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Assessment Doctor 
�������

: ___________________________  Exec Asses No. ����	�
 : ______________ 
 

Executive Assessment Personal Health Profile 
Str ictly Pr ivate and Confidential 

 

1. Thank you for taking time to complete the questionnaire. 
2. The questions are carefully designed to help our team of professionals analyze your lifestyle and any 

health risks which may impact on your well-being now and in the future. 
3. The questionnaire is kept in the strictest confidence and is seen in it’s entirely only by the Doctor and 

Nurse performing your assessment.  At no time is it released to your employer. 
4. To help ensure confidentiality, this sheet with your personal details will be kept separately from the 

questionnaires, which will only be identified by number. 
5. However, should you feel uncomfortable answering some of the questions please feel free to leave 

them blank to be discussed with the Doctor on the day of the assessment. 
6. The questionnaire takes 10 – 15 minutes to complete but then there is no further paper-work for you 

to complete on the day. 
7. Please return your questionnaire by fax as soon as possible at our private fax number 2849-2604, and 

bring your original copy on the day of your assessment. 
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On the day of the assessment, please bring along with all your previous medical report that you may have. 
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PERSONAL DETAILS (� � � �� � � �� � � �� � � � ) 

 

Date of Medical Assessment Ù�ÚÜÛ™Ý : ___________  HKID Card No. Þ�ß���à�áâ
�ã : __________________ 

Date of Birth ä

�

ÛåÝ : _______________________   Age æ�ç : ____________              Sex è�é : __________ 

Title ê�ë : Mr. ì

�

 / Mrs. í�í  / Miss î�ï  / Ms ð�ñ  / Other ò�ó  ___________________________________ 

Surname ô�õ :  ___________________________  Marital Status ö�÷�ø�ù : M ú�ö  / S û��  / D ü�ö  / W ý�þ  

First Name ÿ�� : __________________________  Occupation ��� : ___________________________________ 

Place of Birth ä

�����

: ________________ Name of Company/Employer �
	 / ����ÿ�ë : ________________ 

Country of Residence 
��
��� : _______________ Nationality ��� : __________________________________ 

Home Address ��� : ________________________ Company Address �
	

�

� : ________________________ 

__________________________________________  ________________________________________________ 

Home Tel ������� : ________________________ Office Tel ��	���� : _______________________________ 
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Home Fax ������� : ________________________ Office Fax �
	���� : _______________________________ 

Mobile Ph ������� : ________________________ Pager ����
�ã : ___________________________________ 

Countries of Residence in last 10 yrs  �!�"�æ�#�
���$���� : _________________________________________ 

Next of kin %�& : _____________________________________________________________________________ 

Emergency Contact Tel '�(�)�*�+�,���� : _______________________________________________________ 

Date of last Medical Exam -�.�/�0�����$ Û™Ý : ___________________________________________________ 

 

 
PAST MEDICAL HISTORY � � � � � �� � � � � �� � � � � �� � � � � �  

Please tick any of the following you have experienced in the PAST: 

'�1� �!�2�3�4�5�6�ù�7�1�8�9�:�; � 
  
 

�   Anxiety <�=  

�   Heart Attack >�?�@�A  

�   Tuberculosis B�C�D  

�   Osteoporosis E�F�G�H  

�   Anemia I�J  

�   Bowel Polyps K�L�M�N  

�   Hepatitis O�P  

�   Chronic Indigestion Q�Ý�R�S�T�U  

�   Eczema V�W  

�   Arthritis X�Y�P  

�   Neck Tension Z�[�(]\  

�   Depression ^�ý  

�   Asthma _�`  

�   Angina >�a�b  

�   Thrombosis J�c�d�e  

�   Psoriasis f�g�h  

�   Colitis C�L�P  

�   Diabetes i�j�@  

�   Thyroid Problem k�ø�lnmpo  

�   Rheumatism q�V  

�   Malaria r�s  

�   Epilepsy t  

�   Chronic Back Pain Q�Ý�u�b  

�   Glaucoma v�w�x  

�   Hernia y�z  

�   High Cholesterol {�|
}]~  

�   Pulmonary Embolus B�c�•  

�   Typhoid €�•  

�   Varicose Veins ‚�ƒ…„�†  

�   Stroke ‡pq  

�   Emphysema B�z�ˆ  

�   Hay Fever ‰�Š�‹  ( Œ�•�Ž ) 

