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Please fill in this form for every family member.
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Has one or more of the following diseases been established by your GP or a medical specialist?

01 Diabetes 0 no (I YES, frOMeeiiicece et s
O Lung disease (Asthma, COPD) 0 no (I YES, FrOMucce e
00 Renal disease 0 no (I YES, frOM.uiiiicece et
0 High Blood pressure 0 no (I YES, frOM.eeciiciiececece et
O Heart and Vascular disease 0 no I YES, fFrOM.eeciiciecececeee et
0 Neurological disease (Stroke, Dementia) 0 no I YES, frOM.eeciiciieeecece e
[ Gastrointestinal disease 0 no LI YES, frOM.eeciiceiceeeceee et
0 Thyroid disease 0 no LI YES, FrOM o
0 Cancer 0 no L YES, FrOMueieicee et
O Rheumatic disorder 0 no (I YES, frOM.eeciiceieeeeeeee et
0 Burnout 0 no LI YES, FrOMueieicec et
0 Psychiatric disorders 0 no LI YES, frOM.eeceiiicece et
0 Eating disorder 0 no LI YES, frOM.eeceiiicece et
O Sexual Transmitted Disease (STD) 0 no (I YES, frOMeiciiiececece e e
0 High Cholesterol 0 no I YES, frOMeiciiccece et e
L0 OFNEE dISEASES: .eiiuiiieiitiiieeeitee ettt ettt e ettt e ettt e s stte e s sbteesabeeesabeeesabae e bt e essbeeaabbeesabaeesabeaeesasaesaabaeesnbaesnnsaeesabeeann

DO YOU NAVE @N AIIEIZY? ..ttt sttt te s teste e st e e e e st ae e e e naraeae e e nntaeeeeennsens Hay Fever? O
FOO INTOIEIANCES . ... tiiiiiee ettt ettt et e st e sttt e st e e s sabeessatee s s baessbbeesabbaessteesasbeesasbeesabbeesabaeesbananas

Allergic reactions on medication? What kind of allergic reaction?..........ccceeeuveieiiiciieee e



Did you ever have a surgical intervention? If so, when? Which procedure?........ccccoooviviiiiiieiiinicee e,

Do you smoke?] O never | O | stopped for ....... years 0 yes, ........... Cigarettes a day
Do you use alcohol? [ If you do, hOW Many @ day?.......cccuiieieiiiiecceceiee et et ee et e e e e saar e e e s arre e e e enaaeeeean
Do you (sometimes) use drugs? [ If you do, WHIiCh?.........oooiiiiiiicee et
Have you been a victim of sexual harassment? [ YeS, LI NO ....eeiicciieieiciiee et ee et e et e e e e eare e e e e ereae e e e areeas
Did you receive the annual flu-vaccination? O yes [0 no

If so, do you still want to receive the vaccination? O yes [0 no

Do you have a donor card? O A declaration of intention? O
Do any of these diseases occur in your family? (father, mother, grandfather, grandmother, brother, sister,

uncle and aunt).

O Diabetes Lo 11V o 11l o N
O Lung disease (Asthma, COPD) I SO, WHICh/WHat.....oviiiieiieeeeeee et
0O High blood pressure F o TRV a1 o] ATV 1 T SRR
[0 Heart and Vascular disease F o TRV a1 o] ATV 1 T SRR
O Neurological disease F o TRV o116 o] ATV 1 T SRR
0 Renal disease F o TRV o116 o] ATV 1 T SRR
O Psychiatric disorders F o TRV o116 o] ATV 1 T SRR
O Cancer F o TRY] o116 o] ATV 1 T SRR

For Females:

Did you have an X-ray of the breasts? O If so, when? What was the result? .........ccccevveeenne.. BIRADS. . ..

Did you have a cervical smear? 0 If so, when? What was the result? ..o PAP
Do you have an IUD? O If so, which one? When was it pPlaced?.......cc i
Do you use an oral contra conceptive? [ If SO, WhiCh ON@?.........ooiiiiiiiiece e

Extra Information:



