
 Surgeon’s Name

Health Questionnaire
Important!
Please deliver or email this form 7–10 working days before your admission together with the  
completed Admission, Finance and Consent Form to:

If you have ever had any of the following medical conditions, please tick ‘Yes’ or ‘No’ and provide further details if applicable.

Email: reception@wakefield.co.nz

Procedure Undergoing

Personal Details (patient to complete)	

Personal details:

First name Middle name Surname

Preferred Name Date of birth Age NHI No:
Known as If known

Gender Male  Female 
 
Another

  
Are you:NZ Citizen   Permanent resident 

Ethnicity

Email

Telephone     
Home                Work               Mobile

	               Admisson date: 

Tāne                    Wahine                    He ira kē anō 

Māori New Zealand European

Niuean Chinese Indian other

Samoan Cook Island Māori Tongan
such as Dutch, Japanese, Tokeleuan. 
Please state 

Please make sure you bring the forms with you when you arrive for admission. 
If you emailed the forms to us, please bring the originals with you.

Cardiac	 YES	 NO	 COMMENTS

Respiratory	 YES	 NO	 COMMENTS



Endocrine (glands), hormonal disorders  
and diabetes	 YES	 NO	 COMMENTS

Kidney and urinary systems	 YES	 NO	 COMMENTS

Neurological	 YES	 NO	 COMMENTS

Liver	 YES	 NO	 COMMENTS

Blood disorders	 YES	 NO	 COMMENTS



Gastrointestinal	 YES	 NO	 COMMENTS

Bones and joints	 YES	 NO	 COMMENTS

Skin	 YES	 NO	 COMMENTS

Infection	 YES	 NO	 COMMENTS

Mental health and wellbeing	 YES	 NO	 COMMENTS

Chronic pain	 YES	 NO	 COMMENTS



Allergies, adverse reactions and  
food intolerances	 YES	 NO	 Please describe the reaction

Medications

Please list all medications you currently take including the dose and how often you take the medication in a day.  
This includes tablets, injections, contraceptive pills, inhalers, puffers, eye drops, patches etc. Alternatively, if your 
pharmacist provides you with a pre-filled multi-pack, ask for a printout of the medications you are currently taking. 
Please also include over-the-counter and any complementary, herbal, homeopathic or other alternative therapies.

Name Dose
When do you take your  
medication?

Why do you take the  
medication?

Health professionals

List the name(s) of the hospital/clinic/doctors/surgeons/nurses you see.

Name Reason for seeing Date of last visit

Previous surgery/anaesthesia	 YES	 NO	

Operation/illness Year Hospital

Other	 YES	 NO	 COMMENTS

Anaesthesia related issues	 YES	 NO	 Please describe the reaction



Dietary needs

Fitness and lifestyle

Communication and culture	 YES	 NO	 Comments

Anaesthesia related issues cont.	 YES	 NO	 Please describe the reaction



EH00310

Discharge planning	 YES	 NO	 Comments
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