
       
Contact Details 

 
Date: _______________________________________________________ 
   
First Name: _______________________________________________________ 
  
Middle Name: _______________________________________________________ 
  
Last Name: _______________________________________________________ 
   
Gender : Male  Female   
   
Date of Bir th: __ / __ / ____ Age: _____________________ 
   
Country of Bir th: _______________________________________________________ 
   
Address: _______________________________________________________ 
 Street Number and Name  
 _______________________________________________________ 
 Suburb  
 ___________________________ __________________________ 
 State Postcode 
 _______________________________________________________ 
 Country  
   
Phone:  Home: ______________ Work: ______________________ Mobile: ___________________ 
   
Email:  ______________________________________________________________________________ 
   
 
Would you like a copy of your  Reach100 report sent directly to your  GP?   Yes   No  
 
General Practitioner  Name: ______________________________________________________ 
  
GP Address: ______________________________________________________ 
   
 ______________________________________________________ 
   
GP Phone: _____________________________________________________ 



 

 

 
Health History 
 
Do you have any specific health concerns?  
  
Please list: __________________________________________________ 

How do you hope this test will help you? 

Please list: __________________________________________________ 

How would you rate your current level of health?   
  
Excellent    Very Good    Good    Fair   Poor  
  
When was your last physical examination? (within)    
   
1 year    2years    3 years    4 years   5 years   Never  
 
  
List past medical conditions and operations with approximate year: 
   

Date Condition or Operation 
  
  
  
  
  
  
  
  
 
Family History   
   

 In whom What type 
Cancer   
Heart Disease   
Hypertension   
Dementia   
Osteoporosis   
Diabetes   
Other   
   



 

 

 
Specific Medical History   
   
Cancer 
 

  

Have you ever had cancer of any type? Yes   No    

What type of cancer? __________________________________________________ 

What type of treatments have you had?  ___________________________________________ 

Are you currently being treated for Cancer of any type? Yes   No  

What treatment are you having?  _________________________________________________ 

When was this diagnosed?  _____________________________________________________ 

  
Cardiovascular  

Have you ever had a heart attack?  Yes   No   

If yes, when? <1y ago   1-5y ago   >5y ago  

How many? 1   2   3   >4  

Have you had heart surgery? Yes   No  

Was it in childhood? Yes   No  

Have you had bypass surgery? Yes   No  

Have you had an angiogram? Yes   No  

Do you have a stent or balloon? Yes   No  

Have you ever had a stroke? Yes   No  

Do you have high blood pressure? Yes   No  

Have you ever had palpitations or irregular heart 

beat? 

 

Yes   No  

Do you suffer from chest pain? 

At rest? 

With exertion? 

Yes   No   

Yes   No   

Yes   No  

Have you had an exercise ECG (electrocardiogram)  

or stress test? 

Yes   No  

When was this?  Approx date: _____________________ 

 



 

 

 
Respiratory  

Yes   No  

Yes   No  

Do you get short of breath? 

At rest? 

With moderate exercise? Yes   No  

Do you usually have a cough? Yes   No  

Do you often wheeze? Yes   No  

Do you cough up sputum/mucus? Yes   No  

Do you cough up blood? Yes   No  

Have you had a chest x-ray?  If so when? Yes   No    

Approx date:  ____________________ 

Have you had a respiratory function test?  If so 

when? 

Yes   No    

Approx date:  ____________________ 

   

Gastrointestinal  

Do you have a mal-absorptive condition eg. 

Pernicious anemia, Celiac disease, Ulcerative 

colitis or Crohn’s disease? 

Yes   No  

Do you have regular bowel habits? Yes   No  

Have you ever noticed blood in your stool? Yes   No  

Have you had any recent change in weight? Yes   No  

Increase or decrease? If so, how much? How many kilograms?  _____________ 

Have you had a colonoscopy? Yes   No    

Approx date:  ____________________ 

Do you have any food intolerances?  Please specify  _________________________________ 

 
Skin  

Have you ever had a pre cancerous skin 

conditions? 

Yes   No    

Approx date:  ______________________ 

Do you have Ezcema, Psoriasis or other rash? Yes   No  

List:  ____________________________ 

   



 

 

 
Bone and Joint  

Do you have any joint pains or arthritis? Yes   No   

Have you ever had a bone density test? Approx date:  ______________________ 

   

Obstetric, Gynaecological and Breast 

(for women only) 

 

Approximate date of last smear? _________________________________ 

Have you ever had a colposcopy? Yes   No   

Please specify:  ____________________ 

Number of pregnancies? _________________________________ 

Any problems in pregnancy? _________________________________ 

Have you ever had a mammogram? Approx date: ______________________ 

 
Urological   

Have you have any urinary problems? Yes   No    

Specify:  _________________________ 

Have you ever had a digital rectal prostate 

examination? 

