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Physical Health Assessment
PATIENT DETAILS
Surname: First Names(s):
Patients      
Address: Post Code:

UMRN: Gender: Birth Date:

SOURCES OF INFORMATION

Previous Clinical Records Assessing clinician’s knowledge of consumer’s past behaviour/ 
current clinical presentation

Medical Police/Ambulance/Other agencies

Other: (Please Specify)

PRACTITIONER GP DETAILS
Address:

Contact Number: Provider Number:

CONSUMER DETAILS
Height Weight Pulse Blood 

Pressure Temperature

Do yo have any of the following conditions? Yes/No If yes, please provide details

Diabetes

Heart disease

Breathing difficulties

Urinary problems

Bowel problems
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Mobility difficulties

Hearing issues

Visual difficulties

Allergies

High Cholesterol

Recent Operations

Family history of medical issues

Pain Management

Communication issues

Other relevant medical history

TO BE COMPLETED BY ASSESSING CLINICIAN
Full Name:

Signature: Date:

Organisation/Facility: Position Held:

Address: Phone:
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