
 
HEALTH SCREENING QUESTIONNAIRE 
Strictly confidential 
 
Please complete this medical questionnaire and bring it with you to your appointment. The information given will provide background details for our 
doctors to discuss with you at the time of your visit. 
 

 PERSONAL DETAILS   PLEASE PRINT CLEARLY 

……….…..………………… ………..……… ……………………. 
Surname First Middle 

Company:  

Job Ti t le :  

Department:  

Male Female 

 

Marital Status: 

 

 

Date of Birth: 

GPs name and address: 

Tel No: 

Please indicate if you would like a copy of 

No  Yes  

your medical results sent to your GP: 

Home Address & Post Code Contact Telephone Numbers: 

Home: 

Daytime: 

Mobile: 

Email: 

NEXT OF KIN: 
 
Name: 
 
 
Relationship: 

Address: 
 
 
 
 
Telephone number: 

 
 
 
FAMILY HISTORY 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please give the current age and state of health of the following relatives, or if deceased, their age and the cause of death 

Father: Spouse: 

Mother: Children: 

Brothers: Sisters 

Is there a family history of any of the following (Grandparents, parents, brothers, sisters)? Please provide details. 

Heart Disease Mental Health Problems 

Bowel Problems Thyroid Problems 

Diabetes Cancer 

  



 
 
 

LIFESTYLE ISSUES 

  
Smoking □ non smoker  □ < 10/day  □ 10-19/day  □ 20-29/day 
    
  □ > 30/day  □ occasional/social smoker  ……………….. per week? 
 
Alcohol  □ no alcohol  □ < 10/wk  □ 10-19/wk  □ 20-29/wk 
 
  □ 30-39/wk  □ >40/wk 
 
  (one unit = ½ pint of beer / small glass of wine / one measure of spirits) 
 
Exercise □ no exercise  □ one session/wk  □ 2-4 sessions/wk  □ >5 sessions/wk 
 
 
 

Are you taking any medication either prescribed or over the counter (including oral contraceptive pill)? 
 Yes     No 

 
If “yes” please specify……………………………………………………………………………………………   
 
 
Do you have any drug or other allergies? 

 Yes     No 
 

If “yes” please specify………………………………………………………………………………………….. 
 

 
Have you had any medical tests or investigations within the past 3 years? 

 Yes     No  
 

If “yes” please specify……………………………………………………………………………………….….. 
 
 
Have you had any operations? 
  □ Yes    □ No 
 
 
 
Please give the approximate date of your last cervical smear test…………………………………… 
 
 
Have you had any abnormal cervical smear tests?  □ Yes  □ No 
 
If “yes” please specify …………………………………………………………………………………………… 
 
 
Have you had any abnormal pregnancies or complications of pregnancy? □ Yes   □ No 
 
If “yes” please specify……………………………………………………………………………………………… 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Please indicate whether you would like a chaperone to be present during the examination? Yes □  No □ 
 
 
 
 

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE.  
WE LOOK FORWARD TO SEEING YOU FOR YOUR HEALTH ASSESSMENT. 

 




