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	MEDICAL FORM

	Dear Doctor,

This patient is currently being assessed for accommodation/services within our organisation and any medical information you could provide on this form would be much appreciated.

1. PATIENT DETAILS

Surname:

     
Given Names:

     
Date of Birth:

     
2. ALLERGIES
Please list any Allergies the patient has:

Allergy

Comment

1. 

2.

3. 

4.

3.  GP AND SPECIALIST INFORMATION

GP Name:
     
Phone:
     
Address (use stamp):

     
Are you the patient’s usual general practitioner?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

How long have you know the patient?

     
* For Resident Admission Only:
Are you willing to treat the applicant when they become a resident at Helping Hand?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Current Treating Specialists/ Physicians

Name

Speciality

1.

2.

3.

4.

4. Medical History
Current Medical History
Hospital Records:

     
Public UR:

     
Private:

     
Current Medical History

Medication/Treatment

1.

2.

3.

4.

5.

6.

7.

8.

Past Medical History Problems

Medication/Treatment

1.

2.

3.

4.

5.

6.

7.

8.

Alcohol use:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Smoking:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

5. OTHER SIGNIFICANT INFORMATION – e.g. COGNITIVE STATE

Dementia:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Psychiatric Disorder:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Geriatric Assessment:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Biochemical Assessment:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Radiological Assessment:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

6.  GP SIGNATURE:
Signature:

     
Printed Name:

     
Date:
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