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Health Questionnaire
Dr HJD Jeggels MD (VU Ams), MRCP (UK), FBIH (Hon), DHM (Hon)
This questionnaire is an aid to assist us to obtain your or your child’s accurate health information. Kindly read the questions carefully before answering. A detailed and accurately completed questionnaire (your answers being in the form of an essay and NOT merely YES or NO) aids immensely in solving your relevant health problems. On average a patient would require about 4 days to complete this questionnaire, in order to dig up forgotten information, especially forgotten information which might have been considered "normal", as well as other information about complaints concerning which you have been instructed to "live" with.
If you are using a computer to answer the questionnaire, please answer using the colour RED or BLUE, to distinguish between the questions and your answers.

Patient’s Personal Details

Name:
Date of birth:
Contact details:
Medication:
Please state your past and present drug/allopathic conventional medicine history, including any other complementary treatments such as herbalism or acupuncture.

Your Principle/Main and Current Complaints

Please note that I distinguish between your principle/main complaint and other current complaints.
If you indeed are suffering from more than one current complaint, please record each of these complaints under a separate number. 
For example: if you suffer from diabetes as your principle/main complaint and suffer as well from high blood pressure as well as migraines, please fill in diabetes as number 1, high blood pressure as number 2 and migraines as number 3.
Please answer the other questions related to each of your complaints.
Principle/main complaint:
1) ………………………..
a) Since which date do you suffer from this problem?

b) What may have contributed to or started the symptoms?

c) Any physical cause (e.g. taking cold, damp exposure, sun, loss of sleep, chemicals)?
d) Any emotional cause (e.g. grief, worry, stress, disappointment, death)?
e) Any other diseases in the past as a cause?
f) Vaccination or drugs might have started or precipitated the problem?
g) What treatment have you had for this problem?
Other current complaints:

2) ………………………..

a) Since which date do you suffer from this problem?

b) What may have contributed to or started the symptoms?

c) Any physical cause (e.g. taking cold, damp exposure, sun, loss of sleep, chemicals)?

d) Any emotional cause (e.g. grief, worry, stress, disappointment, death)?

e) Any other diseases in the past as a cause?

f) Vaccination or drugs might have started or precipitated the problem?

g) What treatment have you had for this problem?

3) ………………………..

a) Since which date do you suffer from this problem?

b) What may have contributed to or started the symptoms?

c) Any physical cause (e.g. taking cold, damp exposure, sun, loss of sleep, chemicals)?

d) Any emotional cause (e.g. grief, worry, stress, disappointment, death)?

e) Any other diseases in the past as a cause?

f) Vaccination or drugs might have started or precipitated the problem?

g) What treatment have you had for this problem?

4) ………………………..

a) Since which date do you suffer from this problem?

b) What may have contributed to or started the symptoms?

c) Any physical cause (e.g. taking cold, damp exposure, sun, loss of sleep, chemicals)?

d) Any emotional cause (e.g. grief, worry, stress, disappointment, death)?

e) Any other diseases in the past as a cause?

f) Vaccination or drugs might have started or precipitated the problem?

g) What treatment have you had for this problem?

Which of the circumstances below affect or change each of the above mentioned complaints? Does for example the weather, food, posture, motion, and pressure make your complaints better or worse, except for instance the use of treatments? Please fill in below the details of the influences requested.
i) In relation to time & seasons:

ii) In relation to rest, motion, riding in car:

iii) In relation to temperature, weather, damp:

iv) In relation to bathing:

v) In relation to position, standing, sitting, lying:

vi) In relation to pressure, jar, noise, light, music:

vii) In relation to eating specific foods (e.g. milk, fatty, spicy, vegetables, milk, etc.):

viii) In relation to sleep. Does any particular position aggravate or ameliorate?:

ix) In relation to menstruation, before, during, after:

x) In relation to sweat:

xi) In relation to vomiting, perspiration, urine, bowel movement:

xii) In relation to sexual intimacy:

xiii) In relation to anger, grief, fear, consolation:

xiv) In relation to new moon, full moon:

xv)
In relation to local application (cold, warm, wet) :

Please indicate the exact area of your body in which you experience the complaints.  Has the complaint remained at that area, or has there been an extension, radiation or movement of each of the present complaints?
Please describe the type of pain sensation: is the pain burning, sharp or nagging for example? Do you notice any other symptoms? 

