Personal History Questionnaire 

Date:

First Name:                    Surname:                         Date of Birth:
Home Address:
Nationality:
Contact email and mobile phone:
Health Insurance Company:

1. Family history – occurrence of diseases in family (diabetes, obesity, high cholesterol, hearth attack, cerebral apoplexy, sudden death, allergies, asthma, mental disorders, neurological diseases, oncological diseases, diseases of senses  - eyes, hearing;  smoking in family … please write if your siblings, parents, grandparents suffered from the diseases and problems mentioned above. In case of serious diseases please write the age when the disease occurred. Please report also about serious diseases of your partner/spouse and children.
2. Personal history – diseases, operations – surgeries, accidents; infectious diseases (hepatitis, tropical diseases…), please write, if yes, when you have suffered from them. Chronic diseases. Names of drugs which you are  taking now.    

3. Allergies – to medicines and food, insects (bees…) and others…
4. Vaccination – against tetanus, etc.
5. Daily/Weekly/Monthly intake of following substances 
a. coffee 

b. smoking

c. alcohol

d. other drugs 

6. exercise – sports – I take 30-minute exercise two times per week at least (fast walking, jogging, swimming, stationary bike, normal bike, etc…) yes/no. Other kinds of sports, dancing… 
7. Education and working history - 

8. Social history – marital status, number of children… 

9. Present health problems – please report on your health problems if you suffer from any (breathing, digestive problems, pains, urinary tract’s problems, problems with bowel movement, sleeping, etc.)  




Appendix for Women
1. Is your period regular?
2. Is it painful? Do you have to stay in bed?
3. Do you take contraceptive pills?
4. How long have you been taking it?
5. Have you been treated for a gynaecological complaint?
6. If so, for how long and when?
7. Date of your last period:  
8. Name and office address of your gynaecologist:
9. Date of your last preventive gyn. check up(smear test and mammography): 

Please fill in the questionnaire by writing the relevant information and deleting the rest. If you cannot explain your problem you can download the figure and indicate where the problems are (figure for women and for men). 

Send back by e-mail to lipp@pobox.sk  or print out and bring with you.

For preventive check-up appointment in the morning, always come on an empty stomach (having not eaten since 6 p.m. of the previous day). And bring your morning urine in a small glass container, approx. 5 fl oz/ 0,15 liter.
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