
HYPERTENSION
SCREENING FORM

P E R S O N A L  I N F O R M A T I O N

Full Name

Date of Birth
D D M M Y Y

E-Mail

Phone Number Gender Male Female

:

:

:

:

:

M E D I C A L  H I S T O R Y

Do you have a diagnosis of hypertension, high blood pressure, or elevated blood pressure?

Yes

No

If yes, how long have you been diagnosed? 

Do you have an immediate family member with a history of hypertension? Yes No

L I F E S T Y L E  A N D  D I E T A R Y  H A B I T S

How would you describe your typical diet?

Balanced and healthy

High in sodium/salt

T H A N K  Y O U  F O R  Y O U R  I N F O R M A T I O N

High in processed foods

Other (please specify): _____________________________________________________

Do you engage in regular physical activity?

Sedentary Low activity Moderate activity Active

How often do you consume alcoholic beverages?

OccasionallyRarely or never ConstantlyFrequently

Do you drink energy drinks?

OccasionallyRarely or never ConstantlyFrequently

Do you smoke or use tobacco products? Former smokerYes No



HYPERTENSION
SCREENING FORM

T H A N K  Y O U  F O R  Y O U R  I N F O R M A T I O N

S Y M P T O M S

Please indicate the frequency of the following symptoms over the past few months:

OccasionallyHeadaches: Rarely

B L O O D  P R E S S U R E  M O N I T O R I N G

Have you ever been told that your blood pressure is measured
130/80 mm Hg or greater?

Constantly

Dizziness or lightheadedness:

Frequently

OccasionallyRarely Frequently

Shortness of breath: OccasionallyRarely Frequently

Chest pain or discomfort: Yes No Vision changes Yes No

Constantly

Constantly

Yes No

S L E E P  Q U A L I T Y

How would you rate the quality of your sleep? Excellent Good Fair Poor

S U P P O R T  S Y S T E M

Do you feel you have a strong support system?

Yes, very strong Yes, somewhat strong No, not really No, not at all

S T R E S S  L E V E L

How would you describe your current stress level?

Very Low Low Moderate High Very High

A D D I T I O N A L  I N F O R M A T I O N

Have you been diagnosed with diabetes? Yes No

Are you on any chronic pain medication? Yes No

Do you have a history of kidney disease? Yes No

If you answered 'Yes' to any of the symptoms or have other risk factors, contact us now.


	text_1myyz: 
	text_2ydko: 
	text_3oory: 
	text_4hrus: 
	text_5xoea: 
	text_6hbky: 
	text_7mtjx: 
	text_8nyfv: 
	text_9josn: 
	checkbox_10wrkk: Off
	checkbox_11ntqt: Off
	checkbox_12bsmz: Off
	checkbox_13qg: Off
	checkbox_14cohq: Off
	checkbox_15owoc: Off
	checkbox_16bnot: Off
	checkbox_17lfdj: Off
	checkbox_18nweh: Off
	checkbox_19ylzc: Off
	checkbox_20iood: Off
	checkbox_21gom: Off
	checkbox_22svmq: Off
	checkbox_23hfno: Off
	checkbox_24wwmw: Off
	checkbox_25tgbf: Off
	checkbox_26kkft: Off
	checkbox_27pgta: Off
	checkbox_28ynow: Off
	checkbox_29rcla: Off
	checkbox_30juel: Off
	checkbox_31hktq: Off
	checkbox_32jtix: Off
	text_33fuhi: 
	text_34mhzi: 
	checkbox_35oxnp: Off
	checkbox_36emii: Off
	checkbox_37dqjc: Off
	checkbox_38jrrk: Off
	checkbox_39smvf: Off
	checkbox_40zmpi: Off
	checkbox_41ppkp: Off
	checkbox_42rpai: Off
	checkbox_43hoov: Off
	checkbox_44gebz: Off
	checkbox_45edku: Off
	checkbox_46lrza: Off
	checkbox_47lrji: Off
	checkbox_48mqrx: Off
	checkbox_49ahbr: Off
	checkbox_50xqpj: Off
	checkbox_51pedn: Off
	checkbox_52oqrf: Off
	checkbox_53vwks: Off
	checkbox_54cokj: Off
	checkbox_55auqx: Off
	checkbox_56pugh: Off
	checkbox_57snvv: Off
	checkbox_58uheu: Off
	checkbox_59nilu: Off
	checkbox_60jbxh: Off
	checkbox_61dosz: Off
	checkbox_62kvtg: Off
	checkbox_63eevc: Off
	checkbox_64xoqv: Off
	checkbox_65ogzi: Off
	checkbox_66fzxb: Off
	checkbox_67nccw: Off
	checkbox_68chgk: Off
	checkbox_69ywzs: Off
	checkbox_70sytf: Off
	checkbox_71ifiu: Off
	checkbox_72izok: Off
	checkbox_73hyic: Off


