


Medical History Questionnaire

Please, answer the following questions truthfully as they will be used to validate your health condition. 

1. Personal details:
Name, surname, titles:		_______________________________________
Identification number:		_____	_________________________________
Passport number:		_____	_________________________________
Health insurance:							______
Permanent address:								
Temporary address:								
Emloyer:									
First enter to Slovakia (date):							
Last enter to Slovakia (date):							
Phone number:									

2. Family history:
Please, mention which of these diseases may have occurred in your immediate family (e.g. tuberculosis, hepatitis A,B,C, HIV, other infectious diseases, diabetes, obesity, hypertension, high cholesterol, myocardial infarction, stroke, sudden death, allergies, asthma, physical disorders, cancer, neurological diseases, thyroid diseases, hearing disorders, eye disorders, etc.), in the case of relatives who are not alive, please also mention the age and cause of death:
Mother:									__________________
_________________________________________________________________
Father:									_________________________
_________________________________________________________________
Siblings:									_________________________
_________________________________________________________________
Children:							________________________________
_________________________________________________________________
Grandparents:								_________________________

3. Past medical history:
Please, mention which of these diseases you have overcome since childhood (i.e. common childhood illnesses, serious illnesses – e.g.: chronic diseases, infectious diseases /tuberculosis, hepatitis A,B,C, HIV, other/), including surgeries, injuries, blood transfusions and hospitalisations:
Illness:									Year:			
Illness:									Year:			
Infectious diseases:							Year:			
Infectious diseases:							Year:			
Surgeries:								Year:			
Surgeries:								Year:			
Injuries:									Year:			
Injuries:									Year:			

Blood transfusion:	yes/no						if yes, write the year:	_____
with/without reaction (write symptoms):
_________________________________________________________________

Hospitalisations:		yes/no				if yes, write the year and cause:	____________			_________________________________________________________________


4. Epidemiological and travelling history:
Please, mention if you have travelled recently abroad, especially to third world countries:
yes/no						if yes, write the destination:
									Year:			
									Year:			

5. Vaccination:
Write when you were last vaccinated against tetanus:			Year:			
Any other vaccinations you have undergone recently:
Vaccination: 								Year:			
Vaccination: 								Year:			

6. Allergic history:
Medicaments:			yes/no			if yes, specify: ___________________________
Food:				yes/no			if yes, specify: 	_________________________
Chemicals:			yes/no			if yes, specify: 	_________________________
Insect bites:			yes/no			if yes, specify: 	_________________________
Others:				___________________________________________________________


7. Drug history:
Name the medicaments you are currently taking, including their dosage:
												_____		_____										_____				_____				________________________________
Do you take any food supplements/vitamins/vitamin preparations/herbal medicine?
if yes, write the name and dosage: 				________________________________

8. Addictions:
Please, mention how many and daily use:
Coffee:		__ per a day
Smoking:	cigarettes: 	___ per day		electronic cigarette: 	______ per day
	cigars: 		_ per day	pipe: 	_____ per day
If you smoke, have you ever tried to give it up?	yes/no
Alcohol (what kind and how often):							____________
Medicaments currently taking, except for medicaments taken regularly (which and how often):
____________________________________________________
____________________________________________________
Drugs (what kind and how often):	____________________________________________________
____________________________________________________
Pathological gambling:			yes/no

9. Physiological functions:
Micturition without problems:	yes/no		if not, specify the problems: 	_________________
Stools:		formed:		yes/no		brown colour:	yes/no		without blood: yes/no
regularly: 	___ times per a day/per a week
Breathing without problems:	yes/no		if not, specify:					_____
Chest pains:			yes/no
Mobility:			unlimited/limited (specify the type of compensatory aid used):
_____________________________________________________________________________________

Do you practise any exercise?	yes/no		if yes, write the kind and frequency of physical activity:
	_______________________________________________________________________________
Height:		 cm
Weight:		 kg
Blood type + Rh factor - supply this information only if you have some document or result from a medical examination: __________________________

10. Social and working history:
Do you live in house/Home for Disabled/flat with a lift/flat without a lift?
Standard of living:		sufficient/insufficient
Have you got any pets at home?
yes/no		if yes, specify: __________________________________
Level of education:		primary school/high school/university
Social status:			employed/unemployed/retiree/disabled retiree/parental leave
Specify previous and actual employment:	 				_________________________
_____________________________________________________________________________________Are there any limitations resulting from the social sector or your profession which are related to your health condition?
					yes/no		if yes, specify them: ____________________________
________________________________________________________________________________________________________________________________________________________________________

11. Spiritual history:
Are there any limitations resulting from your religion which are related to your health condition?
					yes/no		if yes, specify them: ____________________________
	____		_____			_____________________________________________

12. Presenting complaints:
Do you feel fit and well?		yes/no		if not, specify your actual health problems (e.g.: pain,
						loss of appetite, higher temperature, diarrhoeas, etc.):
	____		_____			_____________________________________________	_________________________________________________________________________________	_______________________________________________________________________________


Self-declaration:
This being my free act and deed, I hereby consent to the processing of my personal data pursuant to Act No. 18/2018 concerning the protection of personal data, as amended.

I confirm with my signature, that I have not concealed anything about my health and that all of these data agree with reality.


Date of completion: 		_


Client's name, surname, titles and signature: _______________________
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