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HEALTH QUESTIONNAIRE

introduction

This document is intended to be completed by patients to provide basic health information.

HEALTH QUESTIONNAIRE

Name: ________________________________________Date of Birth: ______________________

Weight: ______________________________ Height: ___________________________________

Gender: Male □ Female □ 

 NHS Number: ____________________________________
Blood pressure checked in the last 10 years?  Yes □ No □
SMOKING STATUS
Never smoked tobacco □ Non smoker □ Current smoker □ Ex-smoker □
TOBACCO CONSUMPTION

Less than 1 cig/day □ 1-9 cigs/day □ 10-19 cigs/day □ 20-39 cigs/day □ 40+ cigs/day □ 
Cigar smoker □ Pipe smoker □ 
EX-SMOKERS
If you used to smoke, how old were you when you started? ______ when you stopped? ______
If you used to smoke, how many did you smoke per day? 
Less than 1 cig/day □ 1-9 cigs/day □ 10-19 cigs/day □ 20-39 cigs/day □ 40+ cigs/day □ 

Cigar smoker □ Pipe smoker □ 
PASSIVE SMOKING

Are you exposed to smoke at home?
 Yes □ No □

At Work?  Yes □ No □
ALCOHOL
How many units of alcohol do you drink on a typical day when you are drinking?
 (1 unit = half pint of beer, 1 small glass of wine, or a pub measure of spirits)

Teetotaller □ 1-2 units □ 3-4 units □ 5-6 units □ 7-8 units □ 10+ units □

Men      - How often do you drink 8 units in one day?









  Please tick relevant box below

Women - How often do you drink 6 units in one day?

Never □ Less than monthly □ Monthly □    Weekly □   Daily or almost daily □
EXERCISE

Do you take regular exercise?  Yes □ No □
Please also tick the most relevant box below

Exercise physically impossible □ Avoid even trivial exercise□ 
Light exercise □ Moderate exercise □ Heavy exercise □ Competitive athlete □  
CURRENT ILLNESSES

Do you have any current illnesses?  Yes □ No □
If Yes, please list:

______________________________________      ______________________________________
______________________________________      ______________________________________

______________________________________      ______________________________________

______________________________________      ______________________________________

______________________________________      ______________________________________

CURRENT MEDICATION
Please list any medication you are currently taking:

______________________________________      ______________________________________

______________________________________      ______________________________________

______________________________________      ______________________________________

______________________________________      ______________________________________

______________________________________      ______________________________________

ALLERGIES

Do you have any know allergies?
Yes □ No □
If yes, please give information _______________________________________________________
FAMILY HISTORY

Is there any of the following in your family (father, mother, brother, sister) before the age of 65?
Heart Disease (Heart attacks, angina)?   Yes □ No □ which family member? ________________
Stroke? Yes □ No □ which family member? ________________

Cancer? Yes □ No □ which family member? ________________

Site of cancer? ________________________________
CARERS
Are you a carer?   Yes □ No □
LEARNING DIFFICULTIES
Do you have any learning difficulties?   Yes □ No □
If yes, please give information _______________________________________________________
………………………………………………………………………………………………………………………………………………

For Nurse use only:

Urine:
PATIENT ETHNIC ORIGIN QUESTIONNAIRE

This questionnaire follows the recommendations of the Commission for Racial Equality and complies with the Race Relations Act.

Please indicate your ethnic origin. This is not compulsory, but may help with your healthcare, as some health problems are more common in specific communities, and knowing your origins may help with the early identification of some of these conditions.

Choose ONE section from A to E, and then tick ONE box to indicate your background.

	First spoken language:



A
White

	

	British

	
	Irish

	
	Any other white background please write in below

	


B
Mixed

	
	White and Black Caribbean

	
	White and Black African

	
	White and Asian

	
	Any other mixed background please write below

	


C
Asian or Asian British

	
	Indian

	
	Pakistani

	
	Bangladeshi

	
	Any other Asian background please write below

	


D
Black or Black British

	
	Caribbean

	
	African

	
	White and Asian

	
	Any other black background please write below

	


E
Chinese or other ethnic group
	
	Chinese

	
	Any other please write below




FAST QUESTIONNAIRE 

For the following questions please tick the answer which best applies.

1 drink = 1/2 pint of beer or 1 glass of wine or 1 single spirits

	MEN: How often do you have EIGHT or more drinks on one occasion?

WOMEN: How often do you have SIX or more drinks on one occasion?


	Never 

 FORMCHECKBOX 
 
	Less than monthly

 FORMCHECKBOX 
 


	Monthly

 FORMCHECKBOX 
 
	Weekly

 FORMCHECKBOX 
 
	Daily or almost daily

 FORMCHECKBOX 
 

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?


	Never 

 FORMCHECKBOX 
 
	Less than monthly

 FORMCHECKBOX 
 

	Monthly

 FORMCHECKBOX 
 
	Weekly

 FORMCHECKBOX 
 
	Daily or almost daily

 FORMCHECKBOX 
 

	How often during the last year have you failed to do what was normally expected of you because of drinking?


	Never 

 FORMCHECKBOX 
 
	Less than monthly

 FORMCHECKBOX 
 

	Monthly

 FORMCHECKBOX 
 
	Weekly

 FORMCHECKBOX 
 
	Daily or almost daily

 FORMCHECKBOX 
 

	In the last year has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?


	No

 FORMCHECKBOX 
 
	Yes, on one occasion

 FORMCHECKBOX 
 
	Yes, on more than one occasion 

 FORMCHECKBOX 
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