GENERAL HEALTH QUESTIONNAIRE
TITLE      
  FORENAME      


  SURNAME      
[image: image1.emf]   

   

DATE OF BIRTH      
ADDRESS      

POST CODE      
TEL. HOME      

WORK      


MOBILE      
EMAIL      
GP NAME      


GP PRACTICE      
1. Past or current medical problems (please tick all that apply):

Allergies






YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Arthritic joints/painful movement in the joints


YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Bowel or bladder problems




YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Cancer







YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Heart/blood pressure problems or angina


YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Diabetes






YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Digestive complaints





YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Hearing impairment





YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Hepatitis






YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Low back pain






YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Neurological conditions/seizures



YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Osteoporosis/osteopenia




YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Prolapsed/bulging disc in the spine/sciatica


YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Lung conditions






YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Rheumatic fever





YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Circulatory conditions or diseases



YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

Vision impairment





YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

     
Other medical problems:

 

     
If yes to any of the above, please
provide details:
2. Details of any recent surgeries, tests/investigations (X-ray, MRI etc) and approximate dates:
     
3. Are you taking any medication (or have in the last six months)?
YES      FORMCHECKBOX 
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NO      FORMCHECKBOX 

If yes, please provide details:
     
4. Are you taking steroids or blood thinning tablets


 YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

(or have in the last two years)?



5. Are/could you be pregnant now or have you had a baby in the
 YES      FORMCHECKBOX 

NO      FORMCHECKBOX 

last 12 months?


6. Other exercise/leisure activities past/present:
     
Reasons for pursuing Pilates

Stress relief

 FORMCHECKBOX 



Symptom management

 FORMCHECKBOX 

Recreation

 FORMCHECKBOX 



Recommendation

 FORMCHECKBOX 

Other (please state)      
CONSENT
I confirm my willingness to participate in the Wallace Practice Pilates programme, and have chosen not to take part in screening as recommended.  I understand that the Pilates programme will take into account details provided in my health questionnaire and that although any effort will be made to place me at the appropriate level, responsibility for this will be mine.
Signed      







Date      
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