BLOOD PRESSURE  MORNING AND NIGHT FOR 1 WEEK 

NAME:………………………………DATE OF BIRTH…………………………………

CONTACT TELEPHONE NUMBER……………………………..
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Please record your blood pressure twice daily, morning and evening if possible


     for 7 days


Before recording the blood pressure sit down and relax, make sure your arm is out stretched and supported (either arm) 


For each recording measure your blood pressure twice, at least 1 minute apart. 


Please write a contact telephone number on this form for the surgery to contact you if the readings are abnormal. 








