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Have you, since your Tast medical been treated by your famfly doctdr or [
specialist for significant (major) allments?

1 Ear, nose, eye or throat problems

Chest problems like asthma, bronchitis, other bad cough

Heart abnormality, chest pains

Abdominal pains, abnormal bowel motions

Urogenital problems (kidney disease, menstrual disorder)

Skin trouble or allergies

Epileptic fits, dizzy spells or migraine
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Blood diserder e.g. anaemia, blood cancer e.g. leukaemia
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Any history of accidents or fractures

12 | Have you had any serious allergies

13 | Do any dependants have a significant ongoing illness?

14 | Any family history of cancers
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Do you simoke? If yes, what and how much each day?
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ASSESSYENT AND RECOMMENDATIONS:
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REVIEW/CONSULTATION
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