
 

                                   MEDICAL QUESTIONNAIRE:

Please fill out the following form to the best of your ability 

NAME:_______________________________DOB: _____/_____/________   AGE:______

FAMILY DOCTOR:______________________________Send reports: yes / no

REFERRED BY: (if different)_________________________________Send reports: yes / no

ESTIMATE OF HEIGHT: ________________ WEIGHT:______________

PLEASE CONTINUE ON THE BACK OF THIS PAGE

DO YOU HAVE, OR HAVE YOU EVER HAD PLEASE CHECK           IF YES, PLEASE EXPLAIN

High Blood Pressure?

Heart attack or angina?

Other heart problems?(pacemakers/arrhythmia)

Have you ever been treated for blood clots?

Any blood thinning medications?

Any abnormal bleeding tendencies?

Asthma/Lung Disease?

Sleep apnoea?

A machine that helps you breathe at night?

Liver disease, jaundice, or hepatitis?

Kidney disease?

Diabetes?

Thyroid disease?

Epilepsy, stroke,nervous system disease?

Chronic pain problems?

Heartburn,ulcer or hiatus hernia

Other major health problems? (please specify)  

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No                             

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 

  Yes           No 



Habits:

Never smoked Current smoker                  Ex-Smoker if so, when did you quit _____

                                       # per day ______              # of years smoked _____

Do you drink alcohol?          Yes No                        # of drinks per week __________

SIGNATURE: ________________________________  DATE: __________________

LIST OF MEDICATION: Prescription, over the counter, herbal, naturopathic medicines, 
recreational drugs, or vitamins you use regularly

Please list any allergies/reactions you have:

Previous Surgeries: (Please list any previous operations you have had, noting the 
procedure and the approximate year):

Name of the Surgeon(s):

Do you require any assistance with household tasks or personal care? If so, please 
explain:


