Patient Health Update Questionnaire 

Surname……………………………………………Previous Surname(s)………………………………………………
First Name/s……………………………………………………………………………DOB…………………………………
Current address ……………….…………………………………………………………………………………………………
Do you live alone………….…with spouse/partner…………………………….with family………………… 

Name: …………………………………………………………………………………………………………………………………
Do you have a medical alarm Y  N if yes which company …………………………………………………..
Home ph.……………………………………….Work………………………………..Cell………….………………………
Are you happy to be contacted by text messaging      Yes      No 
Emergency contact, must be someone living in the area: Name:…………………………………………………………………………Phone:……………………………………………….
Do you have Health and Welfare Power of Attorney? if so who, and their relationship to you…………………………………………………………………………………………………………………………………………
Your Occupation and Employer……………………………………………………………………………………………
If retired what was your previous employment history………………………………………………………… …………………………………………………………………………………………………………………….………………………… Medication please list name of drug .dose and no. of times it is taken daily

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Any allergies to drugs or other  Y  N   Please list with reaction 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………...

For children only : Childhood vaccinations please provide  a copy of these .                              PTO

Please circle correct answer. Have you ever smoked cigarettes?   Y     N
Do you smoke cigarettes Y    N     Would you like to receive Quit smoking advice?    Y    N 
If you are an ex- smoker what year did you quit?....................................................................
Do you use other recreational drugs?.......................................................................................
 Alcohol: Do you drink alcohol    Y      N
On average how many drinks would you consume weekly   1-5    5-10   10-15    > 15 
Medical History: Have you ever been told that you have? (Please circle)       Arthritis       Asthma

Cancer-Type?..............................…………          Depression          Diabetes     Eczema       Heart Disease     
Hypertension            Kidney Problems         Prostate Problems         Stroke               Thyroid Disorder   
Other…………………………………………………………………………………………………………………………………………. 
Have you had Surgery/what for/year ………………………………………………………………………………………………………………………………………………….
....................................................................................................................................................

Women Only:  Date of last smear test?......................Date of last  mammogram? ………………………….. 

When did you last have a tetanus booster?....................................
Do you have any significant family history we should know about e.g. early heart attack/stroke……………………………………………………………………………………  ………………………………………………………………………………………………..……………………………………………. 
………………………………………………………………………………………………………………………………………………
If NO FAMILY MEDICAL HISTORY please circle NO 
Do you have any disabilities…………………………………………………………………………………………………. ………………………………………………………………………………………………………………..…………………………….
Would you be open to discussing advanced patient directives with your Doctor ?   Yes   N o 
                         Thank you for taking the time to complete this questionnaire.