�   Migraine •�•�b  

�   Hypertension J�‘�{  �   Gastric Duodenal Ulcer ’  / "�“�”�L�•�–  

�   Cancer —�Ž   of ˜�™ : ___________________________________________ 

 
 

Please list any other past illness or medical problem: 

7�5�ä� �!�˜�š�$�ò�ó�s�@�›�ò�ó�œ�•nmžo : 

____________________________________________________________________________________________

____________________________________________________________________________________________ 
 

Please list any accidents or operations you have had: 

7�5�ä�Ÿ�2� �$� �¡�›�¢�£� �$�¤�¥ : 

____________________________________________________________________________________________

____________________________________________________________________________________________ 
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Please list any allergies you have: 
¦

4�§�¨�©«ª­¬�©«ª®›�¯�°�©�±�š ²� �³�´�µ·¶  7�5�ä¹¸  

____________________________________________________________________________________________

____________________________________________________________________________________________ 
 
 

PRESENT HEALTH 				 
 � �
 � �
 � �
 � � :: 
 
Please tick any of the following you have recently experience (in the last 6 months). 
 
�  Dizziness º�»  

�  Chest Tightness ¼¾½�(�†  

�  Palpitations >�¿  

�  Abdominal Pain À�b  

�  Nausea / Vomiting Á�>  / Â�Ã  

�  Difficulty Swallowing Ä�Å�Æ�Ç  

�  Shortness of Breath ��È�É�Ê  

�  Sexual Problem ènmpo  

�  Sexually Transmitted Disease è�Ë�Ì�@  

�  Hoarse Voice Í�Î�Ï�Ð  

�  Problems passing / controlling urine î�ÑnÆ�Ò  / Ó�Ô  

�  Piles Õ  

�  Indigestion R�S�T�U  

�  Headaches / Migraine •�b  / •�•�b  

�  Weight / loss / gain Ö�×  / 4�Ø  / Ù�:   

�  Loss of Appetite ¬�Ú�T�Û  

�  Cough / Wheeze Ü�Ý  / ̀�Þ  

�  Recurrent Infections ß�à�è�A�P  

�  Skin Changes g�á�â�ã  

�  Neck Tension Z�[�(�\  

�  Fainting / Blackout »�ä  / /�*�è�å�æ  

 
Please list any pain, ache, stiffness, weakness, instability, or loss of function? 

'�š�¯�°�b�ç«ªéè�è]ê�bëª­ì�\íªïî�ðëªñT�è�ò¹ªñ›�ý�Ó�ó�ô�$�6�ù·¶õ7�1�4�ö�5�ä÷¸  
 
_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 
Please list all current medicines / treatments you are taking regularly (include recreational, prescribed, contraceptive, 
over-the-counter or herbal medicines: 

7�ø�#�šÜÛùà�ú�û�$�¨�©  / ü�ý�#�û�$�¨�©�5�ä  ( þ�ÿ���è���± ª

���

™�8 ª�����¨ëªñ¨���ä�	�$�¨�©«ª®›


��

Š�¨�
«¸  
 
_____________________________________________________________________________________________

_____________________________________________________________________________________________ 
 

YOUR FAMILY HISTORY 
 � � � �
 � � � �
 � � � �
 � � � � � � �� � �� � �� � �  

Do you live with:  Spouse / Partner / Parents /Friend(s) / Children / Live Alone 
���

/��ž
���²�š :  ��þ  / ���  / ���  / ���  / ��•  / ���  
 
Do you have any children? �  Y, how many  ______________ �  N 

�

š���š���ð��   �  š·¶ ��š  ___________________ �  !  
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Have any of your close relatives suffered from any of the following: 
�

š���š�%�&�˜�š�"�4�s�@$#%�  
Please indicate with an initial, Mother Father Sibling Grandparent Aunt or Uncle and tick the box if it began under 60 
years of age in any of them. 

