
FTTA Trainee Health Questionnaire 1 CONFIDENTIAL 

If you feel any question is too personal please feel free to omit and discuss with the MD in private. 
 

FTTA MIDDLE-AGE TRAINING  

TRAINEE HEALTH QUESTIONNAIRE 
CONFIDENTIAL 

 
 Name ________________________________________    Phone No. ___________________ 
        Fax/E-mail _________________ 
 Age __________     Sex __________    Race ______________ Date of Birth _______________ 
 
 Locality _____________________________________    Nationality _____________________ 
 
 Please give details to any question answered by a check in the left-hand column in the space provided at the end 
of the questionnaire. 
 
1. Are you presently in good general health and free of contagious illness?  Yes_____ No_____ 
2. Do you have any allergies to medicines?      Yes_____ No_____ 
3. Do you have any allergies to foods?      Yes_____ No_____ 
4. Do you have any allergies to mold, pollen or other substance that are inhaled? Yes_____ No_____ 
5. Do you have any chronic illness?      Yes_____ No_____ 
6. Do you have any physical disability?      Yes_____ No_____ 
7. Do you take any medicine on a regular basis?     Yes_____ No_____ 
8. Have you ever had surgery?       Yes_____ No_____ 
9. Have you been advised by a doctor to have any diagnostic procedures 
 or treatment which has not yet been done (for example, chest x-ray for 
 chronic cough, surgery or hernia)?      Yes_____ No_____ 
10. Have you ever had the following illnesses? 
   peptic ulcer       Yes_____ No_____ 
   tuberculosis       Yes_____ No_____ 
   hepatitis       Yes_____ No_____ 
   heart disease       Yes_____ No_____ 
   kidney disease       Yes_____ No_____ 
   cancer        Yes_____ No_____ 
   high blood pressure      Yes_____ No_____ 
   nervous breakdown      Yes_____ No_____ 
   asthma        Yes_____ No_____ 
   other serious illness      Yes_____ No_____ 
11. Have you ever been hospitalized for physical or mental illness?   Yes_____ No_____ 
12. Have you used tobacco, alcohol or habit-forming drugs within the 
 last three years?         Yes_____ No_____ 
 * If you ever used cigarettes regularly, for how many years and 
  how many packs per day? ___________________________ 
13. Have you ever had a serious injury? (e.g., whiplash, concussion, fractured bone)?Yes_____ No_____ 
14. Have you had a physical examination with the last three years?   Yes_____ No_____ 
 * If so, give date, reason and result _____________________________ 
15. Have you had a chest x-ray within the last three years?    Yes_____ No_____ 
 * If so, give date, reason and result _____________________________ 
16. How many colds do you have per year? Less than 3 _____  3 or more ______ 
17. In the last year, have you lost more than one week from school or  work 
 due to your health?        Yes_____ No_____ 
18. In the last three years, have you lost more than one month from school 
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 or work due to your health?       Yes_____ No_____ 
19. Have you exercised regularly during the last three years?          Yes_____No_____ 
20. What level of exercise can you tolerate? 
      Running __________ 
      Jogging ___________ 
      Walking ___________ 
      Don't know _________ 
21. Do you anticipate a problem sharing a bedroom with five other people?  Yes_____ No_____ 
22. Do you anticipate a problem from culture shock?    Yes_____ No_____ 
 

IMMUNIZATION RECORD 
Immunization/Test *            Date Received    
Td                     Should be within last 10 

years 
 

Hepatitis A      #1 #2  
Hepatitis B ** #1 #2 #3 
TB skin test  
     (PPD) 

Date:                
Result: 

If positive, date of chest 
x-ray: 

Result of chest x-ray: 

MMR #1 #2  
*If any of the immunizations or TB skin test (PPD) have not been received, please explain reason in space 
provided     below. 
**If immunization has not been received, indicate reason: 
 a) have had it and am a carrier 
 b) have had it and am immune 
 c) do not know my status, I did not received the full series. (If so, a blood test can verify immune status.) 
___________________________________________________________________________________________ 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 
 

DO YOU CURRENTLY HAVE ANY OF THE FOLLOWING COMPLAINTS? 
 
23. Recent weight change of five or more pounds     Yes_____ No_____ 
24. Toothache         Yes_____ No_____ 
25. Gums which are red, swollen or bleed easily     Yes_____ No_____ 
26. Teeth which need to be filled, extracted or replaced    Yes_____ No_____ 
27. Headaches         Yes_____ No_____ 
28. Double vision         Yes_____ No_____ 
29. Dizziness of fainting spells       Yes_____ No_____ 
30. Glaucoma         Yes_____ No_____ 
31. Runny nose or sore throat       Yes_____ No_____ 
32. Chronic sinusitis        Yes_____ No_____ 
33. Nose bleeds         Yes_____ No_____ 
34. Ear Disease         Yes_____ No_____ 
35. Impaired hearing        Yes_____ No_____ 
36. Thyroid disease         Yes_____ No_____ 
37. Enlarged glands         Yes_____ No_____ 
38. Cough for more than three weeks, or bloody sputum    Yes_____ No_____ 
39. Wheezing         Yes_____ No_____ 
40. Any other kind of lung trouble       Yes_____ No_____ 
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ADDITIONAL INFORMATION 
 
106. What is your height?    _______________________________ 
107. What is your weight?   _______________________________ 
108. Has your blood pressure been measured in the last three years?   Yes_____ No_____ 
           * If so, what was it? __________________________________ 
109. Whom to notify in case of emergency: 
 Name __________________________________________________ 
 Address _________________________________________________ 
   _________________________________________________ 
 Telephone ________________________________________________ 
 
This space is for detailed answers to questions above.  Please be sure to note the question number. 
Attach additional sheet if necessary. 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
 
Signature ______________________________________     Date _______________________ 
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