Yes   No    

Approx date:  ______________________ 

Have you ever had a testicular problem? Yes   No    

Approx date:  ______________________ 

   

Mental  

Do you have any memory loss? Yes   No    

Do you suffer from any psychological disorder eg. 

Depression/schizophrenia 

Yes   No   Specify: _____________ 

   

Vision  

Do you have any problems with your vision?  If 

so please specify. 

Yes   No   

_________________________________  

When did you last have your vision checked?  

Approx date:  ______________________ 



 

 

 
Hearing  

Any hearing difficulties? If so, please specify. Yes   No    

_________________________________ 

When did you last have your hearing checked? Approx date:  ______________________ 

   

Dental  

Do you have any dental problems?  If so please 

specifiy. 

Yes   No    

_________________________________ 

When did you last have a dental check? Approx date:  ______________________ 

  
Allergies: (please list) __________________________________________________ 
   
 __________________________________________________ 
   
 __________________________________________________ 
   
Smoking:   
   
Have you ever smoked?      Yes   No                        

Do you smoke now?    Yes   No   

How many per day? __________________________________________________ 

What Nicotine level? __________________________________________________ 

If you stopped smoking – when did you stop? Approx date:  ___________________________ 

How long were you a smoker?  __________________________________________________ 

On average how many did you smoke per day when you were a smoker?  Approx:  _________ 

Are you a passive smoker (ie. Do you live or work in a smoky environment?)   If so, for how 

long?  ______________________________________________________________________ 

Any other tobacco or drug use? Yes   No  

Please list: __________________________________________________ 

  



 

 

 
Exercise:  (How often do you exercise?)  
   
 <1 per week   2-3 times per week   >3 times per week  
   
Duration of each exercise session? __________________________ 
  
Intensity of your exercise (rate of perceived exertion, please circle)? 
  
 1       2        3        4       5       6       7       8       9       10 

very  very                  moderate               somewhat               extremely 
     light                                                        hard                         hard 
 

 
Alcohol: 
 

  

¥ 1 full-strength beer (285ml - 4.9% alcohol/volume) = 1 standard drink 
¥ 1 glass fortified wine (port/sherry) (60ml - 18% alcohol/volume) = 1 standard drink 
¥ 1 small glass wine (100ml - 12% alcohol/volume) = 1 standard drink 
¥ 1 shot spirits (30ml - 40% alcohol/volume) = 1 standard drink 

 

How many standard drinks would you consume in an average week? ____________________ 

Do you have more than 4 drinks at a time?                             Yes   No  

How often do you have more than 4 drinks at a time?  Specify:  ________________________ 

Diet: Vegan Yes   No  
 Lacto-vegetarian Yes   No  
 Lacto-ovo vegetarian Yes   No  
 Partial vegetarian Yes   No  
 Omnivorous diet Yes   No  
   
(Vegan Ð only vegetable products, Lacto-vegetarian Ð includes dairy, Lacto-ovo-vegetarian Ð 
includes eggs and dairy, Partial vegetarian- eats chicken and fish but no red meat, 
Omnivorous Ð eats red meat) 
   

Medications: (include inhaled and topical medication) 
   

Name of medication Dosage Frequency eg daily 
   
   
   
   
   
   
   
   
   



 

 

 
 
Are you on Methotrexate?    Yes   No  
   
Vitamins or Supplements:  (please attach list if necessary) 
   

Brand/Product Name Dosage Frequency 
   
   
   
   
 
Rate your general stress:   (1 = no stress, 5 = high level of stress) 
   
 1        2        3        4        5  
 
Rate your occupational stress:   (1 = no stress, 5 = high level of stress) 
   
 1        2        3        4        5  
 
Occupation/s (past and present plus approximate duration):  ___________________________ 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
  
Are you or were you exposed to radiation?   If so please 
specify 

Yes   No  
__________________________ 

  
Are you or were you exposed to chemicals?  If so please 
specify 

Yes   No  
__________________________ 

  
Other __________________________________________________ 
   
Your Height:  _____________________  
   
Your Weight: _____________________  
   
Where did you hear about Reach100? _________________________________ 

 
 
Thank you. 


