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City Uni Student Health Questionnaire
You
	Name:      
	Height:       cm

	Date of Birth:         
	Weight:       kg


Your Health

	Do you have or have you had any major medical problems?
Such as high blood pressure, heart disease/heart attack, cancer, asthma, stroke, diabetes, epilepsy, glaucoma, mental health issues, TB, thalassaemia or sickle cell disease, or any other major medical problems
If yes, when were you diagnosed?

	
	
	
	

	Illness/Condition
	     
	Date of Diagnosis
	     

	Illness/Condition
	     
	Date of Diagnosis
	     


Have you ever been admitted to hospital for an illness/operation at any time in your life (including whilst abroad )? (e.g. having your tonsils out, heart attack, appendix removed etc.)

	Reason
	Date

	     
	     

	     
	     


	If you are taking any regular medication (e.g. tablets, inhalers, pills, ‘the pill’, patches etc) please list it below:

	
	

	     
	     

	     
	     


	Please list:      


Do you have any allergies? Yes  FORMCHECKBOX 
 
If you are female:
	What, if any, form of contraception do you use?
	Condoms  FORMCHECKBOX 
 The Pill  FORMCHECKBOX 
 None  FORMCHECKBOX 

Other  FORMCHECKBOX 
 Please Specify:      

	


Your Lifestyle
	Do you Smoke?
	Yes  FORMCHECKBOX 
  (
	How many cigarettes per day?
	     

	
	I used to  FORMCHECKBOX 
   (
	How long did you smoke for?
	     

	
	
	What year did you stop?
	     

	
	No  FORMCHECKBOX 

	How many cigarettes did you smoke per day?
	     


	Sign Name:
	Mobile Number:      


