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Tilbury District

FAMILY HEALTH TEAM

o



         CLINICAL PRELOAD FORM

   PLEASE COMPLETE THE APPLICATION AND RETURN TO

                                               THE TILBURY DISTRCIT FAMILY HEALTH TEAM
PREVIOUS HEALTH CARE PROVIDER: ________________________________

NAME: ____________________________________ADDRESS:___________________________________________
PHONE: (HOME)_________________ (CELL)______________________(WORK)___________________________
DOB________________________  M___ F____  EMAIL ADDRESS_______________________________________

HEALTH CARD#______________________ISSUE DATE_______________EXPIRY DATE___________________

MARITAL STATUS           OCCUPATION
________________            _____________
NEXT OF KIN OR EMERGENTY CONTACT:
NAME__________________________ADDRESS_____________________PHONE #________________

PHARMACY USED: ____________________________________________________
PLEASE OBTAIN A MEDICATION PROFILE FROM YOUR PHARMACY AND ATTACH TO 

THIS FORM BEFORE RETURNING TO OUR OFFICE

MEDICATIONS, VITAMIN OR MINERAL SUPPLIMENTS, HERBAL REMEDIES

NAME:                                                    DOSE:                                          DIRECTIONS:___________________
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

ALLERGIES: ________________________________________________________________________________
YOUR MEDICAL HISTORY    please circle all that apply
STROKE



HEART DISEASE
ASTHMA



COPD

HIGH BLOOD PRESSURE

DIABETES

DEPRESSION



SUICIDE ATTEMPTS

OSTEOPOROSIS


EPILEPSY

CHRONIC PAIN



ARTHRITIS
HEPATITIS C



THYROID DISEASE:  Hypothyroid or Hyperthyroid 

CANCER (IF YES WHAT TYPE   _______________________________  
SURGICAL HISTORY

Type:





Approximate Date:

 _________________________________   
 
______________________

__________________________________

______________________

__________________________________

______________________
__________________________________

______________________

__________________________________

______________________

FAMILY HISTORY

COLON CANCER:  who/age? _______________________

Heart Attack:  who/age? ___________________
BREAST CANCER: who/age?_______________________

Stroke:  who/age? ________________________

CERVICAL CANCER:  who/age? ____________________

Others: _________________________________

RISK FACTORS
SMOKING STATUS (Please circle)
Non-smoker
 Current smoker    
Ex-smoker 

Quit Date:_____________  Years Smoked _______________  Packs per day_____________  
ALCOHOL USE

Average per week______________

CAFFEINE USE (Coffe, tea pop)

Average per day _______________

