








Medical History Yes/No First diagnosed Medications (If applicable) Which hospital are Last visit to hospital

Continued (mm/yy) you under (if any) (approx mm/yy)
1 Asthma
2 COPD
Do you use Home Oxygen? Have you been hospitalised in an emergency for your breathing in the past 12 months?
3 Diabetes
4 Hypertension
5 Heart Disease
Have you ever had a heart attack? If so, when (Date)
Have you had any heart operations? If so, which type?
6 Have you ever had a stroke? If so, when (Date)
7 Epilepsy
8 Cancer

9 Do you suffer from any other major illnesses?

Depression Thyroid Osteoporosis Urinary HIV/Aids
Other
10 Last blood tests for liver/cholesterol/kidneys/Sugar? If NEVER, please ask for this TODAY

11 Family History |

Please give

details of family confirm that all information given is correct and completed to
history relating the best of my ability.

to illnesses

above.




