______
_____No      
_____Don’t know
Influenza
___ Yes, Date:______
_____No       
_____ Don’t know
Pneumococcal
___ Yes, Date:______
_____No    
_____ Don’t know
Polio

___ Yes, Date:______
_____No    
_____ Don’t know
Children’s Immunisations
If completing this form for a child are their immunisations 
up to date? (please tick)
____ Yes

____ No
Allergies

Do you have any allergies? (please tick)
 ____ Yes    _____ No

(Please elaborate)____________________________________
______________________________________________

______________________________________________
Current Medications

Please list all the current medication including over the
Counter medications, vitamins and minerals.

___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
Family History

Have any member of your family had: (please tick)
____ Heart Disease

____ Asthma

____ Diabetes
____ Mental Illness

____ Cancer

(please elaborate)
Social History

Do you use the following? (list amount where appropriate)

Tobacco
____ No


____ Yes, Number_____ Day / _______ Week 


____ Ceased Smoking
Alcohol
____ No


____ Yes, Number_____ Day / _____ Week / ____ Month

Drug Use: ____ No


   ____ Yes, Type_____________________________



     Frequency_________________________
Measurements
Height
_________________ cm

Weight
_________________kg

Blood Pressure: ________________________

When was the last time your blood pressure taken?

 _____________________________________________

Sun Protection

How often do you use the following to protect yourself 
from the sun? (Please Tick)

Protective Clothing:
____ Always

____ Often

 ____ Sometimes

____ Rarely



    
 ____ Never

Sunscreen Creams:
____ Always

____ Often

 ____ Sometimes

____ Rarely



    
 ____ Never

Females

When did you have?

Pap Smear: Date: ___________ 
____ Not sure
____ Never

Breast check: Date: ___________ 
____ Not sure
____ Never

Males

When Did you last have?

Overall check-up: Date: ________
____ Not sure
____ Never

     Thankyou.

Please return this information to the Administration.
