	PERSONAL HEALTH & MEDICAL HISTORY FORM

	Identification and Culture

	Title:                           Given Names:

	SURNAME:                                                        

	Date of Birth:                                                                 

	Place of Birth (Suburb, State, Nation):                                    

	Year arrived in Australia:

	First Language:
	Religion:

	
Other languages:                   
	
Culture/ethnicity of significance:


	Family of Origin

	Role
	Name
	Year of Birth
	Alive /
Deceased
	Marital Status
	Occupation

	
Mother




	
	
	
	
	

	Father





	
	
	
	
	

	
Siblings






Step/Half sibs





	








	
	
	
	






	

Current Household
Circle or highlight  option which suits best

	

Type of accommodation:            house  /villa  /unit    /flat   /apartment/ other

Own/mortgage/ private rental/Homeswest / share house/ other

Humans



Pets




	Birth and Infancy 
 Answer to best of knowledge. If you have someone you can ask, please do. 
Please Highlight or circle best response

	
Were you born  on time?    /early      /late/   don’t know
Details


	Was the birth  normal?  /  assisted  (forceps or vacuum)  /   complicated /-csection  /don’t know
Details



	As a newborn did you need special care nursing?  / humicrib/  don’t know
 Details



	Were you breastfed?  /bottle fed /any difficulties with feeding  /don’t know
Details



	What were you like as an infant?   How did your carers get you off to sleep?

Details



	Were there any significant life events/illnesses  /changes  happening in family / extended family during your first year of life?

Details








	[bookmark: _Hlk145438986]Education 

	Primary Schooling

	
Year/Age













	
Grades completed:

	
School:




	Secondary Schooling

	
Year/Age










	
Grades completed:



	
School:










	Further Education / Vocational Certificates

	
Year/Age














	
Ticket / Course / Degree:

	
College / TAFE / University:


	
Employment

	Past Employment

	
Year/Age

























	
Employer:

	
Position / Role:




	Current Employment 

	
Yeas/Age












	
Employer:

	
Position / Role:







PATIENT NAME:   		DATE COMPLETED:   
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	Partnership  Data

	
Current Partnership Status (circle):       Single / Partnered / Defacto / Married


Year/ Age Commenced Relationship:                                     Years together:

	
Name of Partner:

Occupation:                                                                     Partner’s Age / Year of Birth:

	
Children’s Names:    

    

                                                                               
	
DOB:

	
Occupation:

	
Previous Partnership Status – (circle):        Partnered / Defacto / Married

Year/ Age Commenced Relationship:                                     Years together:

	
Name of Ex-Partner:

Occupation:                                                                     Ex-Partner’s Age / Year of Birth:

	
Children’s Names:    

    

                                                                               
	
DOB:

	
Occupation:

	
Previous Partnership Status – (circle):        Partnered / Defacto / Married

Year/Age Commenced Relationship:                                     Years together:

	
Name of Ex-Partner:

Occupation:                                                                     Ex-Partner’s Age / Year of Birth:

	
Children’s Names:    

    

                                                                               
	
DOB:

	
Occupation:




	Health Practitioners

	Previous Psychiatrists 

	
Name & Practice / Clinic:






	
Years / Dates:           

	
Condition and Treatments:


	Psychologists / Counsellors  (previous or current)

	
Name & Practice / Clinic:








	
Years / Dates:           

	
Condition and Treatments:


	Other Medical Specialists / Clinicians / Health Practitioners  (previous or current)

	
Name & Practice / Clinic:











	
Years / Dates:           

	
Condition and Treatments:


	Previous Psychiatric Hospital / Health Facility Admissions  

	
Facility Name:











	
Years / Dates:           

	
Condition and Treatments:













	Health Data

	Height:                                               Weight:                                          BMI:

Blood Pressure


	Personal Medical  History

	Please circle any conditions you have had in past and  detail  age of onset, treatment

	Autoimmune disorders
Arthritis
Hypermobility/EDS
Dermatitis
Allergies 
Asthma
Thyroid problems
Bariatric surgery
Heart disease               
High Blood pressure     
High Cholesterol          
Diabetes    
Reflux/GORD
Ulcers                   
	Meningitis
Migraine                        
Epilepsy                        
Stroke                            
Head injury
Sleep apnoea            
Malignancy/cancer  
Iron deficiency
Haemachromatosis/  Thalassemia    
Bleeding Disorders/ DVT 
Anaemia
Hepatitis
Kidney Disorders
Other: please detail



	Past Surgical History- list any operations, date, reason

	






	Current Prescribed Medications


	














	Regular vitamins / supplements +  Over the Counter medications 

	






	Substances -  i.e what, how much, how often Please Highlight or circle best response

	
CAFFEINE (circle):       YES  /  NO  /  Prefer not to say   
 

	
ALCOHOL  (circle):       YES  /  NO  /  Now abstain  /  Prefer not to say
Details?

	
CIGARETTES  (circle):       YES  /  NO  /  Quit  /  Prefer not to say
Details?

	
OTHER DRUGS  (circle):       YES  /  NO  /  Quit  /  Prefer not to say
Details?

	Exercise / Activity   i.e what, how much, how often

	



	Hobbies/recreations/relaxation

	













	Past Psychiatric Medications History

	Please list any past medications  , dose, and effect/adverse effect 

	\
Name 
	
Doses used
















	Helpful ?yes/no
	

List side effects











	Previous Psychiatric  Investigations
Please Highlight or circle Yes or No – if yes,  when, where, result if known

	CT brain            YES/NO
MRI brain          YES/NO
EEG                    YES/NO
SPECT scan        YES/NO
Chromosomal testing        YES/NO
Pharmacogenomic testing drug metabolism enzymes)        YES/NO
NEUROPSYCH TESTING          YES/NO


	Learning Difficulties

	




	Speech Difficulties / Therapy

	









	Family History

	Family Medical History   Please Highlight or circle and detail relative and age of onset

	
Heart disease               YES/NO   
High Blood pressure     YES/NO
High Cholesterol          YES/NO
Diabetes                       YES/NO
Bleeding Disorders       YES/NO
Alcohol Abuse              YES/NO
Migraine                        YES/NO
Epilepsy                        YES/NO
Stroke                            YES/NO
Malignancy/cancer  YES/NO
Thalassemia                  YES/NO
Haemachromatosis    YES/NO
Sleep apnoea            YES/NO
Dementia                  YES/NO
Other: please detail



	Family Mental Health  History -  Please Highlight or circle Yes or No – if yes,  detail relative and age of onset

	Depression                 YES/NO   
Anxiety                       YES/NO
PTSD                            YES/NO
OCD                             YES/NO
Bipolar Disorder          YES/NO
Eating Disorder            YES/NO
Dyslexia                      YES/NO
ADHD                          YES/NO
Autism/ASD                YES/NO
Intellectual Handicap YES/NO
Alcohol problem         YES/NO
Suicide                        YES/NO
Drug Abuse                YES/NO
Psychosis                     YES/NO
Schizophrenia           YES/NO
Other: please detail




	Other Notes / Info ?

	





































