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Participant screening no: _____________   Participant study ID no: ______________

[bookmark: _Toc105406405]Health Assessment Form (HAF) - a confidential medical history questionnaire 
This form has been provided with the attached Participant Information Sheet (PIS). It acts as a guide to ensure that potential participants are in good health. 

	Medical History – Do you have, or have you had any of the following?
If you have ticked “Yes” to any of the following you will not be allowed to participate
	YES
	NO

	Anaemia (currently) – (low haemoglobin)
	
	

	Diabetes
	
	

	Thyroid problems
	
	

	Kidney disease / chronic renal impairment
	
	

	Cancer / chemotherapy
	
	

	Neurological conditions
	
	

	· Epilepsy (seizures)
	
	

	· Brain surgery
	
	

	· Fainting attacks / giddiness / blackouts or unexplained syncope
	
	

	· Regular migraine headaches
	
	

	· History of seizures (except childhood febrile seizures)
	
	

	· Recent symptomatic head injury (within the last 2 months)
	
	

	· Any other neurological condition: .............................................................
	
	

	Respiratory conditions
	
	

	· Asthma
	
	

	· Current Flu / COVID infection
	
	

	· Pneumonia / Bronchitis (chest infection)
	
	

	· Shortness of breath / Respiratory distress
	
	

	· Lung surgery / Emphysema, COPD (Chronic Obstructive Pulmonary Disease)
	
	

	· Current cold / Respiratory illness
	
	

	· Any chronic respiratory condition
	
	

	Heart and cardiovascular diseases
	
	

	· Hypertension (high blood pressure)
	
	

	· Cardiovascular surgery
	
	

	· Chest pain (angina)
	
	

	· Abnormal heart rhythms (other than normal sinus rhythm or sinus arrythmia)
	
	

	· Previous heart attack / Blocked artery in the heart / Myocardial infarction
	
	

	· Unexplained shortness of breath
	
	

	· Congestive heart failure (CHF)
	
	

	· History of stroke / Transient ischemic attack (TIA)
	
	

	· Carotid artery disease
	
	

	· Myocardial ischemia
	
	

	· Cardiomyopathy
	
	

	Liver condition including hepatitis / jaundice
	
	

	· Previous episodes of hepatitis or liver dysfunction
	
	

	· Previous episodes of jaundice
	
	

	· Previous episodes of acute or chronic liver failure
	
	

	Hemoglobinopathies
	
	

	· Sickle cell disease and sickle cell trait/carriers. 
· If you are unsure, but have parents or siblings with sickle cell trait or disease
	
	

	· Thalassaemia – alpha major, haemoglobin H disease, beta major, beta intermedia
	
	

	Clotting problems
	
	

	· Bleeding disorders or history of prolonged bleeding from injury / Haemophilia
	
	

	· Previous blood clots / Known clotting disorders
	
	

	· Current use of blood thinner: prescription or daily use of aspirin
	
	

	Rheumatological Conditions
	
	

	· Rheumatoid arthritis
	
	

	Severe contact allergies to adhesives, latex, medical dressings etc.
	
	

	Allergies to lidocaine or similar local anaesthetic drugs
	
	

	Women only: Are you pregnant or are you trying to conceive?
	
	

	Do you smoke tobacco e.g. cigarettes or shisha? Do you vape? Do you smoke recreational drugs?
	
	

	Do you use hearing aids?
	
	

	Do you have any symptoms of inflammation or infection of ear canal (pain, irritation, discharge)?
	
	

	Diagnoses of past and present: Ear wax impaction, chronic otitis externa, acute otitis media, cholesteatoma, tympanic membrane perforation.
	
	



	Have you had a bad reaction to local or general anaesthetic?

	



	Have you had treatment that required you to stay in hospital?

	



	Details of any other medical problems

	





	Any Known Allergies?

	



	Height (m)*
	
	Weight (kg)*
	
	BMI*
	






	Participant name 
(in capital letters)
	

	DOB
	

	Contact number
	

	Emergency contact details
relationship, name & number
	

	Participant signature

	

	Date
	



	Clinician name & signature 
(in capital letters)
	

	 Date
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