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Patient Information Form for a Health Check
(Take this to the GP practice for Health Checks)
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This Form must be filled in and taken with me when I attend the Health Check at my GP practice.
The following pages will be filled in by the Health Facilitator and used by the nurse in the surgery.  They have a space for action to be taken as recommended by the nurse to be added to my Health Action Plan.
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Health check questionnaire
Name:__________________________________________________________________
Completed by:_______________________________
Date:________________________

My main carer is:_____________________________
Relationship:__________________

If my carer is unpaid, are they on the carer’s register?_____________________________

What is the cause of learning disability (if known)?________________________________

How much do you weigh?______________________
How tall are you?_______________

Do you take tablets/medicines?_______________________________________________

Do you think you suffer from any side-effects?___________________________________

Do you have any problems taking your medication?_______________________________

	Action to be taken:
(To be completed by nurse in GP practice)
BMI:

Yes

No

MEDICATION REVIEW:

❑
❑
REFERAL TO GP REQUIRED?

❑
❑
Additional Notes:




[image: image4.png]



Have you had a hepatitis B injection? ______________ 
Date:  __________________

Have you had a flu injection?_____________________
Date:  __________________

Have you ever had a TB injection?_________________
Date:  __________________

Are you aware of any family

history of bowel cancer?____________________________________________________

________________________________________________________________________

________________________________________________________________________

	Action to be taken:
(To be completed by nurse in GP practice)
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Do you feel well?__________________________________________________________

Do you have

Lots of headaches_________________________________________________________

Lots of chest infections_____________________________________________________

Lots of urine infections______________________________________________________

Itching anywhere on the body________________________________________________

Any allergies_____________________________________________________________

Asthma__________________________________________________________________

Epilepsy_________________________________________________________________

Diabetes_________________________________________________________________

Any problems with bladder or bowel control_____________________________________





	Action to be taken:
(To be completed by nurse in GP practice)
Please tick

If epilepsy is present use review template now

❑
Please tick

Do urine check

❑
Additional Notes:
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Do you enjoy your meals?___________________________________________________

On average how many cups of fluid do you drink in a day?_________________________

Is this more or less or the same as 6 months ago?________________________________

Do you smoke?___________________________________________________________

If yes, how many each day
_______________________________________________

Does anyone in your house smoke?___________________________________________

Do you drink alcohol?______________________________________________________

If yes, how many units each week_____________________________________________

	Action to be taken:
(To be completed by nurse in GP practice)
Please tick

Check BP

❑
Reading
______________
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Do you have any trouble with your teeth?_______________________________________

Do you go to the dentist twice a year?__________________________________________

If not why?
_____________________________________________________________

When did you last go to the dentist?___________________________________________

Do you have any trouble with your sight?_______________________________________

When did you last visit an optician?
_______________________________________

Do you have glasses?______________________________________________________

Do you sometimes have trouble with your ears?__________________________________

Have you ever had your hearing tested?________________________________________

Do you have a hearing aid?__________________________________________________

	Action to be taken:
(To be completed by nurse in GP practice)
Please tick

Check ears

❑
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Are you often short of breath?________________________________________________

________________________________________________________________________

Do you take exercise?______________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

	Action to be taken:
(To be completed by nurse in GP practice)
Please tick

Check feet

❑
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This section asks you to consider sexual health.  The subject is difficult for some people to talk about.  It is important that sexual health is not ignored.  Please think about the needs of the individual when answering these questions.

Are you sexually active?____________________________________________________

If so:

Do you understand about pregnancy?__________________________________________

Do you use condoms?______________________________________________________

Do you use any form of contraception?_________________________________________

Women
Have you ever had a smear test?_____________________________________________

Have you ever had a mammogram?

(breast screening)_________________________________________________________

Do you have any concerns about your periods?__________________________________

________________________________________________________________________

	Action to be taken:
(To be completed by nurse in GP practice)
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Do you sleep all night?______________________________________________________

If no, is there any reason why you do not sleep well?______________________________

________________________________________________________________________

Do you sometimes worry?___________________________________________________

Do you sometimes feel cross or worked up?_____________________________________

When you are upset do you ever

feel that you can’t breathe?__________________________________________________

Has there been a change in your eating habits?__________________________________

________________________________________________________________________

Has there been a change in your ability to remember things?________________________

Describe this change_______________________________________________________

________________________________________________________________________

Have you ever thought of harming yourself?  ____________________________________

________________________________________________________________________
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Is there anything that you wish to talk to the practice nurse or GP about?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

	Action to be taken:
(To be completed by nurse in GP practice)
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