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HEALTH AND WELLBEING QUESTIONNAIRE

Before you complete this questionnaire, please read Dr Sharma Diagnostics Ltd Patient Information and Terms of Engagement, which have been sent to you alongside this form.
Please tick the box below to state you have read and understood this information.
I have read and understood the information and terms of engagement provided in Dr Sharma Diagnostics Ltd 

Patient Information.

Please tick box below
	


Data Protection
Dr Sharma Diagnostics will use the information you give to help with assessment of your health.  Your information will not be disclosed to anyone else without your agreement.  Our Privacy Agreement is available on our website www.drsharmadiagnostics.com
Please complete this form and send it back to Dr Sharma Diagnostics Ltd before your appointment so that Dr Sharma can prepare your case.

Please send it by post to: 
87 North Rd, Poole, Dorset BH14 OLT
or 
by email to info@drsharmadiagnostics.com 
Strictly Confidential

DATE OF APPOINTMENT:


About you





Your contact details:



Health Professionals you would like Dr Sharma to keep informed.
Dr Sharma has a policy of keeping patient’s GPs informed of a visit.  Please provide the name, address and emails of any health professional involved in your care.





Your reasons for coming to see Dr Sharma
Use another sheet if you need more space for any of the sections.

	Complaint

	Date it started

	Why you think it started

	Fdfdf


	
	

	
	
	

	
	
	

	
	
	

	
	
	


FOR MEDICAL USE ON EXAMINATION:
Specific Health Questions 


How often do you pass urine?


Through the day


At night 

How often do you open your bowels?

Has that pattern changed?


Do you or have you noticed blood or mucus in the stool?

Past medical history.

Please include any surgery, serious injuries, and hospitalisations and childhood illnesses (if severe).
	Event
	Date

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Treatment and Medication
· Please list all current conventional medication.

· Please list any conventional medication you have taken in the past including approximate dates of antibiotics.
	Medication
	Date

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Dental History

Please count how many fillings you have and mention if amalgam (‘mercury’), gold or white (composite).



How many root canal fillings?

If any, for how long have you had them?


Do you have gum disease?


Please list any vaccinations you have had within the three months prior to any health problems starting.

Please list any adverse or allergic reactions you have had to any drugs or food.

	Medication
	Description of reaction

	
	

	
	

	
	


Food sensitivity (please list reactions you have noticed). 

	Food sensitivity
	Description of reaction

	
	

	
	

	
	


If you have you had a positive Food allergy or intolerance test  please bring along a copy to the consultation. 




Supplements and natural medicines

Please list all current supplements and natural medicines, including homeopathy, you are taking or have taken since your complaints began.  
Please state if you have reacted badly to anything.
	Supplement
	Date Started / Stopped


	Any Reactions

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medical tests and investigations.

Please list here any relevant investigations you have had and bring the results to the consultation.
	Test
	Date 
	Result

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Family History

Please specifically note any of the following in the columns below giving, if known, what age the problem started or was diagnosed. These should include: 
Heart or arterial disease (heart attack, stroke, blood pressure), cancer, neurological disease, psychological problems, allergies, diabetes, asthma, eczema, hay fever.

	Relative
	Year of birth
	If deceased, 
at what age
	Health problems. 


	Mother
	
	
	

	Father
	
	
	

	Brothers/Sisters
	
	
	

	Children
	
	
	

	Other Close 
relatives
	
	
	


Your home and work life


Are you or have you been married/with a partner? 



If so for how long?

Please be prepared to discuss at consultation any relationship issues past or present.
How many adults and children are with you at home?


What regular exercise do you undertake, and how often?


Are you employed or a homemaker?  Please briefly describe what you do.


Please mention any hobbies that bring you into contact with chemicals (gardening, motor sports, swimming in chlorinated water etc)



Are you pressurised (busy but enjoy it)?




Are you stressed (busy or otherwise and not enjoying it)?

Do you feel in control of your life?




Please feel free to comment in the text box below

How much sleep do you get? Do you wake refreshed?


Do you have problems with your memory or concentration?


Alcohol and Cigarettes

How many days a week do you drink alcohol? 
1 unit is:  ½ pint beer/cider, 90mls of wine, 1 shot of spirit/alcopop.


The most units you might drink in one day/night?


The least units you may have on a day/night if you drink?


Do you smoke and if so, how many/much a day?

Dr Sharma does not think it appropriate to write down anything about use of illegal substances, present or past.  This information may be VERY important so please ensure you make mention of this at the consultation.

Nutrition
Please give an indication of your general diet, including fluid intake(don’t forget coffee and tea).
Before breakfast


Breakfast


Morning snacks


Lunch


Afternoon snacks


End of working day/early evening


Evening meal


Before bed


Date of Appointment:





How did you hear about Dr Sharma?





Name:						

















Title:














Date of Birth:











Landline phone number:














Mobile phone number:











Email address:





By giving my email address I consent to receiving encrypted emails from Dr Sharma’s Practice.








Address:








General Practitioner





Name:





Email:





Address:

















Other Doctor or Practitioner





Name:





Email:





Address:





Other Doctor or Practitioner





Name:





Email:





Address:





If, for reasons of confidentiality, you wish to waive this policy, please discuss your reasons when you see Dr Sharma.  If there is mutual agreement, you will be asked to sign below.





Patient Name: ---------------------------------------------





Patient signature ---------------------------------------





Signature of Dr Sharma ------------------------------





Date: ------------------------------------------------











FOR WOMEN





Age of first period?





How often do you have a period?


If menopausal when was your last period?





Have you complaints that your period is too long, painful or heavy?  If so please describe including when complaint started.





Do you have any problems with your breasts (lumps, discharge, pain)?  If so please describe.





Have you used the Oral Contraceptive Pill or HRT?




















FOR MEN





Have you any problems with your urinary stream (hesitancy when trying to go, pain, blood in the urine, weak stream)?  If so please describe indicating when things first started.





Have you any problems with erections?  This can indicate arterial or neurological problems or most commonly psychological issues. 


















































































































































Yes / No
























































































































































Yes / No
































Yes / No
































Yes / No
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