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Health Questionnaire!

Gericht Periodiek Onderzoek!
Please mark which Checkup is requested:!

Asbest!
Asbest met PLM!
Bodemsanering klasse A!
Bodemsanering klasse B!
Bodemsanering klasse C!
Offshore visitor!
Offshore standaard!
Offshore ERT (Emergency Response Team)!!

Date of examination! ………………………..……/………………….………………!!
First and Surname! ………………………………………………….………………!!
Street Address! ………………………………………………………………….!!
City or Town! ………………………………………………………………….!
Including postal or Zip code!
Country! …………..…………………………………………………….!!
Telephone number! …………………………………………………………….……!!
Date of birth! ………………………………………………………………….!!
Social Security Number!…………………………….……………………………..…..…!!
Personnel number! ………………….………………………………………………!!
Company! ……………………….………………………….……………..!!
Detachment! ………………………………………………………..………..!!!
in case any medical consultations or emergencies: !
Name General Practitioner!…………………………………….………………….………..!!
Address General Practitioner!……………………………….……………………………….!!
Postal code,Abode! …………………………………….…………….………..………!!
Tel. number! …………………………………….…….…………..…………….!!!
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A Health Questionnaire

Please answer all of the following questions by marking the No or Yes box No Yes

1. Are You often tired? 100

If Yes:- after awakening 101

 - After work? 102

 - At night or evening? 103

2. Are You often sleepy or drowsy? 104

3. Do You sleep poorly? 105

4. Do You continuously have the feeling not to be fit? 106

5. Do you have complaints about being nervous? 107

 If yes: - Are You often edgy? 108

  - Are You agitated or restless? 109

6. Do You wear glasses, reading glasses or contact lenses ? 115

7. Do You have eye-sight complaints (even when you wearing your 
glasses or contact lenses)?

!
116

 If yes: - When seeing things far away? 117

  - When seeing things close by? 118

8. Do You have hearing complaints? 130

 If yes: - bad hearing? 131

  - Tinnitus? 132

  - Ear discharge? 133

9. Is Your nose often clogged? 134

 If yes: - more than 3 months in a row? 135

10. Are You often hoarse? 136

11. Do You constantly cough? 155

If yes: - Did You cough regularly the last 2 years? 156

  -  Do You cough more than 3 months in a row? 157

  -  Do You also cough up mucus? 158

12. Do You often suffer from shortness of breath? 159

 If yes: -At rest? 160

  - During physical exertion ( just walk)? 161

- During heavy physical exertion ( climbing up the stairs,walking 
or bicycling into the wind)?

!
162

- Does the shortness of breath come in attacks of 
breathlessness (asthma)?

!
163
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No Yes

13. Do You suffer from shortness of breath often during the night? 180

If yes: - Is it necessarily to sleep with an extra pillow ? !
181

14. Do You often have pain or tightness on the chest or in the heart 
region?

!
182

 If yes: - In rest? 183

  - During slight physical exertion? (walking)? 184

- During heavy physical exertion (climbing the stairs, walking or 
bicycling into the wind)?

185

 - When excited? 186

- In transition from hot to cold? 187

  - After eating meal? 188

15. Do you usually urinate more than once during the night? 189

16. Do you often have swollen feet in the evening? 190

17. Do you regularly have complaints in the abdominal region? 205

 If yes: - Stomach ache? 206

  -  Gastric burning sensation? 207

18. Do you regularly have stomach ache? 208

 If yes: - In intense attacks? 209

  - Long-term and nagging? 210

19. Do You regularly have problems with the defecation? 211

 If yes: -Constipation? 212

                   - Diarrhea 213

- Blood in the defecation ? 214

20. Do you have any herniation (groin-, navel- or any other herniation)? 215

21. Do you have complaints with urination ? 216

 If yes: - Do you have to urinate frequently? 217

- Do You have trouble urinating? 218

  - Do You have a burning sensation during urination? 219

22. Do You regular have pain or stiffness in the upper limbs? 235

 If yes: - Shoulder? 236

- Upper arm? 237

   - Elbow? 238

- Lower-arm? 239

   - Wrist? 240

- Hand or fingers? 241
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! No Yes

23. Do you regularly have pain or stiffness in the lower limbs? 265

- Hip? 266

- Thigh-bone? 267

  - Knee? 268

- Lower-leg 269

  - Ankle? 270

- Foot or toes? 271

24. Do you regularly have pain or stiffness in the neck? 290

 If yes: - Does the pain radiate somewhere? 291

25. Do you regularly have pain or stiffness in the back? 292

 If yes: - In the middle of the back? 293

  - In the small of the back? 294

  - Does the pain radiate somewhere? 295

26. Do you regularly suffer from severe headache? 315

 If yes: - Migraine? 316

27. Are you often dizzy? 317

 If yes: - Do you have to sit? 318

  - Do you faint? 319

  - Are you dizzy when you change position ? 320

28. Do you have varicose veins? 335

29. Do you have pain in the calf(s) during walking? 336

30. Are you allergic to something? 345

 If yes, do you suffer from: the skin (for instance; rash, itch)? 346

   - The nose ( for instance; a runny nose)? 347

- The breathing ( for instance; stuffy, tickle cough? 348

31. Did You stay at home from work the past 6 months due to a disease 
or accident ?

349

 If yes,what kind of accident, disease or health complaint it was? 
(please fill in here below) !!!!!!!
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No Yes

32.Have you been treated for any of the below mentioned diseases  
or ailments during the past 5 years?

  - Diabetes or problems with a low or high blood sugar level 370

 - High blood pressure? 371

  - Heart disease? 372

  - Ailments of blood vessels (such as thrombosis)? 373

 - Being overweight? 374

  - Nerveus breakdown? 375

  - Sleeplessness? 376

 - Epileptic seizures or absences? 377

  - Skin disease 378

  - Bronchitis (or asthma) 379

 - Rheumatic diseases? 380

  - Ailments of muscles or joints? 381

  - Persistent neck- or back problems? 382

 - Stomach problems? 383

  - Problems with the gall bladder? 384

  - Liver problems (such as jaundice)? 385

 - Problems with the kidney or urinary bladder? 386

  - Consequences of a serious accident? 387

  - Other diseases or ailments? 388

- If yes please note these below:
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! No Yes

33.Have you been operated upon during the past 5 years? 391

  - For what? please give short description below: !!!!!!!

  - Does this still lead to any complaints? 392

  - If yes, please give short description below: !!!!!!!

34. Do you use any medication more than incidentally?  (including 
sleeping medication and aspirine)?

395

  - If yes, please give short description below: !!!!!!!
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! No Yes

35. Have any of your parents, brothers or sisters suffered from any  of 
the below mentioned diseased before they were 55 years old?

  - Heart attack? 400

 - Stroke? 401

  - High Bood pressure? 402

  - Diabetes? 403

  - Bronchitis (or asthma)? 404

36.Do you have any other health condition, that has not yet been 
addressed?

407

  - If yes, please give short description below: !!!!

37.Have you ever smoked? !
 If no:   please continue to question 38

!
410

 If Yes:  do you still smoke? 424

 If no:   when did you stop smoking?

  - during the past year? 408

  - 1 to 5 years ago? 409

  - more than 5 years ago? 414

 If Yes: how many cigarettes, cigars or shag to you take per day?

  - more than 10? 411

  - 10 to 20? 412

  - more than 20? 413

  How many pipes or big cigars per dag?

  - less than 5? 415

  - 5 to 10? 416

  - more than 10? 413

  How long do you smoke or have you smoked?

  - shorter than 1 year? 419

  - 1 to 5 year? 420

  - 5 to 10 year? 421

  - 10 to 20 year? 422

  - longer than 20 years? 423
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! No Yes

38. Do you drink alcoholic beverages (beer, distilled, wine or other)? 425

 If yes: how many glasses per week?

  - less than 10? 426

  - 10 to 25? 427

  - 25 to 50? 428

  - more than 50? 429

39. Do you regularly have heavy physical exertion? 435

  - during work? 436

  - During leisure time (as in sports)? 437

40. Do you believe, that any of the complaints mentioned here are related 
to the work that you do?

!
074

If Yes, would you please list the number of the question, the complaint 
and the cause below:!!!!!!!!!

41. Do you feel healthy? 075

42. Are all the complaints mentioned in this questionnaire know to your 
general practitioner or specialist?

076

If no, which complaint is not? (please not the question number of the 
complaint concerned, if useful with description)!!!!!!!!!!!!!

43. Do you have any objection to the exchange of medical information 
between us and the general practitioner or treating specialist regarding 
this questionnaire?

080
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