


	Health Questionnaire
Please complete as appropriate

TODAYS DATE:      ___________________________
	[image: Logo]



PERSONAL DETAILS
	Name:  _________________________________________________
	Date of Birth:  ____________________

	Address:  _______________________________________________
	Marital Status:  ___________________

	_________________________________________________________________________________________
Tel No: (Home)  __________________ Work:  __________________  Mobile:  __________________________

	Occupation:	  ____________________________________ 
Next of Kin:	_____________________________________ Relationship to you ________________________
Tel No: (Home)  __________________ Work:  __________________  Mobile:  __________________________
If Applicable, Power of Attorney granted:  		Yes  O  	No  O
If Yes, to Whom	___________________________________	Relationship to you:  _____________________



CURRENT PROBLEMS
	Any Current health problems?  _________________________________________________________________________

	__________________________________________________________________________________________________

	(attach separate sheet if necessary)


HEALTH & FITNESS
	Do you Smoke?
	Yes  O
	No  O
	If so, how many per day  __________

	Have you ever smoked?
	Yes  O
	No  O
	If so, how many per day  __________

	When did you stop smoking?

	_________________
	WOULD YOU LIKE HELP TO STOP SMOKING	Yes  O	No  O

	Do you drink alcohol?
	Yes  O
	No  O
	If so, how many unit per week  __________

	(1 unit = ½ pint beer, one measure spirit or one glass wine)

	Do you eat a balanced diet?
	Yes  O	No  O

	
Do you take regular exercise?
		
Yes  O	No  O

	
How tall are you?		____________________________________

	
How much do you weigh?	____________________________________



PAST MEDICAL HISTORY
	Have you ever suffered from any of the following (please tick √ relevant options):

	Asthma/Bronchitis	O
	Cancer			O
	High Blood Pressure	      O

	Heart Disease		O
	Depression		O
	Epilepsy		      O

	A Stroke		O
	Diabetes		O
	Arthritis		                   O

	Thyroid Disease	O
	A Heart Attack		O
	Severe Anxiety	                   O



FAMILY MEDICAL HISTORY
	Asthma/Bronchitis		O
	High Blood Pressure	O

	Heart Disease/Angina		O
	Raised Cholesterol	O

	A Stroke			O
	Diabetes		O

	Thyroid Disease		O
	A Heart Attack		O

	Osteoporosis			O
	Breast Cancer		O

	Ovarian Cancer	                          O
	Other type of Cancer (specify)	_____________________________

	If you have a blood relative with a history of angina or a heart attack did this happen before or after age 60? 
Before  O         After  O




MEDICATION / ALLERGIES / IMMUNISATION 
	What medicines/tablets do you take regularly (from doctor or pharmacist):

	
______________________________________________________________________  (attach separate list if necessary)
PLEASE ENSURE YOU ENCLOSE A COPY OF YOUR CURRENT PRESCRIPTION OR CONTACT YOUR PREVIOUS SURGERY FOR THIS INFORMATION


	Do you currently take Warfarin
	             Yes	O
	No	O


	Are you allergic to any medication (specify)	__________________________________________________________


	Do you have any other allergies (specify)	__________________________________________________________


	Last Tetanus Immunisation date:		__________________________________________________________


	Do you normally require flu vaccination	              Yes	O
	No	O




CARER INFORMATION (if applicable)
	Do you provide unpaid care for a relative or friend?		Yes  O	     No  O

Name of person you care for and relationship	__________________________________________________________




WOMEN ONLY
	Last Smear Date	__________________________		Result: Normal / Abnormal

Last Breast Exam	__________________________		Result: Normal / Abnormal

How many pregnancies have you had?  ______ How many children do you have?  ______

Have you had a hysterectomy?	Yes  O  No  O  If applicable, what form of contraception do you use?_________________



ETHNIC ORIGIN
	O	White – British/Irish/any other white background

	O	Mixed – White and Black Caribbean /African /Asian /Any other mixed background

	O	Asian or Asian British – Indian /Pakistani /Bangladeshi /Any other Asian background

	O	Black or Black British – Caribbean /African / Any other Black background

	O	Chinese or other ethnic group – Chinese /Any other



OFFICE USE ONLY
	GP           Double   O       Single   O       Not Required   O   Any Other Comments:

	NURSE    Double   O       Single   O       Not Required   O   Any Other Comments:
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