
Patient Details 
CONFIDENTIAL 
 
Surname  First Name  Title 

Mr/Mrs/Ms 
 
 

 
Address 
_________________________________ 
_________________________________ 
_________________________________ 
_________________________________ 

Date of Birth:    ..  /..     /  …. 

Sex  

Marital Status  

Number of Children  

 Blood Group  

 
G.M.S. Number   CIE Number  
PPS Number   Phone  Number  
VHI Number   Next of kin  
 
Present Occupation  
Company  
Past Occupations 1. 

2. 
3. 
 

Allergies   
Smoking habits                             /Per day Off since:: 
Alcohol intake                             /Per week 
Hobbies  
Past Medical History 
(Illnesses) 

1. 
2. 
3. 
4. 

Past Surgical History 
(operations with dates) 

1. 
2. 
3. 
4. 

Family History 
e.g  Cancer, Diabetes, 
Heart Disease, Epilepsy. 

 
 
 
 

 
Long Term Medications 

Name/s of Medication 
 
 
 
 
 
 
 
 
 

Times per day 
 

VACCINATIONS   
 

Type Date 

! 6 in 1 
 

! pneumonia 
 

! BCG 
 

! Hep A 
 

! Hep B 
 

! Other 
 
 
 
 

 

 
Year of First Consultation with this Practice  
Usual Chemist attended  

 


