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St.John's Health Clinic






The St. John’s Clinic

Questionnaire Of Your Health State

(Group Examination)

Dear our guest,

This questionnaire is particularly designed for you. The following content will be important information to your physical examination and health supervision. Please fill in the blanks factually and completely. Thank you for your cooperation.
Name：                           Gender: □male □female          Age：         years old                    

Date of birth：                  (Day/Month/Year)                     ID number：                             

Blood type：                       Height：     CM                 Weight：      KG

Phone number：                    Mobile number：                

E—MAIL：                       Address：                                                    

Ⅰ.  General Information    

   ⅰ.Have you ever had any kinds of physical checkup?   □yes    □no   

   ⅱ.When you did have your latest physical checkup?    □within 1 year      □within 1-2 years    

□within 2-3 years    □more than 3 years
   ⅲ.Marriage: □single       □married        □divorced       □bereft of spouse
   ⅳ.Education: □none □under senior high school □junior college □university  □master  □doctor
   ⅴ.Occupation: □employer     □teacher   □farmer     □worker     □businessman 

□medical staff  □service   □housewife  □student     □others
   ⅵ.Do you keep sitting or standing for long time during working? □yes（tick on How-long if yes） □no

How long: □＜2 hours    □2～5 hours    □5～8 hours    □＞8 hours
   ⅶ.Do you have to work on computer everyday?  □yes（tick on How-long if yes） □no
How long: □＜2 hours    □2-5 hours     □5-8 hours      □＞8 hours
Ⅱ.  Your past history: 

ⅰ. Do you have any of the following diagnosed diseases?

□cardiopathy □hypertension □apoplexy □neural disease □pneumonia □chronic infarcted lung disease          □bronchitis □hepatitis □gall-stone □fatty liver □gastric[duodenal]ulcer□high blood lipoid □nephropathy   
□diabetes mellitus □hyperthyroidism □hypothyroidism □insomnia □anaemia □rheumatoid arthritis                  □osteoporosis □gynaecologic disease □ophthalmological disease □disease of ENT (eye/nose/throat)
   ⅱ.Do you have any of the following diagnosed cancer?  □yes (tick on which you have if yes)     □no
□lung cancer □liver cancer □colon or rectum cancer □breast cancer □gastric cancer □cervices cancer 

□blood cancer □pancreas cancer □nasopharynx cancer □ovary cancer □esophagus cancer □gallbladder cancer □buccal cancer □others                            
   ⅲ. Have you ever had any operations (including radium-operation)?    □no   □yes                                     
   ⅳ. Do you have a long period of time taking medicine (including tranquilizer, soporific, or some medicine for high blood pressure or sugar diabetes)?  □yes (write down in detail if yes)    □no          

  Medicine name：                          What disease this medicine for：                                     

   ⅴ. Do you have any cases that you’re hypersusceptible to some medicines？
□yes (write down in detail if yes)           □no  
Medicine name                          
Ⅲ.  Your family history:

      Do you families or relatives have any of the following diagnosed diseases?

□Cancer  □cerebrovascular disease  □cardiopathy  □hypertension  □lung disease  □liver disease 
· alimentary canal ulcer  □sugar diabetes  □nephropathy □others                               

Ⅳ.  Your Living Habits：

ⅰ.Smoking habit:

 
①Do you smoke habitually?  □yes    □no   □I have stopped smoking for       years.
 
 ②You have been smoking for      years，the average daily consumption is:in

□＜1/2 package     □1/2─1 package       □＞1 package 

  
③Do you often touch second hand smoking? □yes    □no
ⅱ. Alcohol drinking habit:
     ①Do you drink alcohol habitually?  □yes □no   □I have stopped drinking habitually.
 
 ②What kind of alcohol do you usually drink? □beer □red wine □yellow wine □white wine □others                     
 
 ③How often do you drink a week?   □once □twice □3 times □4 times □5 times □everyday


 ④ How long have you been drinking alcohol?        years
ⅲ.Beverage drinking habit:

 
 ①Do you drink the following beverages habitually? □coffee  □tea    □soft drinks  □none of them
 
 ②How many days do you drink it a week? □1 day □2 days □3 days □4 days □5 days □everyday

 
 ③How much do you drink it a day?  (150 ml/cup) □1cup □1-2cups □2-3cups □＞3cups
 ⅳ.Physical exercise habit:

 
 ①Do you regularly have physical exercises at least 3 times a week, each time for at least 30 minutes?

□never   □no, I had it a month ago, not nowadays    □yes
②How often do you have physical exercises a week? □never □＜1 time □1-2 times □3-4 times □＞5 times

③How do you feel when you are doing exercises? □neither heartbeat nor breath goes faster  □both heartbeat and breath go faster   □sweating and both heartbeat and breath go faster   □gasping and hard of speaking
④Do you have more than 30 minutes for body exercises everyday, such as walking, doing housework(moderate work)?   □yes    □no
ⅴ.Tonic using habit:

①Do you use tonic regularly? □yes    □no
 
 ②which kind of tonic you used to eat？(multiple)

□fish oil       □vitamin A         □vitamin B         □vitamin C         □vitamin E 

□integrative vitamin  □calcium tablet  □chalybeate        □others：                   
 
 ③How long have you used them?  □＜half year □1/2-1 years □1-3 years □3-5 years □＞5years 
ⅵ. Defecation 

 
 ①How is your defecation state?  □fine   □constipation   □diarrhea
 
 ②What is the colour of your feces? □yellow or brown  □green  □white  □black  □red
V.  Your Dietary
  ⅰ. How is your dietary mode? □vegetarian □vegetable-declining □meat-declining □full meat 

  ⅱ. How many fruits do you eat a day? □none □1-2 servings □3-5 servings □＞5 servings (~100 g /serving)

  ⅲ. How much water do you drink a day? □＜500ml  □500-1000ml  □1000-1500ml  □1500-2000ml 

  ⅳ. Please write down the fruits name that you are allergic to:                                                                                      

Ⅵ. Health problem that you want to improve 

  ⅰ.What kind of disease do you care most? (multiple)

    □cancer □cerebrovascular disease □heart disease □high blood pressure □pneumonia, asthma or tuberculosis
    □chronic liver disease and hepatocirrhosis □alimentary canal ulcer □sugar diabetes □nephritis, nephrotic syndrome and renal dysfunction □obesity □menopause □others:                                                             
  ⅱ. Which way do you hope to improve your health in?

      □to change the way of living □to change the dietary habit □to use some tonic □others：                        

Ⅶ. Do you have any other health problems that are not mentioned above?

□no      □yes，please describe:                                                               

Ⅷ.Psychological health

What do you think of your psychology state?

 □very well □sometimes feel a bit of pressure or muddle，but you can adjust yourself □have some psychological problems and need assistance  □have serious psychological problems and need therapy
