
 
 

 
 

 
 
 
 
 
 

PATIENT INFORMATION SHEET - 1ST CONSULTATION 
 
Please complete this document before your first visit and bring it with you on the date of 
your appointment.  

 
Demographics 
 

Title, Name, Surname 
 

Date of birth 
 

Occupation (previous if retired) 
 

ID number / passport number 
 

Email address 
 

Physical address  

Postal address 
 

Contact numbers 
 

Next of kin 
(Name and contact number) 

 

 
Payment details  

 

Please tick Private paying Medical scheme 

Medical scheme name 
and number 

 

Main member name and 
ID number 

 

 
Referral 

 

Who were you referred by?  

General practioner name and contact details (Email)  

Other specialist involved in your care  

 



 
 

 
 

 
 
 
 
 
Medical background  
 

• Please mark all of your cardiovascular risk factors:  

 
High blood pressure 

(Hypertension) 
Y N Do you smoke Y N Diabetes Y N 

High cholesterol Y N 
Family history of heart 

disease below < 50 
years 

Y N 
Personal history of 

heart attacks or stroke 
Y N 

 
• Please list any other chronic conditions 

 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

• Please list all your chronic medication 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

• Allergies?  

 

• Previous operations 

 

• Please describe your main complaint or concerns 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 


