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HEALTH PROMOTION QUESTIONNAIRE
Dear Patient, 
In order that we can individualize your health care needs, kindly assist us in completing the questionnaire below.  Once completed kindly give it to the Receptionist or deposit it in the box marked “Health Screening”.

Thank you for your help.

NAME:  _____________________________________________
       DATE OF BIRTH:  ___________________

ADDRESS: 



HAS THIS ADDRESS CHANGED IN      THE LAST 12 MONTHS? 
⁬  YES
      ⁬   NO

TELEPHONE NUMBER:   HOME :  ______________  MOBILE:  _____________  WORK:  ________________

HAVE ANY OF THESE NUMBERS CHANGED IN THE LAST 12 MONTHS?  ⁬  YES       ⁬   NO

IF YES, PLEASE INDICATE WHICH …    HOME  ⁬  MOBILE  ⁬  WORK  ⁬  

WHO IS YOUR NEXT OF KIN?     ______________________________

ADDRESS IF DIFFERENT FROM ABOVE:
________________________________________________________

HOW TALL ARE YOU?  ___________________
HOW MUCH DO YOU WEIGH?  __________________

WHAT IS YOUR WAIST SIZE?  ____________ 
HAVE YOU EVER HAD AN ADVERSE REACTION TO ANY MEDICATION? (please give details)


DO YOU SMOKE?     ⁬   SMOKER

⁬  EX-SMOKER

⁬ NEVER SMOKED

IF YOU ARE A SMOKER, HOW MANY OR HOW MUCH ROLLED TOBACCO DO YOU SMOKE A DAY?
CIGARETTES  _____________    TOBACCO ____________________
ARE YOU INTERESTED IN GIVING UP SMOKING?
 
⁬  YES
       ⁬  NO

DO YOU DRINK ALCOHOL?    ⁬  YES       ⁬   NO 

IF YES, HOW MANY UNITS DO YOU DRINK PER WEEK?     ________________  

(NOTE: 2 UNITS = A PINT OF LAGER, A SMALL GLASS OF WINE OR A SMALL MEASURE OF SPIRITS)

HOW MUCH EXERCISE WOULD YOU DO A WEEK?  
NONE  ⁬  LESS THAN 30 MINS  ⁬  MORE THAN 30 MINS BUT LESS THAN 4 HRS ⁬  MORE THAN 4 HRS ⁬
























_1226240893.bin

