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Personal Health Questionn
Please complete this confidential personal health questionnaire before seeing the doc
appointment is to discuss your past health history and specific health concerns which m
future visits. No clinical examination or treatment will be done during this introduction v
the practice, you may schedule further appointments to address specific health concer
   

Your Name: ……………………..……………………………………..       Date 
 

1 What is your occupation? Where do you 
work?  

 
 

2 Current medical health provider status I do not have a family doctor.        
I do have a family doctor, but consider

3 On a scale from 1 to 10, how do you rate your 
current health status? 

1    -    2   -     3      -      4     -     5    
      (very poor)        (poor)               (re

4 On a scale from 1 to 10, how do you rate your 
average health state during the past two years? 

1    -    2   -     3      -      4     -     5    
      (very poor)        (poor)               (re

5 In average how often does your health status 
require you to visit a doctor?    

Almost never                        
Every 2 or 3 months  

O
O

6 Do you use alternative therapies?  
(Please check all that apply.) 

Naturopathic therapy. 
Acupuncture 

O
O

7 Are you a smoker?  Never smoked. 
Former smoker. 
Current smoker.      

O
O
O

8 Do you consume alcohol? Non drinker. 
Light social drinker 

O
O

9 Do you use any street drugs? Never used. 
Former user. 
Current user                        

O
O
O

10 Do you suffer from   (or) 
have you ever been diagnosed with any of the 
following?    
 
Please check all that apply 
 
If none apply, please check  
“none of the above”. 
 
If there are any important conditions not listed, 
please write mention them down at question 11 

Hypertension 
Heart attack / angina pectoris. 
Other abnormal heart condition 
Diabetes mellitus 
High cholesterol 
Abnormal neurological condition 
Stroke / TIA 
Glaucoma 
Other abnormal eye condition 
GERD / Stomach ulcers 
Abnormal colon condition 
Pancreatitis 
Abnormal liver condition 
Asthma or Emphysema 
Arthritis of any type 
Osteoporosis 
Abnormal thyroid condition 
Abnormal kidney condition 
Chronic bladder infections 
Cancer of any type 
Serious allergy condition 

O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
O
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aire 
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isit. After being accepted to 
ns. 

of birth: ……….………….   

 a change. 
O 
O 

 -      6     -     7   -     8     -     9     -     10 
asonable)           (good)             (excellent) 
 -      6     -     7   -     8     -     9     -     10 
asonable)           (good)             (excellent) 

 
Monthly 
Once or twice each year  

O
O 

 
Chiropractic 
Oriental medicine. 

O
O 

 

I quit smoking …….……….. 
Smoking years…………… 
Cigarettes per day………….. 

 
Heavy drinker 
Former drinking problem. 

O
O 

 

Marijuana 
Intravenous drugs 
Other :……………………  

O
O
O 

 

 

 
 

Genetic defects 
Auto-immune disease 
Depression 
Generalized anxiety disorder 
Sleeping disorder (insomnia) 
Anemia 
Personality disorder 
Schizophrenia 
Dementia 
Attention deficit disorder 
Chronic backpain 
Chronic headaches.  
 “Fibromyalgia” 
Hepatitis B  
Hepatitis C 
HIV “+” or AIDS  
Any other STD  
Alcoholism 
Narcotic drug dependence. 
               
None of the above 

O
O
O
O
O
O
O
O
O
O
O
O
O 
O
O 
O
O 
O 
O 
 
O 
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11. Have you been diagnosed with any other 
problems not mentioned in question 10 on the 
previous page? Please list: 
 

1.                                                        2. 
 
3.                                                        4. 
 
5.                                                        6. 
 

12. Do you have any injuries related to 
employment (or) caused by a vehicle accident, 
for which you are claiming or planning to 
claim compensation?          

 
 
 
 

13. Please list all major operations you have had. 
(Ignore wisdom teeth removal; vasectomy; 
tubal ligation; ingrown toenails and benign 
mole removals.) 

1.                                                        2. 
 
3.                                                        4. 
 

14. Please list all prescription medications you 
need to take with their dosages. 
 
 
 

1.                                                        2. 
 
3.                                                        4. 
 
5.                                                        6. 
 
7.                                                        8. 

15. Do your parents or any of your siblings suffer 
from any pertinent medical or mental 
problems, hereditary conditions or any 
cancers? 
 – Please provide details 

Father: 
              
  
Brothers: 
 
 

Mother 
 
 
Sisters                   
 

16. Are you allergic to any medications? Please 
list. 

1.                                                       2. 
 
3.                                                       4. 
 

17. Do you currently have any specific medical 
concerns needing attention during future 
visits? Please list them in order of priority. 

1.                                                       2. 
 
3.                                                       4.  
 

18. Please indicate approximate dates for the 
most recent following examinations or tests: 
• Last complete medical examination 
• Adults only: 

o Last blood pressure check 
o Last blood cholesterol test 
o Last blood sugar test 

• Adult Women only: 
o Last papsmear 
o Last mammogram 
o Last bone density test 

• Men over 40 years only: 
o Last prostate & PSA check 

• All patients older than 50 years:  
o Last Electrocardiogram 
o Last Chest X-Ray 

                DATE RANGE                                                      RESULTS 
 < 1 Yr    1 – 3 Yrs    > 3 Yrs     Never                        Normal       Abnormal 
       O             O              O             O                                      O                 O 
 
       O             O              O             O                                      O                 O 
       O             O              O             O                                      O                 O 
       O             O              O             O                                      O                 O 
  
       O             O              O             O                                      O                 O 
       O             O              O             O                                      O                 O 
       O             O              O             O                                      O                 O 
 
       O             O              O             O                                      O                 O 
 
       O             O              O             O                                      O                 O 
       O             O              O             O                                      O                 O 

 
Thank you for completing this personal health questionnaire which will become part of your medical file.  

 
 

______________________________                                                    __________________ 
Signature                                                                                               Date 


