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St.John's Health Clinic






The St. John’s Health Clinic

 Questionnaire of Your Health State

                               (Personal Examination)
                                            Date of Filling:           d/m/y
Date of Health Examination: :           d/m/y
Hello, dear client!

This questionnaire is designed exactly for you; after you fill in the questionnaire carefully, it may well help the doctors provide you with your personal health examination items, as well, it would be an important reference for your health management. Thus please fill it in precisely and carefully. Thank you for your cooperation!

                                                    Yours sincerely   

St. John’s Health clinic

Name:               Gender: □male □female  Age:      Date of birth:          d/m/y

ID No.:                 Blood Type:_____________ Height:_______cm  Weight:     kg
Address:                                                                    

Zip code:              Telephone:             Mobile phone:         

Fax:                 E-mail:          
Time available for Contact: □morning □afternoon □evening  Time: ___________

I General information:

1. Have you ever received health examination:  □no   □yes
  Frequency that you receive health examination □once a year □every two years □every three years □more    than three years for one examination
  Time of your last health examination: □within 6 months □within a year □within1-2 years □within2-3 years  □more than 3 years

2. Marriage: □single   □married   □divorced   □bereft of spouse   □separation
3. Education background: □Junior middle school □senior middle school □college □undergradurate  □postgraduate/doctor
4. Occupation: □entrepreneur □expert □teacher □medical person □lawyer □accountant □designer □engineer □culture/entertainment/sports □business □information □service trade □worker □peasant □housewife □student □others
5. Title: □person in charge  □high-level supervisor  □office worker  □others

II Health Expectations:

1. Wholly speaking, what would be your own summary for your current health station: 

   A. Your feeling: □quite pleased □pleased □almost OK □not so well □bad

   B. Your attitude: □high attention □casual attention □not sure □not care

2. Your purpose of accepting health examination is to: (multi-choice also OK)

  □discover illness early for soonest treatment □find out why I’m feeling bad □learn about my physique
  □find out a proper way for health care    □regular examination      □maintain youth and keep from aging
3. What would you prefer to do for a more healthy state? (multi-choice also OK)

  □change lifestyle □change diet habit □nutritional support □medicine others___________

4. What are the top problems that you want to solve (please arrange from more priority to the less)

  A._____________   B._______________   C._______________

  D._____________   E._______________   F.________________

III Medical history:

1. Have you ever been diagnosed to have cancer?  □no   □yes,   please state​​​_______________________ 

2. Have you ever been diagnosed to have any diseases?  □no   □yes,   

please describe _____________________

      ж Are you pregnant? (female only) □no  □yes  Your last menstrual date is: ____________d/m/y

3. Have you ever received operative therapy (including laser operation)?  □no

  □  yes;   operation site    ________ 

· operation time from now: □within 3 months  □3 months-1 year □1-3 years  □3-5 years  □more than 5 years

4. Have you ever had any drug for a long time (including sedative hypnotics, anti-hypertensive drugs, anti-diabetic drugs, analgesics and so on)?  □no

  □yes,   name of the drug:          for what kind of disease:     
5. Are you allergic to any drug?  □no 

  □yes    name of the drug:      

IV Family history (family health history):

  Have your family members ever been diagnosed to have any disease?  □no    
  □yes,  please state____________
V living habit:

i  Smoking habit

1. Do you smoke?  □no    □already stopped when did you stop smoking ____years ago □yes _____years till now   ____packages per _____day(s) 

2. Are you often a passive smoker? □yes □no
ii Alcohol

1. Do you consume alcohol?  □no (to question iii) □yes (continuing to 2-5)   □had alcohol before but no  longer now  (continuing to 2-5)

2. What type of alcohol do you often drink? (single choice)  please state__________________ and the number is alcohol concentration________

3. The frequency of alcohol intake: how many days every week? ____________________
4. The consumption of alcohol every day: ____________________________

5. You have alcohol from the age of    to    ,    years in all.

iii Coffee:

1. Do you consume coffee? □no (to question v) □yes (continuing to select)  □had ever, but no longer now  
(continuing to select).

2. How many days do you drink in one week? ________________________________

How many cups of coffee do you have every day (150c.c./cup)?  _______________________

iv  Exercise (at leisure time)

1. The frequency of exercise in a week: □no  □less than once  □1-2 times  □3-4 times  □more than 5 times

2. How long have you taken exercise? □none  □within half a year  □1/2-1 year □1-3 years  □more than 3 years

3. Do you take exercise for more than a total time of 30 minutes every day in daily life, such as walk, moderate household duties?

□no   □yes

4. Please select the best description that matches your status

· I do not take exercise now, and I don’t want to in the near 6 months

· I do not take exercise now, but I want to sport in the near 6 months

· I take exercise now, but it is not regular

· I take exercise now, but I have not continued for 6 months

· I have take exercise now and I have continued for more than 6 months.

v  Habit of having health food

1.  Have you ever had nutritional supplement? □no (to question vii) □yes ( to question 2-3)

2. Which kind of health food or supplement do you have? (You may select more than one)

□fish oil  □vitamin A  □vitamin B  □vitamin C  □vitamin E  □calcium tablet  □complex vitamin (such as Centrum)  □chalybeate  □others     
3.  How long have you had? □<1/2 year  □1/2-1 year  □1-3 years  □3-5 years  □>5 years

vii condition of defecation

1. Condition of your defecation: □normal  □constipation  □diarrhea

2. Color of your stool: □yellow or brown  □green  □white  □black  □red

VI Your Dietary (question 5-8 are multiple)

1. Are you a vegetarian?    □yes  □no

2. Do you have special taboo for food? (for example, Muslem)       
3. Do you go out to eat at least 7 times in a week?   □yes  □no

4. Your food model is: □mainly fish and meat  □mainly vegetable and fruit  □on diet

5. The degree of saturation for your every meal is: □50%  □70-80%  □100%  □very full

6. Your favorite cook style: □steam  □boil  □parch  □decoct  □mix cool  □fry  □roast

7. Your favorite taste is: □light  □heavy  □pungent  □sweet  □acid
8. Your main items for food: □rice □sticky rice □tangled grain □wheaten food

9. Your main preference for meat or seafood: □pork/beef/mutton □chicken/fish □testacean □shrimp/crab
10. Vegetables you take each day: _____shares (1share=1bowel of raw vegetables=1/2 bowel of cooked vegetables)

11. Fruit you take each day: _____shares (1shareof fruit=size of your fist; or 1/2banana or half-fist sized durian)
12. Do you have the habit of having midnight snack?  □no  □yes, what snack do you usually have?    
13. How much plain boiled water do you have every day?  □less than 1000c.c.  □1000~1500c.c.

□1500~2000 c.c.  □2000~2500 c.c.  □more than 2500 c.c.

14. Do you have the habit of drinking beverages?   □no  □yes, what beverage do you drink?    
15. Can you accept the menu dietitian designed for you?  □yes  □no

VII Do you have other health problems that are not listed above?
   □no  □yes, please write briefly:               
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