
 HEALTH - MED TECHNOLOGY

Park Royal, Park Street,  Durbanville,  7550,  Tel:  021 - 975 4061,  Fax:  021 - 975 4062,  Cell:  083 300 0297

Medical Questionnaire 



Date:  _________________
Name :  _____________________________________________________________________________

Surname:  ___________________________________________________________________________

Contact Number:  ________________(w)  _________________(cell)_______________________(e-mail)

Date of Birth:  ________________________________________________________________________

Age:  _______________________________________________________________________________

Weight:  _____________________________________________________________________________

Sex: ________________________________________________________________________________

Do you suffer from any allergies?:  ________________________________________________________

Are you allergic to the following:  - Aspirin / Disprin
__________________________________________

                                                     - Cough Mixture ____________________________________________

How much coffee do you consume per day?  _________________________________________________

Do you suffer from the following:  - High cholesterol? _________________________________________


                                   - High blood pressure? _______________________________________


                                    - Any heart ailments? ________________________________________


                                    - Diabetes? ________________________________________________


                                    - Hypertension? ____________________________________________

        
- Hypoglycaemia? __________________________________________


- Stomach Ulcers? __________________________________________

 
- Heart Burn? _____________________________________________  

Do any of your blood relatives suffer from the above mentioned?  _______________________________

Do you use beta-blockers?  ______________________________________________________________

Are you on any medication at present?  ____________________________________________________

Have you ever had your thyroid tested? ___________________________________________________

Do you have a medical aid? _____________________________________________________________

Who is your home doctor? ______________________________________________________________

I hereby declare that the above information is correct and true:  ____________________________________

