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Please complete this form in BLOCK CAPITALS and tick (() as appropriate 
	PATIENT DETAILS

	Title
	(  Mr                  ( Mrs                   ( Miss                    ( Ms

	First & Middle Names
	

	Surname (Family Name)
	

	University Residential Address
	

	
	
	Postcode: 

	Telephone Number (Mobile)
	

	Town and Country of Birth
	

	Date of Birth 
	
	Gender:          (  Male          ( Female

	NHS No.
	

	Ethnicity
	

	First Language Spoken
	

	Student ID Number
	

	Year of completion of studies
	


	Please help us trace your previous medical records by providing the following information

	Your last UK address 
(where you were registered with an NHS doctor)
	

	
	

	Name of current Doctor
	


	Have you recently arrived from abroad?
	(  No               ( Yes       

                       If Yes – Date of arrival in UK:

	Anticipated Year of completion of studies 
	


	MEDICAL / PERSONAL / VACCINATION INFORMATION

	Do you smoke?
	(  No               ( Yes      If Yes - How many per day approx?

	H / W / W
	Height:               Weight:                     Waist Circumference:            

	Do you have any allergies?
	(  No               ( Yes       Details:

	Do you suffer from any medical conditions?
	

	Any Regular Medication?
	


	Carer Status
	( Is a Carer                  ( Has a Carer                   ( N/A


	Would you like a health check?
	     ( No                ( Yes (Please contact the Health Centre)


	As part of our screening programme we offer an HIV and Chlamydia Test. 
Please only tick if you wish to opt out:
	( HIV Test               
( Chlamydia Test


	Signature or Agreed Electronically  
	
	Date
	            /             /


