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LOGO and Practice Details
Client Medical Questionnaire 
Please complete and return this form to reception. If you need help filling it in, our team is happy to assist.

Personal Information	
	Full Name
	


	Do you need support with mobility, hearing, vision, or communication?
	
	No
	
	Yes                                      
	  Date of Birth
	                 /                /



Lifestyle
	Smoking/Vaping Status 
	⃝ Never smoked or vaped/Not Applicable (NA)

	
	⃝ Ex-smoker/ex-vaper
	Year started
	

	
	
	Average cigarettes or puffs of vape per day?
	

	
	
	Year stopped
	

	
	⃝ Current smoker/current vaper
	Year started
	

	
	
	Average cigarettes or puffs of vape per day?
	

	
	
	Would you like a referral to support you to reduce or stop?
	
	Yes
	
	No

	Alcohol Intake
	How often do you have a drink containing alcohol?
	 ⃝ Never
 ⃝ Monthly or less
 ⃝ 2-4 times per month
	 ⃝ 2-3 times per week
 ⃝ 4-5 times per week
 ⃝ 6-7 times per week

	
	  Do you have concerns about your drinking?
	
	Yes
	
	No

	Other Substance Use
	Do you use any of these substances?
	 ⃝ Cannabis 
 ⃝ Methamphetamine
	 ⃝ Cocaine
 ⃝ Other
	If Other, please state:

	
	  Do you have concerns about your substance abuse?
	
	Yes
	
	No



Medical History
	Tick if you or an immediate family member (parent, sibling, child) has or has had any of the following:

	
	You
	 Family
	
	You
	 Family

	  High blood pressure
	
	
	  Diabetes Type 1
	
	

	High cholesterol
	
	
	Diabetes Type 2
	
	

	Heart disease
	
	
	  Diabetes (unsure type)
	
	

	Angina
	
	
	Thyroid disease
	
	

	Heart attack or stroke (under age 50)
	
	
	Gout
	
	

	Heart attack or stroke (50 & over)
	
	
	Reflux
	
	

	Circulation Issues
	
	
	Stomach ulcers
	
	

	Blood clots or bleeding disorder
	
	
	Liver problems or disease (including hepatitis)
	
	

	Asthma
	
	
	Bowel problems or disease
	
	

	COPD
	
	
	Migraine headaches
	
	

	Tuberculosis (TB)
	
	
	Seizure disorders/epilepsy
	
	

	Breast cancer
	
	
	Multiple sclerosis
	
	

	Bowel cancer (under age 55)
	
	
	Arthritis
	
	

	Bowel cancer (55 & over)
	
	
	Hay fever
	
	

	Skin cancer
	
	
	Mental health conditions (e.g. depression anxiety)
	
	

	Prostate cancer
	
	
	Ear or eye problems
	
	

	Other cancer
	
	
	Kidney problems or disease
	
	

	Surgeries or operations (please list): 





	Other conditions or comments:







Medication
	List any regular medications or tablets/supplements that you take
	

	
	

	
	

	
	

	
	

	Are you allergic to any medications or substances?
	
	No
	
	Yes

	If Yes, please list:



Screening
	If 25 years or older, have you ever had a cervical smear?
	
	No
	
	Yes
	
	Unsure/NA

	If yes: Have you ever had an abnormal result?
	
	No
	
	Yes
	
	Unsure/NA

	Have you had a hysterectomy and been told you no longer need smears?
	
	No
	
	Yes
	
	Unsure/NA

	If over 45 years, have you had a mammogram?
	
	No
	
	Yes
	
	Unsure/NA

	If aged between 45 and 69 years, are you enrolled in the National
Breast Screening Programme?
	
	No
	
	Yes
	
	Unsure/NA

	If not enrolled and eligible for the free Breast Screening Service, 
do you consent for us to enrol you?
	
	No
	
	Yes
	
	Unsure/NA

	Do you know when your last mens’ health checkup was?
	             /                /
	Date
	
	Unsure/NA



Immunisations
	When was your last Tetanus booster?
	            /               /
	Date
	
	Unsure

	Are your childhood immunisations up to date?
	
	No
	
	Yes
	
	Unsure

	Have you received the human papilloma virus (HPV) vaccine?
	
	No
	
	Yes
	
	Unsure

	Have you received the MMR vaccine?
	
	No
	
	Yes
	
	Unsure

	Have you received the most recent Flu vaccine?
	
	No
	
	Yes
	
	Unsure

	Have you received a Covid-19 vaccine?
	
	No
	
	Yes
	
	Unsure



Signature	
	Full Name
	


	Signature
	


	  Date               /                /