7�&('�ó / )

���

²�X+*·¶ '�,�ó / )�1.-�"�/�0âú�132�˜�;�4�@ ¶õ7�1�5�8�9�:�; � 6ë¸  
 

 

Disease s�@  Relationship X7*  Occur at age < 60 -�"�/�0¬ú�˜�š  
Diabetes i�j�@  
Stroke ‡pq  
Glaucoma v�w�x  
Heart Attack >�?�@  
Epilepsy t  
High Cholesterol {�|n}]~  
Chronic Back Pain Q�8�u�b  
High Blood Pressure {�9�:  
 

_____________________ 
_____________________ 
_____________________ 
_____________________ 
_____________________ 
_____________________ 
_____________________ 
_____________________ 

�  
�  
�  
�  
�  
�  
�  
�  

 
 
L IFESTYLE � � � �� � � �� � � �� � � �  
 
1.   CAFFEINE INTAKE  
 How many cups of tea, coffee and caffeinated soft drinks do you drink? ___________ per day ;$<  / week ;�=�8  
 >�?�@3ACBED�FGBIH�J(D3F.K3L�M�N�O(P+Q.R�SUT  
 
2. EXERCISE V�W�X  
 DO YOU EXERCISE   �  Regularly?  �  Sporadically, Rare or never? 
 >�O�Y�O�V�W�Z\[.S%T        ]�^        _�`badc�e�f�g$h�i�j�k�g�l$V�WmT  
 
3. WEIGHT CHANGES n$o$p�q  
 Is your weight tending to go: �  Up   �  Down  �  Remain Stable 
 >.r\n�o�sut :        v�w         x$e         y�z�{�]  
 
4. WORK HABITS |~}.Z\[  
 Are you currently working:  �  Full time  �  Part time   �  Not working 
 >€•‚•.r\ƒ�}�„�…�T       †�‡             ̂�‡          Y�O�ƒ�}   
 
5. SLEEP PATTERN ‰�Š�Z\[  
 How many hours sleep do you usually have per night?  ________________ Broken / Unbroken 
 >�;Œ‹‚•�Ž�O�•$P\•$^�‰�Š�S%T       ‘3’$r  / “�”$r  
 
 Do you feel tired during the day? �  Always ^�•   �  Sometimes ‘.–  
 —˜‘\O�™�š�›(r3œ�•mT   �  Rarely c�e   �  Never i�Y�O  
 
6. FOOD HABITS ?�ž.Z3[  

Do you have any food allergies? �  Y O     Which foods Ÿ� �¡�ž�¢mT __________  
 >�O�Y�O�£�¤�¥�ž�¢�O�¦3§$¨�©  �  N Y�O  
 

Do you follow any special diet? �  Y O     What kind Ÿ� �¡ªT  
>�O�Y�O3«(@3¤�¥�¬�­�®�¯mT  �  N Y�O  
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7. HEALTH PROMOTION °�±�²�³  
Do you self-examine your breast / testicles:          �  Weekly  ;�=�8   �  Monthly ;�´  

>�O�Y�O¶µ¸·�¹�º�>.r\»�¼   / ½�¾   �  Yearly  ;�¿    �  Occasionally ‘.–  
       �  Never i�À  
  

 

TOBACCO USE � � � � � �� � � � � �� � � � � �� � � � � �  
 

Do you smoke >�Á�Â�O�™�Ã3ž�Ä�Å�Z3[.SUT     �  Y O   �  N Y�O  

How many and how often Ã3ž.L�Æ�X�H�¿�Æ�T   10 / 20 / 30 / 40 days ‹  ________________ Years ¿  

If no, did you ever smoke Ç�Á�Â�Y�O$Ã�ÄÈadÉ�Ê�Ë�O�™�Ã3ž�¦�S%T  �  Y O   �  N Y�O  

When did you quit ¥$^�Ì3Ä�T       ________________ ago •  

 
 

ALCOHOL INTAKE � � � � � � �� � � � � � �� � � � � � �� � � � � � �  
 

Do you drink alcohol  >�Á�Â�O�™�?�@�Í�Î$L�Z3[�T    �  Y O   �  N Y�O  

If yes, at what age did you start  Ç�O.r7ÏÐaÑ>.Ò3Ó�?�Ô$^�L�Õ�Æ�T  ______________ years ¿  

