
  Health history form  

 

 

Would you please complete this health history form and bring it with you to the hospital. 
A carefully completed form will help the planning of your safe care.  
 
Name __________________________Personal identity code: ____________________ 

Telephone: ____________________________      Occupation:____________________  

Height: ________ Weight: ________ BMI (to be completed in hospital)  _________ 

Please indicate with a cross if you have or have had 
 high blood pressure; the last reading?_____  stroke or brain haemorrhage; when? 

 coronary heart disease  other circulatory disorder (in the brain or 
limbs); where/when? 

 myocardial infarction/ “heart attack”; when?  Alzheimer’s disease, dementia  
 balloon dilatation of the coronary arteries, 

insertion of a stent or a mesh tube, by-pass 
surgery   

 epilepsy; date of last seizure? 

 heart failure  other neurological disorder (multiple sclerosis, 
Parkinson’s disease, myasthenia gravis, other 
muscle disorder) 

 irregular heart beat  liver cirrhosis or other liver disease 
 valve disease or artificial valve  vision or hearing problems 
 pacemaker  infectious disease, such as hepatitis, HIV, 

MRSA, tuberculosis etc.; what? 
 other heart disease; what? _____________ 

___________________ 
 antibiotic-resistant bacteria (for example,  

MRSA, ESBL, VRE); what? 
 blood clot in the leg or lungs; when?   
 diabetes mellitus/diabetes  

(insulin, tablet, diet) 
 spine disorders 

 kidney disease  stomach problems, poor appetite and/or weight 
loss  urinary tract infection  

 rheumatic disease   
 artificial joint; which?  thyroid disease 
 asthma or other lung disease (for example 

COPD)  
 psychiatric disorder 

 sleep apnoea; any assistive devices?  tendency to nausea 
 anaemia and/or tendency to bleed  tendency to headaches 
 other blood disease   
 blood antibodies  other disease; what? __________________ 

 
What medication (prescription and non-prescription medicines as well as natural health products)  
do you use regularly? Bring your medicine list/card to the appointment.   
Name and strength of 
medicine 

 Dose  Name and strength of 
medicine 

 Dose 

       
       
       
       
 
Do you use medicines that affect blood clotting? No Yes Dose 
Marevan     
ASA,  Primaspan, Aspirin, Disperin, Asasantin    
Others, what? (for example, Plavix, Clopidogrel, Brilique, Efient    
Eliquis, Pradaxa, Xarelto, Omega-3)    



  Health history form  

 

 

Which painkillers and analgesics are you able to use? For example, Aspirin, Burana, Voltaren, 
Ketorin, Panadol, other, what? 
______________________________________________________________________ 
 

Do you have chest pain? Do you have shortness of breath? 
 never  
 on strenuous exercise, such as running ch as running 
 when climbing stairs or walking uphill climbing stairs or walking uphill 
 when walking quietly on the flat, washing or 
getting dressed 

flat, washing or 
getting dressed 

 at rest  
 
Do you use glyceryl trinitrate (GTN) tablets/spray? No    Yes    
 
How far are you able to walk until you have to stop due to shortness of breath or chest 
pain?  ________ metres (if less than 100 m) 
 
Does pain or weakness of your lower limbs (for example, degenerative changes in the knees or 
hips or circulatory problems) restrict you from moving around? No       
 
Do you have hypersensitivity or allergies? If yes, to what substances and what kind of 
symptoms have you had? 

  medicines, contrast media ___________________________________________________ 
 

  others (rubber, latex, what?) _________________________________________________ 
 No Yes  
Do you smoke regularly?   _____cigarettes/day, for  _____ years 
Do you consume alcohol?   daily ;  weekly ; more rarely  
Do you use illicit drugs?   What? 

Do you use 
  

 glasses or contact lenses  crutches  wheelchair 
 hearing aid  walking frame  prosthesis (for example, leg) 
 Do you have dental bridges, pivot teeth, what? _______________________________ 

 
Are you pregnant?                 
 
Have you been treated in a hospital during the last year somewhere else in Finland or 
abroad? 

   Yes    Where, when? ________________________________________________ 
 
Have you undergone previous surgery or procedures under general or local anaesthesia? 
Surgery/procedure   When    Where 
________________________________________________________________________ 
________________________________________________________________________ 
 
Have you had any problems (nausea, vomiting, severe pain, other) during or after previous 
general or local anaesthesia?   

   Yes   What? _______________________________________________________ 
Is there anything else you would like to tell us about your health?  
Do you have wishes regarding your own care?  
________________________________________________________________________ 

Date and patient’s signature 
________________________________________________________________________ 