NEVER BEEN WELL SINCE:
Has your principle/main complaint or any of your current complaints been due to an incidence e.g. physical (injury, exposure to damp, cold), emotional (grief, disappointment, stresses etc.), disease or abuse of drug/medications, since which your health has changed to such an extent that you have not been yourself again?
Never Been Well Since:
Your Health Profile 
Symptoms assessment from Head to Foot 

The questions are the most relevant to each area. You may include problems or symptoms not covered by the questions.
1.
Head

a)
Headaches or migraines? 
b) Vertigo or giddiness?

c) Perspiration?

d)
Any other details?
2.
Eyes

a)
Allergies 

b) Pupils: dilated or contracted?

b)
Any blue ring? Any watering?
c)
Vision?

3.
Ears

a) Hearing problems?

b) Any noises in the ears?
c)
Any discharges from the ear in childhood or since adulthood?

4. Nose

a) Blocked nose?
b) Are you forced to breath through your mouth?
c)
Which side is blocked?

d)
Discharge from nose?

e)
Is your sense of smell normal?

5. Mouth

a) Salivation?
b) Salivation during sleep or even during the day?
d)
Mouth ulcers? Frequency?
6.
Teeth

a)
Gum bleeding or swollen gums?
c) Grinding of the teeth during sleep or daytime?
d) Cavities of teeth?
7.
Throat

a)
Any pain? Which side?

b)
Any swollen glands or tonsils?

c) Mucus in throat? 
d) Do you hawk or do you constantly have to clear your throat?
8.
Chest/Respiration

a) Any chronic cough? Dry or moist?

b)
Day time or night time coughs?

c)
Is the cough worse lying on left side or right or on you back?

d)
What makes it better?

e)
Any breathing trouble like asthma?

f)
Do you raise any mucus?

g)
Any accompanying symptom with cough?
9.
Heart/Circulation

a) Pains, discomfort?
b) Any palpitation? 
c)
What aggravates it and what makes it feel better?
10.
Stomach

a)
How is your appetite? When do you feel hungry?

b)
Any heart burn or upset stomach?

d)
Nausea? Vomiting?
11.
Abdomen

a)
Any bloating?

b)
Which part of the belly is bloated? Right side, left side or middle?

c) Do you break winds often? Is this difficult? Does some food increase the windiness?
d) Do you pass a lot of flatus? Does passing flatus bring any relief to you?

12.
Bowels

a)
Are you constipated? If so, is your stool hard or dry? What is its color?
b)
Odour of your stool?

c)
Do you feel done after passing a stool?
d)
Do you have a tendency to diarrhoea?

e)
Is there any mucus or blood in the stool?
f)
Any pain before, during or after bowel movement?
13.
Rectum

a)
Pain? Burning? Discomfort on passing stool?

b)
Piles? Oozing?
14.
Urine

a)
Can you hold your urine or does it leak?
b)
Do you lose urine on coughing or sneezing or laughing?

c)
Must you wait before the urine starts flowing?

e) Is the urine stream weak? Do you have to press?

f) How frequent do you have to pass urine during the day or night? Specify please.
e)
Do you experience pain passing urine?

15.
Perspiration

a) Do you perspire excessively? Day and/or night?

b) Which part of your body perspires most freely?

b)
Does you perspiration stain? What is the color of the stain?
c)
Is you skin very dry?

16.
Joints/Extremities

a)
Do you suffer from any joint pain? Describe the site of the pain and the type of pain.

c) Do you have more pain during the day or at night?

d) Is the pain better when you move or when you remain perfectly quiet? 

e) Does warmth or cold help with the pain?
17.
Skin

a) Have you suffered from any skin disease in the past? What was the treatment?
b) What happened to your health after the treatment of the skin disease?

c)
Is your skin still dry needing moisturisers or ointments?
d)
Do you still have an itching skin? What time of day?
d)
Any warts or moles?
18.
Reproductive System

Male

a) Do you have a regular sexual desire?
b) Do you have erection problems?

Female

a) How is your sexual desire at this moment in time? 
b) Has the contraceptive pill or pregnancy decreased your sexual desire? 

c) Any dwelling on sex? Problems with arousal?

d) How long does your menstruation last? 
e) Any clotting or odour?
f) Is your menstruation painful? Is the pain bad before the flow? Is the pain bad during the flow? Is the pain associated with bloating, back pain or leg pains?
g)
When did the menstruation first begin?

h)
Miscarriage or terminations?

i)
Number of children?

j)
Leucorrhoea (Vaginal discharge)?

k)
Breast pains/swelling?

l)
Pregnancies?

m)
Nature of delivery?

