


Metro North Health Service District
	GERIATRIC  clinic

	Family name:
Given name(s): 

Address:
Date of birth:                                           Sex:       FORMCHECKBOX 
 M       FORMCHECKBOX 
 F    
MEDICARE

TEL

	PATIENT & CARER QUESTIONNAIRE
	

	Date: ………/…………/ ……

	DEMOGRAPHICS:

	Marital Status:  ( Married / Defacto  (  Separated  (  Single  (  Widowed  (  Divorced

Place of Birth: …………………………………Nationality: …………………………………………………..
First Language (other than English): ……………………………………Interpreter?: Yes / No

	Highest level 

of Education
	(  Nil                                                    (  Certificate / Trade
· Primary:  Years ……………………(  University Degree

· Secondary: Years …………………AGE WHEN LEFT SCHOOL……………..

	Employment History
	Position

	
	

	
	

	
	

	Driving History
	Current Driver:  (  Yes   (  No

If No, year stopped: ………………………………Reason: ……………………..

Any accidents recently: …………………………………………………………….

	Living Arrangements
	(  Private Residence                                  (  Alone
(  Residential Aged Care – Low                 (  Spouse / Partner

(  Residential Aged Care – High                (  Other Family ………………..

(  Community Group Home                        (  Other Community Services

(  Boarding House                                      (  Other arrangements

(  Other ………………………………..         (  Not Stated

	Legal/Decision Making
	(  An Enduring Power of Attorney               Appointed Person………………
(  Advance health Directive                        Will
(  Guardian    
                                         


	         GERIATRIC  clinic

	Family name:
Given name(s): 

 

	PATIENT & CARER QUESTIONNAIRE
	

	ALCOHOL / TOBACCO CONSUMPTION:

	
	Alcohol
Glasses / Week                        Type
	Tobacco
Cigs / Day                             Length of Time

	Current
	
	

	Past
	
	

	RECENT NOTICED CHANGES/BEHAVIOURAL SYMPTOMS

	SLEEP
	RECENT CHANGES IN MEDICATION?

	TOILETTING
	

	NUTRITION
	HISTORY OF MENTAL HEALTH ISSUES?

	ACTIVITIES OF DAILY LIVING
	

	MEAL PREPARATION
	INDICATIONS OF DEPRESSION?

	FALLS HISTORY?

	

	SOCIAL INTERACTION
	HISTORY OF HEAD TRAUMA?

	
	

	PHYSICAL EXAMINATION:

	Vision:    (  Normal    (  Reading / Driving glasses   (  Glasses to see   (  Impaired [R]  [L]  [Both]

Hearing:  (  Normal    (  Abnormal        (  Hearing aids [R]  [L]  [Bilat]    (  No aids

Mobility:   (  Normal   (  Walking stick   (  Four wheel walker   (  Wheelchair


	CURRENT SUPPORT

	Supports:     (  Domestic Assist                         Medication:    (  Webster Pack
                      (  Meals on Wheels                                               (  Dosette Box
                      (  Domiciliary nursing                                            (  Carer Supervision

                      (  CACP / EACH package                                     (  Nursing Supervision
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