





FOR GP REFERENCE: HEALTH EXAM TAB

Hair, skin and nails

43.a0. Do you have any problems with your hair,
skin or nails?

o O

44. Do you have sex?

ves O) o O

45. Do you use contraceptives (These are things
that stop a women getting pregnant)?

ves O) o O
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My sleep
46. Do you have problems sleeping?

Yes O No O

47.a. Do you have epilepsy?

NoO

Yes 2
3

47b. If yes, do you know what kind of epilepsy
you have?

Specialists

@@@,

48. Do you see a specialist doctor or nurse for
your epilepsy?

ves O) o O
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Epilepsy

49. In the last year, have you started to shake or
have movements you cannot control?

- Yes O No O

Ry
QY

50. Have people noticed that sometimes you
are not concentrating (for example, having
absences)?

wQ O

51.0. Do you use drugs (for example cannabis
or ecstasy)?

" STOP! & 51.b. If yes, do you want help to stop using
these drugs?

ves O) e O
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52. How would someone know you are in pain?

- 53.0. Do you get any pain in your chest?
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Heartbeat

54. Do you feel you have an uneven heart beat
or your heart beats fast?

ves O) e O

5S. Do you have any pain in your abdomen
(tummy)?

O O

56. Have you got any swellings in your groin (just
above the crease at the top of your leg)?

ves O) e O
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57. Do you have any constipation or diarrhoea?

vee O) o O

58. Do you have any problems with faecal
(poo) incontinence?

ves O) v O

59. Do you have any problems with urinary
(wee) incontinence?

Yes O No O

60. Does it hurt when you wee?

Yes O No O
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61. Is there any blood in your wee?

ves O) e O

62. Do you have any other problems when
you wee (things like going to toilet the a lot)?

63. Do you see a continence nurse (This is
someone who can look at causes, create
treatment plans and empower people who can't
always control when they go to the toilet)?

ves O) e O

64.0. Do you have continence aids (things like
pads or medicine)?

e O

Yes

O
3

64.b. If yes, what?
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Any other health conditions

65. Do you have any other health conditions (If you don't, leave the
box blank)?

My Family

66.0. Are there any medical problems or illnesses

Fq mily that run in your family?

66.b. If yes, what?




My Mental Health

67. Do you feel anxious or worried a lot of
the time?

Yes O No O

68. Do you feel sad for long periods of time and
find it difficult to cheer yourself up?

ves O) e O

69. Do you get angry and shout at people a lot?

ve: ) o O

70. Do you ever try to hurt yourself?

Yes O No O
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FOR GP REFERENCE: MEDICATION

71. Do you see a psychiatrist (this is someone
who specialises in the prevention, diagnosis,
and treatment of mental illness)?

ves () o O

72. Do you have support from the mental
Norfolk and Suffolk
NS Foundation Trust ! health team?

wQ O

/3. Do you have any other comments about your
mental health?
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FOR GP REFERENCE: SCREENING

74.0. If you are over 50 have you been for a breast
screening test?

74.b. If yes, when was your last test?

DAY MONTH YEAR

75.a. If you are between 25-64 have you had a
cervical smear test?

75.b. If yes, when was your last test?

DAY MONTH YEAR
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Wed
3
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1
e

15 @ a5 | 2

76. Do you have periods?

ves O) e O

77. Are your periods painful?

ves O) o O

78. Is the bleeding very heavy?

o ©

79. Do you have any irregular bleeding
- for example bleeding between periods?

ves O) e O



80. Do you have any vaginal discharge that is
smelly or makes you sore?

ves O) e O

81. Have you noticed any pain or lumps in
your breasts?

ves O) o O

82.a. If you are aged between 60 & 69, have you
have been sent a kit to test for bowel cancer?

82.b. If yes, when did you last do the test?

DAY MONTH YEAR
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FOR GP REFERENCE: SCREENING

83. Has there been any pain or swelling in
your testicles?

Yes O No O

Normal heart e etc 84, If you are 65 or over, have you have been for
an AAA screening?

8.0 .o

FOR GP REFERENCE: SOCIAL

My care and support

85. If you have support, who supports you (If you
don't have any support, leave the boxes blank)?

Name of family carer
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My care and support

Family

Family carer's contact number

Family carer's e-mail address

Support worker's phone number

Support worker's e-mail address
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My care and support

Social worker (if you have one)

Name of social worker

Social worker's contact number

Social worker's e-mail address

My care and support to others

86.a. Are you a carer for anyone (this could be
for children, parents or a partner)?

Yescé) e
v

86.b. If yes, who do you care for?
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Notes
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Notes
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Notes
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