Medical Assessment Questionnaire
Confidential
	Full Name
	

	
	

	Date of birth (dd/mm/yyyy)
	

	
	

	Height/Weight
	

	
	

	Home address
	

	
	

	Contact telephone number
	

	
	

	Email address
	

	
	

	Next of kin
	

	
	

	Person doctor and contact details
	

	
	

	Past medical history
Please record details of any medical conditions from which you suffer
(attach another sheet/continue on the back of this sheet if necessary)
	

	
	

	Specific conditions
(delete as appropriate)
	Indigestion/reflux			YES/NO
High blood pressure 			YES/NO
Musculoskeletal injuries 		YES/NO
Angina 					YES/NO
Heart attacks/myocardial infarctions 	YES/NO
Jaundice 				YES/NO
Strokes 					YES/NO
Cartilage/ligament injuries 		YES/NO
Chronic back pain 			YES/NO
Kidney stones 				YES/NO
Blood infections (e.g. hepatitis		YES/NO
A, B, C, HIV, etc) 			
Depression/mental illness 		YES/NO
Asthma 				YES/NO
Epilepsy 				YES/NO
Diabetes 				YES/NO
Tuberculosis 				YES/NO
Rheumatic Fever 			YES/NO
Involved in an accident 			YES/NO
Other (not below) 			YES/NO

	
	

	IF YES to an of the above, provide details here



	

	
	

	
Surgical operations (details and dates)



	

	
	

	Inherited medical conditions?



	

	
	

	Medical advice or treatment received in past 12 months for illness, disability or any conditions?


	

	
	

	Record ALL medications that you take regularly or occasional or in the past, including herbal/alternative medicines
	

	
	

	Allergies? (details and reactions)
	

	
	

	Do you smoke? No. per day
	

	
	

	Do you drink alcohol? Units per week
	

	
	

	Immunisations/vaccinations, include dates
	

	
	



Additional notes/information:









Declaration: I hereby declare that the above mentioned and personally completed details are true, complete, and have been given to the best of my knowledge.

Sign: ______________________________________________	Date: _____________________
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