
 

 
 

 
 

 

 

Full Name: Date of Birth:    /   /   
 
1. Do you have any, or have had any of the following medical problems or is there a family history of the following: 

 

 Self Family  Self Family 

Diabetes                                        Yes               Yes             Blood clot                     Yes               Yes             

High blood pressure                      Yes               Yes             Stroke                         Yes               Yes             

Heart disease or problems               Yes               Yes             High cholesterol           Yes               Yes             

Heart Attack <60yr                       
                     >60yr                       

  Yes 
  Yes 

  Yes 
  Yes 

A migraine                       Yes   Yes 

Lung, respiratory disease or problems 
(incl. asthma)                 

  Yes               Yes             Cancer                Yes               Yes             

Kidney disease or problems   Yes               Yes             Epilepsy   Yes               Yes             

Liver disease or Hepatitis                 Yes   Yes Glaucoma                     Yes   Yes 

Bowel disease or problems   Yes               Yes             Rheumatic Fever            Yes               Yes             

Joint disease    Yes               Yes             Eczema       Yes               Yes             

Mental health illnesses           Yes           Yes         

 
2. Do you have any other health, disability problems or inherited conditions? Or any other family history of health 

problems or inherited conditions? – please list 
 
 
3. Please list any regular medications/vitamins/supplements that you take (include dose and frequency): 

 
 

4. Have you ever been admitted to hospital or had any operations?     Yes              No    If yes, please list 
 

 
5. Please list any allergies to medicine/other:  

 
 

6. Do you smoke?   Never       Ex-smoker – quit date: _________       Current - how many cigarettes/ day: 
_________    
 

 
7.   7. Do you drink alcohol?   No    Yes   

 How many UNITS do you drink per day?    <1 unit/day         1-2 units/day          3-6 units/day  

          7-9 units/day      >9 units/day 

 

8.    Do you use any other substances?   Yes               No 

 
 
9.    When was your last Tetanus booster?        
 
 
10.  Are your childhood immunisations up to date?         Yes           No    Unsure 
 
 
11. Weight:_______________________         Height: _________________________ 
  
 
12.  Women: (those over 25 years & sexually active) 

 When was your most recent cervical smear? ________________                   Never 
Have you ever had an abnormal smear?       Yes         No   Unsure 

  Can we get a copy of your smear record from the NZ register?       Yes         No 
 Have you had a mammogram (those over 40 years)?   Yes         No If Yes, when?    

 
    
Signed:        Date:      

 
Introductory Health Questionnaire       

Please complete form and hand directly to the doctor. 

 



 

 

Your Rights  
When Receiving a Health or Disability Service 

 

 Respect 
  The right to be treated with respect 

 Fair Treatment 
  The right to freedom from discrimination, coercion, harassment, and exploitation 

 Dignity and Independence 
  The right to dignity and independence 

 Proper Standards 
  The right to services of an appropriate standard 

 Communication 
  The right to effective communication 

 Information 
  The right to be fully informed 

 It’s Your Decision 
  The right to make an informed choice and give informed consent 

 Support 
  The right to support 

 Teaching and Research 
  The rights in respect of teaching or research 

 Complaints 
 The right to complain 

 

 

 

Your Responsibilities  
When Receiving a Health or Disability Service 

 

 Involvement 
Be involved in your treatment and care whenever this is possible 

 Information 

Provide information that could assist with your care and treatment 

 Your Rights 

Inform us if your rights are not being met 

 Sensitivity 
Be sensitive to the needs of others 

 Respect 
Respect the staff and property of Queen Street Doctors 

 Non-Smoking Policy 

Honour our non-smoking policy 

 Financial Responsibility 

We ask that you pay at the time of consultation. 
 

Further information is available at www.hdc.org.nz 
 

 
 