19.
Physical Profile: Your response to temperature

a)
What kind of climate/season do you prefer? What kind of climate do you hate?

b)
Do you need extra clothing in winter in comparison to others?

c) Do you need extra clothing in summer?
d) If you could live anywhere in the world, where would it be? Why?

Mental Symptoms: Personality Profile

Your personality profile is extremely important. Please remember that we are a physical as well as an emotional being. Emotional complaints can cause physical illnesses like diarrhoea or muscle pains, while physical illnesses in turn can produce emotional complaints such as aggressiveness or a terrible depression. These emotional characteristics are part and parcel of all your complaints which I make use off in order to find the correct treatment for you. 
Please take note that I do not judge any patient on the personality characteristics you provide. 

I would like you to grade your complaints in the following manner which I would first describe. In the table you should grade your strongest positive emotional characteristic as number 10, with each lesser positive characteristic as 9, then 8 till 1. In the very same manner, grade your most negative characteristics as 10 and proceed to grade down to 1. I provide below a few positive and negative personality characteristics as a guide. Feel free to describe yourself using your own words. 

Examples: Sociable, Introvert, Energetic, Impatient, Quarrelsome, Punctual, Neat/clean.
a) Please fill in your own characteristics below:

	Your positive characteristics:
	Your negative characteristics:

	10
	10

	9
	9

	8
	8

	7
	7

	6
	6

	5
	5

	4
	4

	3
	3

	2
	2

	1
	1


b)
Fears

Do you experience any fears? Please include any other fear you may have which is not included below:
a) fears of heights

b) narrow places (claustrophobia), crowds
c) accidents

d) thunderstorm

e) animals, especially small creepy crawlies and bugs. dogs
f) being alone, darkness

g) sleeping alone whether in darkness or not

h) death, incurable diseases, etc

c)
Memory

a)
How is your memory for recent events?

b)
For events of the past?

c)
Concentration?
d)
Depression

a)
Have you ever been depressed? Why?
b)
What worsens or improves your depression?

c)
Is your depression accompanied by other physical symptoms?

d)
Does anything make you happy despite your depression?

e)
Have you received any psychiatric treatment in past?
e)
Emotional events
a)
Your happiest event in life?
b)
Your saddest event in life?
f)
Your general disposition/tendency
a)
If you could take a week off and money would be no object, what would you do?
b)
If you could change one thing about yourself, what would it be?
g)
Food preferences and appetite in general

a) Do you have any food preferences? Please name them.

b) Do you crave any foods or drinks?
h)
Thirst Details

a)
Are you very thirsty? Hot or cold drinks as a whole ?

d)
Are you thirstless? 

i)
Sleep

a)
Describe me your general sleep pattern?
b)
Position/posture during sleep?
j)
Dreams 

Any nightmares or recurring dreams?
k)
General Tendencies

a)
Do you bruise easily? Do you perhaps bleed easily or profusely?
b)
If you get a cut, does it heal fast or does it become septic?
c)
Do you have aches and pains in the body or joints?
d)
Do your glands get infected or swollen easily from cold or season change?
e) All your problems are generally right or left sided?
l)
Allergies

m)
Past medical history

Please narrate any past diseases and surgeries and accidents, e.g.:


Eczema, Asthma, Tuberculosis, Injury or Fractures, e.g.
n)
Addictions
a)
Any addiction?
o)
Mile-stones

a)
Your first mile-stones, e.g. first cutting of teeth, first walking, first talking; were they regular on time or delayed ?

b)
Traumas: physical and emotional

c)
Vaccination history

d)
How many and what type of vaccinations or inoculations have been given?

f) Note the reaction to each, if any?
q)
Family history

a)
Any relevant medical history, if known or cause of death if deceased 

Mother:

Grandfather: 

Grandmother:
Father:

Grandfather:

Grandmother:
Brothers:


Sisters:
b)
Any information regarding family tendencies. E.g. Rheumatism, blood pressure, insanity, piles, diabetes, cancer, venereal disease.

c)
Any contact with or nursing tubercular or similar patients.

r)
Pregnancy History

Any significant occurrences to the mother during the gestation / pregnancy period (your mother’s pregnancy with you), e.g.:

Disappointment Fears Fright Grief
Normal. Per vagina
Forceps 
Falls or accidents 
Birth trauma
I thank you for your effort and time.

E-mail address: Please call 087 7001621 for the e-mail address.
Yours sincerely, Dr. HJD Jeggels
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