Cfb Medical Centre  


QUESTIONNAIRE FOR ALL PEOPLE REGISTERING AS MEMBERS              


                        


GENERAL INFORMATION                  





SURNAME FIRST MR. / MRS. / MST / MISS.................…………………..................……….


AGE - D.O.B ........................................………………………………………………………….               MARITAL STATUS ............................................................................................……………….


RESIDENTIAL  ADDRESS : …………………………………………………………………..


BOX NO. ..........….……..........……………TEL NO........………………...............................…..	


EMAIL ADDRESS:……………………………………………………………………………….


MEMBERSHIP CLASS:……………………………….…..MEMBERSHIP NO.:………………


COMPANY .........................................................................................................…………………


DISTANCE FROM CLINIC ...........................…… DATE OF JOINING ……………………


NEXT OF KIN ……………………………………………………………………………………


CONTACT ADDRESS & TEL NO OF NEXT OF KIN :……………………………………….


COMPANY OR PERSONAL REGISTRATION ………………………………………………..     


IF COMPANY: NAME OF RESPONSIBLE  OFFICIAL:……………………………………..


ADDRESS: PHYSICAL……………………………. POSTAL: ………………………………...


TELEPHONE NUMBER(S):……………………….……………………………………………..


   


MEDICAL 





PREVIOUS MAJOR ILLNESSES .....................…….............................................……………  


......................................................................................………...........................................….


CURRENT MEDICAL CONDITION (S) :.…….....................................................................…


...................................................................................................................................………..                                                                                                                                                   


ALLERGIES:...........................................................................................................................


REGULAR MEDICATION ..................................................................................……………..


DATE OF TETANUS BOOSTER ........................................................................……………..


AVERAGE DAILY CIGARETTE CONSUMPTION .............................................……………..





FOR LADIES





DATE OF LAST CERVICAL SMEAR ....................................................................……………





                                      FOR CHILDREN UNDER 10 YRS ONLY


CHILDREN


VACCINATIONS       PLEASE TICK WHICH OF THE FOLLOWING VACCINATIONS 


                                     HAVE BEEN GIVEN AND INDICATE DATE WHEN THEY WERE                                                                           			 GIVEN.


B.C.G. ( TUBERCULOSIS ) ..................................………………............................…………..


TRIPLE VACCINE : ( DIPHTHERIA ) .......................................................................…………..


( TETANUS ) ...................................……    WHOOPING COUGH ) ………………………….


( ORAL POLIO ) ...........................……….   MEASLES ……………………………………….                                                                 PRE - SCHOOL BOOSTER : ( TETANUS ) ...........................................................…………... 


( DIPHTHERIA ) ............................................ ( POLIO ) ………………………………………..


CURRENT WEIGHT AND HEIGHT ....………….....................................................………… 


