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	U.R. No.
_______________________________

Surname
______________________________

Given Names
___________________________

Date of Birth
____________________________

Please fill in if no Bradma Label available

	This information will assist us with planning your care while you are in hospital.  Please answer all questions.  If you are unsure or need clarification with any questions, the nurse will assist you on admission.

	1. MEDICAL HISTORY

Have you ever had any of the following?
	Yes
	No
	
	Yes
	No

	High blood pressure
	
	
	Stomach Ulcer
	
	

	Blood clots in the legs
	
	
	Bowel Bleeding
	
	

	Blood clots in the lungs
	
	
	Haemorrhoids
	
	

	Heart attack
	
	
	Recurrent diarrhoea
	
	

	Congestive heart failure
	
	
	Chronic Constipation
	
	

	Angina
	
	
	Kidney Disease
	
	

	CVA (Stroke)
	
	
	Trouble Passing Urine
	
	

	Asthma
	
	
	Diabetes
	
	

	Pneumonia
	
	
	Rheumatic Fever
	
	

	Tuberculosis
	
	
	Hepatitis
	
	

	Emphysema (Chronic Airways Disease)
	
	
	Hepatitis Positive or Carrier
	
	

	Sleep Apnoea
	
	
	Bleeding Tendency
	
	

	Arthritis
	
	
	Anaemia
	
	

	Nervous Breakdown
	
	
	Blood Transfusion
	
	

	Psychiatric treatment
	
	
	Adverse Reaction to Transfusion
	
	

	Fractures
	
	
	HIV/AIDS risk
	
	

	Migraines
	
	
	Eczema
	
	

	Back pain
	
	
	Lymphoedema
	
	

	Epilepsy
	
	
	Blood Group (if known)
	
	

	Any other serious illness:

.............................................................
................................................................................................................


.............................................................................................................................................................................


.............................................................................................................................................................................


.............................................................................................................................................................................




	2. 
SURGICAL HISTORY

	Yes
	No
	List other operations and year (if known)

	Have you had a general anaesthetic?
	
	
	

	If yes, did you have an unusual reaction?
	
	
	

	Explain

	Heart Valve Replacement?
	
	
	

	Heart Bypass Surgery?
	
	
	

	Pacemaker?
	
	
	

	Artificial Joint Replacement?
	
	
	

	Specify

	Spinal Nerve Stimulator?
	
	
	


	PLEASE TURN OVER

	3.
OTHER QUESTIONS
	Yes
	No
	
	Yes
	No

	Do you smoke?
	
	
	Physically impaired?
	
	

	
If yes, quantity per day
	
	
	
Specify
	
	

	What is your alcohol intake?


	Any special needs during your stay?

	Are you on a special diet?
	
	
	

	
Specify
	
	
	FEMALE PATIENTS
	
	

	Impaired vision
	
	
	Are you pregnant?
	
	

	Impaired hearing
	
	
	How many weeks?
	
	


	4.
MEDICATION
	Yes
	No
	MEDICATIONS
....................................................................................

....................................................................................

....................................................................................

....................................................................................

.....................................................................................

	Are you taking WARFARIN?
	
	
	

	
If yes, state dose and most recent blood test (if known)
	

	Which pathology attends to test for Warfarin dosing?


	

	When was the last time you took Aspirin?


	

	Have you had recent cortisone therapy?

Specify
	
	
	


5.
ALLERGIES (including Latex)
.............................................................................................................................................................................
.............................................................................................................................................................................

	6.
CJD RISK ASSESSMENT
	Yes
	No

	Have you received a dura mater graft between 1972 and 1989?
	
	

	Do you or any member of your family have a history of Creutzfeldt Jakob Disease (CJD)?
	
	

	Have you suffered from a recent rapid progressive dementia, physical or mental, the cause of which has not been diagnosed?
	
	

	Have you received human pituitary hormones (growth hormones, gonadatrophins) prior to 1985?
	
	


	7.
ASSESSMENT FOR POST-DISCHARGE CARE

	Do you use any community services such as home help, meals on wheels, district nursing?
	

	Do you or your carer have any problems managing at home?
	

	Are you likely to have problems managing self care on discharge?
	

	Do you have responsibility in caring for others?
	

	Do you live alone?
	


	Name
............................................................................
	Admitting Nurse
........................................................

	Signature
....................................................................
	Signature
....................................................................

	Date
.............................................................................
	Date
............................................................................
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