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	Nom, Prénom :
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	[bookmark: DDNais]		   
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	Nom de la mère :
	   



	HEALTH QUESTIONNAIRE 
CO-VIE SERVICES 
	


[image: ] This form allows us to collect information related to your general state of health.
	USER’S IDENTIFICATION

	Age:
	  
	
	

	Family doctor’s name:
	  
	

	Family doctor’s address:
	  
	

	Employment/Studies Status:
	☐ sick leave since :
	  
	☐ Progressive return
	☐ Active
	☐ Retired
	

	Tasks/job title and employer:
	  
	

	CNESST file :
	☐ No
	☐ Yes  
	Contact person :
	  
	Tel. :
	
	

	Emergency contact:
	  
	Tel. :
	
	



	EXISTING HEALTH CONDITIONS

	Please check the health conditions that apply to you:

	Pre-COVID
	Post-COVID
	
	Pre-COVID
	Post-COVID
	

	☐
	☐
	Seasonal allergies (hay fever)
	☐
	☐
	Chronic Pain

	☐
	☐
	Osteoarthritis
	☐
	☐
	Migraines

	☐
	☐
	Osteoporosis
	☐
	☐
	Fibromyalgia

	☐ 
	☐
	Rheumatoid arthritis
	☐
	☐
	Chronic fatigue syndrome

	☐ 
	☐
	Presence of body metal (e.g. rod)
	☐
	☐
	Multiple sclerosis

	☐ 
	☐
	Eczema / psoriasis
	☐
	☐
	Epilepsy / Seizures

	☐
	☐
	Asthma / Chronic Bronchitis
	☐
	☐
	Tinnitus / Dizziness

	☐
	☐
	Pacemaker heartbeat
	☐
	☐
	Balance problems/falls

	☐
	☐
	Phlebitis / thrombosis
	☐
	☐
	Post-stroke problems

	☐ 
	☐
	Heart problems (Infarction/angina)
	☐
	☐
	Incontinence problems

	☐ 
	☐
	High blood pressure
	☐
	☐
	Anxiety disorder

	☐ 
	☐
	Diabetes
	☐
	☐
	Depressive disorder

	☐ 
	☐
	Anemia
	☐
	☐
	Burnout

	☐ 
	☐
	High cholesterol
	☐
	☐
	Smoking

	☐ 
	☐
	Unexplained weight loss or gain
	☐
	☐
	Alcohol/drug problem

	☐ 
	☐
	Gastric reflux
	☐
	☐
	Pregnancy

	☐ 
	☐
	Irritable bowel
	☐
	☐
	Transplantation/Graft

	☐ 
	☐
	Hepatitis
	☐
	☐
	Cancer

	☐
	☐
	Renal failure
	☐
	☐
	Parkinson disease

	☐
	☐
	Thyroid gland problems
	☐
	☐
	Alzheimer's disease

	☐ 
	☐
	Hormonal problems
	☐
	☐
	Other:
	

	☐ 
	☐
	Hearing problems
	☐
	☐
	Other:
	

	☐ 
	☐
	Vision problems
	☐
	☐
	Other:
	

	OTHER RELEVANT HEALTH INFORMATION

	Previous medical conditions and treatments (medical history)
	

	☐
	Fractures and injuries :
	  
	

	☐
	Surgeries :
	  
	

	☐
	Follow-up :
	(Medical specialist, occupational therapy, physiotherapy, osteopathy, massage therapy, etc.)
	

	
	
	
	

	☐
	Other :
	  
	

	Indicate the main medications and natural products currently being taken (for any health condition):

	Medication :
	
	

	
	
	

	Natural products :
	  
	

	Other pertinent information:
	  
	



	HEALTH SERVICES AND TREATMENTS FOR LONG COVID CONDITION

	Check the main tests (radiology, laboratory) past or future related to long COVID:
	

	
	
	Specialty/problem
	
	Date (approx.)
	
	Results (if known)
	

	☐
	X-rays
	
	
	
	
	
	

	☐
	CT-scan
	
	
	
	
	
	

	☐
	MRI
	
	
	
	
	
	

	☐
	Ultrasound
	
	
	
	
	
	

	☐
	ECG
	
	
	
	
	
	

	☐
	Blood test
	
	
	
	
	
	

	☐
	Other
	
	
	
	
	
	

	Indicate the main treatments related to long-term COVID (started, completed, forthcoming) :
(Medical specialist, occupational therapy, physiotherapy, psychology, social work, osteopathy, massage therapy, etc.)

	
	Professional follow-up/discipline
	
	Professional’s name
	
	Date (started/completed/planned)
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Other :
	
	

	
	
	





	SIGNATURE

	☐ Form completed online by
	 
	on
	  
	User’s signature :
	
	Date :
	  
	Professional’s signature :
	
	Date : 
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