PLEASE FILL THIS FORM IN PEN. DO NOT USE PENCIL


ANGLIA RUSKIN UNIVERSITY MEDICAL CENTRE DATABASE
	FIRST NAME
	LAST NAME

	DATE OF BIRTH
	CAMBRIDGE ADDRESS

	COUNTRY OF BIRTH
	

	FIRST LANGUAGE
	

	MOBILE
	POST CODE

	EMAIL ADDRESS (By providing your email you are consenting to receiving email communications.)


	I WOULD LIKE TO RECEIVE TEXT REMINDERS FOR APPOINTMENTS
	         YES                  NO


	YOUR HEIGHT
	YOUR WEIGHT

	NEVER SMOKED                             STOPPED SMOKING                              CURRENT SMOKER                    

	DO YOU HAVE ANY DISABILITIES? IF SO, WHAT?


	HOW MANY UNITS OF ALCOHOL DO YOU DRINK PER WEEK?
1 unit = half pint beer/cider or 1 glass wine or single measure of spirits


	AUDIT C
	Scoring System
	Your score

	
	0
	1
	          2
	           3
	           4
	

	How often do you have a drink that contains alcohol?
	Never
	Monthly or less
	2 – 4 times per month
	2 – 3 times per week
	4+ times per week
	

	How many drinks containing alcohol do you have on a typical day when you are drinking?
	1 - 2
	3 – 4
	5 - 6
	7 - 8
	10+
	

	How often do you have 6 or more standard drinks on one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	


	ARE YOU THE CARER OF AN ELDERLY OR DISABLED PERSON?
	           YES                      NO


Which pharmacy would you like your prescriptions to go to?
	Well Pharmacy, Mill Road
	
	Boots Grafton Centre
	

	Petersfield, Mill Road
	
	Boots Newmarket Road
	

	Sainsburys
	
	Superdrug Fitzroy Street
	

	Asda
	
	Other pharmacy:


	PLEASE TICK THE IMMUNISATIONS YOU HAVE HAD

	TETANUS                 DIPHTHERIA              POLIO                                 MMR                   BCG 
WHOOPING COUGH                   MENINGITIS C                     HEPATITIS B  
FOR TRAVEL:    HEPATITIS A                TYPHOID                YELLOW FEVER              RABIES
JAPANESE ENCEPHALITIS             OTHER:………………………………………………………………………………………


	DO YOU HAVE ANY MEDICAL PROBLEMS AT PRESENT?

	


	ARE YOU ALLERGIC TO ANY MEDICINES? IF SO, WHICH AND WHAT HAPPENS?

	


WOMEN ONLY
	HAVE YOU HAD A CERVICAL SCREENING SMEAR?
	    YES / NO
	WHEN WAS IT DONE?
	

	WHERE WAS IT DONE?
	
	WHAT WAS THE RESULT?
	


Summary Care Record - if you have an accident or become ill, the healthcare staff treating you can have immediate access to important information about your health (e.g. any allergies, what medication you are taking) - but only if you have a Summary Care Record.
I WOULD LIKE A SUMMARY CARE RECORD AND CONSENT FOR MY MEDICAL INFORMATION TO BE UPLOADED ONTO THE NATIONAL SPINE:

            YES - Express consent for medication, allergies and adverse reactions only.  OR

            YES - Express consent for medication, allergies, adverse reactions AND additional information.

       NO – I do not want a summary care record.

   








