Health Questionnaire

Please fill in this form, which will give us the facts we need to start you on the pathway to good health. We will, of course, exercise the strictest confidence with all the information you provide.


What particular health problem do you want to overcome?  ____________________________

______________________________________________________________________________


Please tick your symptoms: 

         Occasionally  (every six month)






                   Often  (more than once a month)





If you have had any of the following diseases, please tick:



If you have had any of following operations, please tick:   



Please tick       any of these examinations you have had in the past 5 years:        



Title: _____________________			Home Tel No: ___________________


Name: ____________________ 			Mobile No:      ___________________


Middle: ___________________			


Surname: __________________			Date of Birth:  ___________________





Address:     _________________________		Marital Status: __________________


	         _________________________		Do you have Children?  ___________


                     _________________________		Age of Children: _________________	         _________________________


	         _________________________		Occupation: _____________________


Post Code:  _________________________			         _____________________	


Doctors Name:  ______________________		May we talk to your Doctor?     Y / N





General�
Deafness�
Dryness�
Paralytic Stroke�
�
Headache�
Earache�
Boils�
Blood Clots�
�
Fever �
Ear Noises�
Varicose Veins�
Muscles & Joints�
�
Chills�
Ear Discharges�
Sensitive Skin�
Stiff Neck�
�
Fainting�
Nose Bleeds �
Hive or Allergy�
Backache�
�
Dizziness�
Nose Obstruction�
Shingles�
Shoulder Trouble�
�
Convulsions�
Sore Throat�
Respiratory�
Painful Elbow�
�
Loss of sleep�
Hoarseness�
Chronic Cough�
Wrist Trouble�
�
Fatigue�
Asthma�
Spitting Up Phlegm �
Jaw Joint Trouble�
�
Nervousness�
Gum Trouble�
Spitting Up Blood�
Knee Problems�
�
Weight loss/gain�
Frequent Colds�
Chest Pain�
Hip Joint Problems�
�
Numbness-pain in arms, hands, or legs�
Enlarged Thyroid�
Cardio Vascular�
Swollen Joint�
�
�
Tonsillitis�
Rapid Heartbeat�
Tremors�
�
Allergy�
Sinus Infection�
Slow Heartbeat�
Painful Tail Bone�
�
Wheezing�
Nasal Drainage�
Low Blood Pressure�
Foot Trouble�
�
Neuralgia�
Enlarged Glands�
High Blood Pressure�
Sciatica�
�
Thirst�
Hay fever�
Pain Over Heart�
Genito-urinary�
�
Migraines�
Skin�
Previous Heart Attack�
Frequent Urination�
�
Ear, Nose and Throat�
Skin Eruptions�
Hardening of arteries�
Painful Urination�
�
Failing Vision�
Itching�
Swelling of ankles�
Urine Discoloration�
�
Squint�
Bruise Easily�
Poor Circulation�
Blood In Urine�
�






Pus In Urine�
Prostate Trouble�
Difficult Digestion�
Heartburn�
�
Kidney Infection Or Stones�
Gastro-Intestinal�
Belching or gas�
�
�
Bed Wetting�
Poor Appetite�
Nausea�
�
�
Inability To Control Urine�
Excessive Hunger�
Vomiting�
�
�






Gastro-Intestinal (continued)�
Women only�
�
Vomiting Blood�
Painful Menstrual Problems�
�
Pain Over Stomach�
Excessive Flow�
�
Abdomen Distension�
Hot Flushes�
�
Constipation�
Irregular cycle�
�
Diarrhoea�
Cramps or Backache�
�
Colon Trouble�
Previous Miscarriage�
�
Haemorrhoid (piles)�
Vaginal Discharge�
�
Intestinal Worms�
Congested Breast�
�
Liver Trouble�
Lumps in Breast�
�
Gall Bladder Trouble�
Menopausal Problems�
�
Jaundice�
PMT�
�
Colitis/Crohns Disease�
�
�









Appendicitis�
Arthritis�
Hepatitis�
Heart Disease�
�
Pneumonia�
Venereal disease�
Herpes�
Thrush�
�
Rheumatic Fever�
Epilepsy�
Diabetes�
Glandular Fever�
�
Pleurisy�
Mental Disorder�
Aids�
�
�
Tuberculosis (TB)�
Gastric Ulcers�
Thyroid�
�
�
Alcoholism�
Anaemia�
Cancer�
�
�






Give Approximate Dates�
Others (please specify)�
Major dental work, including:�
�
Gall bladder�
Tonsillectomy�
Root Canal�
�
Appendix�
Hysterectomy�
Spinal Fusion�
�
Hernia�
Mastectomy�
Laminectomy�
�
�
Lumbar Puncture�
�
�






Spinal X-ray�
Other (please specify)�
Body Scan�
ECG�
�
Barium meal X-ray�
Urinalysis�
Myelogram�
�
�
Other X-ray�
Brain Scan�
Blood Tests�
�
�






Have you broken any bones?





�
Which?�
How?�
When (approx.)?�
�
Have you had any falls, or been involved in any accident?





�
Give brief details and dates:�
�
Is there anything else we should know?


 �
�



Signature:  …………………………                                                     Date: …………………�
�









