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Patient Health Questionnaire

patient name

date of birth (dd/mm/yyyy) age

Can you please list any major operations, illnesses or health problems you have had in the past.

weight height

date

operations / illness year

Heart trouble?  no  yes what & when

High blood pressure?  no  yes for how long

Blood clots?  no  yes when

Complications from previous anaesthetic/s?  no  yes describe

Diabetes?  no  yes  type 1  type 2  insulin  tablets   diet

Breathing problems?  no  yes what type

A stroke?  no  yes when

Do you take other medication to 
thin your blood (anti-coagulants)?  no  yes what

 how often

Do you smoke?  no  yes how much

Have you smoked in the past?  no  yes when did you stop


