XCEL NURSING SERVICES LTD





Medical History








POST APPLIED FOR................................................................................................................





Surname......................................................................	Title..............................................





Forename....................................................................		Maiden Name...............................





Address.......................................................................	Tel.No...........................................





....................................................................................	Date of Birth.................................





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





....................................................................................	Post Code......................................





G.P. Name 	..............................................................................................................................


Address 	..............................................................................................................................


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


Tel No................................................





May we approach your G.P. if necessary?					YES 		NO





THE FOLLOWING INFORMATION WILL BE KEPT IN THE STRICTEST OF CONFIDENCE.





Are you receiving medical treatment at present? 				YES		NO


 	If Yes, What for?       ………..................................................................................................


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





Do you have a chronic recurring illness? 					YES		NO


	If Yes, Please give details.       ...............................................................................................


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





Have you ever had Eczema, Dermatitis or other skin condition? 		YES		NO


	If Yes, Please give details.       ...............................................................................................


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


�
4.	Have you ever suffered from any joint pain, including back pain? 	YES		NO


	If Yes, Please give details?       ...............................................................................................


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





5Have you ever had any psychiatric problems, nervous complaint or fainting attacks? 


                                                                                                             	YES		NO


	If Yes, Please give details?       ...............................................................................................


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





6Have you had or been in contact with any infectious disease?		YES		NO


	If Yes, Please give details?       ...............................................................................................


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





7Have you had any operations of illness not mentioned above? 		YES		NO


	If Yes, Please give details?       ...............................................................................................


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


8. Have you ever been tested for HIV/AIDS?                                                YES                NO


    If yes, please give the date of test & the result? ...…………………………………………


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





IMMUNISATIONS    -   * proof required from GP surgery*





Polio:  Full Course..........................................	Booster.....................................................





Heaf/Mantoux.................................................	Grade........................................................





B.C.G..............................................................	Rubella......................................................





Tetanus:  Full Course......................................	Booster.....................................................





Hepatitis B......................................................	Tested......................................................





Other...............................................................	





Last Chest X-ray.............................................	Result.......................................................








All Xcel Staff are advised to receive immunisation for Hepatitis B.


If you are uncertain of immunisation status you are advised to seek confirmation from your G.P.


I declare that the above information is true and complete to the best of my knowledge and belief.





Signature.....................................................	Date.........................................................


