Medical Questionnaire

Surname ... ——— First Name(s) .....ccccovrinmmmiinsiernsers e
Date of Birth ......cccccccvcrnriniiiniinceeeen, AGE e ——————
AAArESS ...ceeeiiiiiicirr i s r e
................................................................ Phone (H) ..ccccovivviiicciiices (W) i
COMPANY ..oovcerriiiinnrr e POSItioN........ccociiiiirr
Family DOCEON ...ttt iiiiins ceiriir e

Family History — please enter details with relevant ages

Personal History — please give details with relevant dates and age

MajOr IlINESSES....ii et e

Regular medication ... ——————————
N =T o -

Do you smoke? Yes / No Have you ever smoked? Yes / No When did you give up?........

How many per day? ........cccceeviriuennnns How many years? ..o
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Specific Medical History

Do you have any chest pains? Yes/No
Palpitations or irregular heart beat? Yes/No
Shortness of breath? Yes/No
Stomach pains, indigestion, reflux or stomach ulcers? Yes/No
Change in bowel habit / bouts of diarrhoea or constipation? Yes/No
Recurrent headaches or migraines? Yes/No
Depression or low mood? Yes/No
Moles or skin lesions of concern? Yes/No
Have you had a colonoscopy recently? Yes/No
Do you have any other concerns? Yes/No

If you ticked yes to any of the questions above please provide details and dates:

Men
Do you have a poor urinary stream, dribbling or urgency? Yes/No
Do you have erectile problems? Yes/No
Do you examine your testicles regularly? Yes/No
Have you had a prostate examination recently (date)? Yes/No
Women
Do you have regular periods? Yes/No
Do you examine your breasts regularly? Yes/No
Have you had a mammogram (date)? Yes/No
Have you had a smear recently (date)? Yes/No
Have you ever had a bone density scan (date)? Yes/No

Exercise — please tick the most relevant box

Social History

Are you (circle relevant): single have a partner married separated ?

Do you have any children? Yes/No

If yes how many children and what age(s)? .......ccccciiiiimiinnii s,
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| Stress Questionnaire — please tick the most relevant box
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Nutrition — please circle the answer that best reflects your dietary habits

|>4 serves per day

1-3 serves per day

<1 serve per day

|>4 serves per day

1-3 serves per day

<1 serve per day

>4 times per week

2-3 times per week

< once per week

[>4 serves per week

3-4 serves per week

<3 serves per week

3-5 serves per week

>5 serves per week

2-4 serves per week

<2 serves per week

3-5 times per week

>5 times per week

Rarely Regularly
<4 per week 4-5 per week >5 per week
Rarely Regularly
Most days Rarely
Nil or rarely 1-2 per week >2 per week
N|I or rarely 1-2 per week >2 per week
Every day Most days Rarely
INil or rarely Most days Daily
6-8 glasses daily |3-5 glasses daily <3 glasses daily
0-2 cups daily 3-5 cups daily >5 cups daily
0-2 cups daily 3-5 cups daily >5 cups daily
|>3 times per week [1-2 times per week |Nil
1 unit per day 2-3 units per day >4 daily

Most days

<3 days per week

1-2 times per week

>3 times per week

1-2 times per week

>3 times per week

Salt while cooking

Salt at the table

| consent to this medical assessment, blood tests and exercise test. | understand that every effort is
made to identify existing problems and promote my future good health and that Well for Life Ltd and
its clinical staff cannot be held responsible for any illness discovered following this assessment. |

understand that the information held by Well for Life Ltd is strictly confidential, remains my property

and will not be shared without my permission.

Signed:

Date:
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