CRWYS MEDICAL CENTRE – HYPERTENSION REVIEW
Name:	...............................................................................................	Date of Birth: .............................................................
Address:  .............................................................................................................................................................................................
Tel No:  .................................................................................................	Today’s Date: ..............................................................
Email address:  ...................................................................................... This email address will be used for all correspondence relating to this request.  Please be aware that if anyone else has access to this email address they may see responses sent to you.
What is your average weekly intake of alcohol in units?   ............................
(1 unit = half a pint of normal strength beer, third pint cider/strong beer, pub measure of spirits (25ml), pub measure of glass of wine (125 ml), glass of sherry/fortified wine)

Smoking Status:							Height:   .......................... (approximate if not known)
Current Smoker 	Yes/No  	Daily Cigarettes:  ........................	
Ex Smoker	Yes/No	Date Stopped:  ............................		Weight:  ......................... (approximate if not known)
Never Smoked	Yes/No	
Cessation advice available:  www.helpmequit.wales/

Family History
Do you have any family history of Cardio Vascular Disease, Myocardial Infarct (Heart Attack) or Stroke in either 1st degree relative under 60 years of age  (parent, sibling- brother, sister, or 2nd degree relative under 50 years of age  (aunt, uncle, grandparent, grandchild, niece or nephew)?

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

Blood Pressure:
If you have your own machine or have had your blood pressure checked in the last 3 months, what was the result? 
BP .......................Date................

Urine Sample
Provide a urine sample with this completed form. A Urine bottle can be obtained from reception.

Blood Test
[bookmark: _GoBack]Your cholesterol, sugar, and kidney function should be checked annually.  To book an appointment please call Crwys Medical Centre on 02920 524140. 

Text Messaging:
Do you consent to us contacting you by Text Message?					YES	NO
Please confirm your telephone number:   07..........................................................


What Medication are you taking? Including any medication bought over the counter and herbal remedies.

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

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

Do you get any side effects from your medication (if you are on any)?			YES		NO 

If YES, please describe .............................................................................................................................................................................

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

If there is anything further you would like to add about your condition, please do so here: 

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

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


Thank you for completing this questionnaire, please return to the surgery ASAP