         __________ Units / per week P3e  / ;�=�8  

Do you drink Ö.•3g�Â�¥$^�?�@�S : �  Every day  ;$<   �  Once or twice a week ;�=�8� �×�Ø�Ù  
     �  Most day Ö.•\ÂÚ—Û<  �  Special occasions only Ü�Â�¬�­�Ý�Þ  
     �  Weekends only ß�À�<  

 
 
YOUR VACCINATIONS �  ! " # $ %& '�  ! " # $ %& '�  ! " # $ %& '�  ! " # $ %& '  
 

�  Rubella àÚ‹âá�ã  / ä(å7á�ã  

�  Meningococcal Meningitis æ�ç$è  

�  Hepatitis A éëê�ì�è  

�  Japanese Encephalitis ‹âí�æ$è  

�  Diphtheria & Tetanus —ïî  / ð�ñ�ò  

�  Polio •�ó�á�ô�õ  

�  Yellow Fever ö�÷�ø  

�  Hepatitis B ùúê�ì�è  

�  Tuberculosis û�ü�ý  

�  Typhoid ñ�þ  

 
 
Other ÿ��  
_______________________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
Please note any particular health concerns you would like to discuss with the doctors. 

Ç�����O�ÿ����3n�°�±	��

���
������� a�������
���Â����������  
 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 
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WOMEN SECTION ( ) 	 
 * +( ) 	 
 * +( ) 	 
 * +( ) 	 
 * +  (, - . / 0 ( 1 2 3, - . / 0 ( 1 2 3, - . / 0 ( 1 2 3, - . / 0 ( 1 2 3 ) 
 
Have you ever had any breast problem?  >.r3»�¼�Ë�™�O�¤�¥�°�±���
ªT  �  Y O   �  N Y�O    

Please give details ���� �!#" : _____________________________________________________________________ 

What was the date of your last breast screening?  ¥.^�$�>�%�&� �Ù$r\»�¼�¹�ºmT  ___________________________ 

What form did it take?  ¹�º$@�Ÿ�¡�'�(�)�*.S%T  
�  Mammogram  X +�»�¼�,�-   �  Ultrasound  .
/�0
1�2  �  Drs. Examination 3$¦��
��¹�º  
 
At what age did your periods start: _________ years  Are they:    Painful  / Irregular /Heavy / Light  

>(Ò3Ó ´54.r3¿�6 : _____________   ´74$j�^3O�™�É���„�… : 8
9  / k�:�;  / <�X  / •�X  

How often do you have a period ´74$r3ß�8 ?  Every ;  _______ days <   Lasting z�”   ______ days <  

Are you taking a contraceptive pill >�O�™�=�@�>
?
@mT  �  Y O      Brand Name @�ACB _________________ 

Do you ever bleed between your period? Â ´74�ß�8�•�D�O�™
�39�Á�E%T �  Y O  �  N Y�O  

Have pain or bleeding at intercourse?  *�¼�^�O�™�8�9�h��39�Á�E%T      �  Y O  �  N Y�O  

Have your periods stopped >.r.´74�O�™�F
G$S%T        �  Y O  At what age H�^ : _____ yr(s) ¿  

             �  N Y�O  

Have you had any bleeding since they stopped  ´74�F�G
D�O�™
�39�Á�EUT  �  Y O     �  N Y�O  

Do you have any vaginal discharge IKJ�O�™�L���M
N�¢�T       �  Y O  �  N Y�O  

When was your Last Menstrual period >�%
D� �Ù ´54�$�¥.^UT  _________________________________________ 

How many pregnancies, including miscarriages, have you had >�O�P�Q�?$Ù�Æ ( R�S�Ç�O�•�T�ÂVU )? ____________ 

How many children do you have >�P�O(P\e�W
X�Y�S%T ________________________________________________ 

 
 

OBSTETRIC HISTORY 4 54 54 54 5 � �� �� �� �  
 
Number of Pregnancies Q�?$Ù�Æ : ___________________________ 
 

Date ‹ 8  No. of weeks ß�Æ  Labour & Delivery M�Z  Sex [�­  Birth Weight ����n�o  
     
     
     
     
     
 
 
 
 

Thank you 
 

This is the end of the questionnaire but please feel free to add any extra comments or details in this space: 
\

�7]�^

\�_

aÑÇ�O�ÿ��
`�a�b�cbaed�f�������g
h�i
jk�  


