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CLIENT RESIDENCE AND ILLNESS QUESTIONNAIRE

Please answer each of the questions as best you can.  It is very important that your answers be as 
complete as possible.  You must answer every question.  If you do not know the answer to a question, 
please write “I do not know”.  Please do not leave any questions blank.  If you need additional space for 
your answers please use additional sheets located at the end of the questionnaire.  Remember, a 
questionnaire must be completed for each member of your family.  If minor children involved, please fill 
out a questionnaire for each child.

1. CURRENT INFORMATION

Name: _______________________________________________________________________

Address: _____________________________________________________________________

_____________________________________________________________________

Phone: ______________________________________________________________________

E-mail:______________________________________________________________________

Date of Birth:______________________

DO YOUR RENT OR OWN YOUR PROPERTY (PLEASE CIRCLE ONE)

YES NO

Please list all previous addresses.

FROM
Month/Day/Year

TO
Month/Day/Year

STREET ADDRESS CITY STATE ZIP 
CODE

OWN/
RENT
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Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

a. Do you now or have you ever had a private groundwater well on this property?
_________________________________________________________________________
_________________________________________________________________________

b. Have you experienced breathing discomfort, watery eyes, or skin irritations while at this
property? _________________________________________________________________
__________________________________________________________________________

c. Have you ever grown fruits or vegetables on this property? If so, when, what kind and 
how often did you grow them? ________________________________________________
___________________________________________________________________________
___________________________________________________________________________

d. Have you been diagnosed with a lung or blood disorder?  If so, what type? ___________
___________________________________________________________________________
___________________________________________________________________________

2. MEDICAL INFORMATION

a. CANCER

If you have been diagnosed with any type of cancer, please list them below.

b. NON-CANCER HEALTH PROBLEMS

Please list down all past and current health issues. 

Type of Cancer Date of Diagnoses Current Treatment Status

Illness/Condition Treated by a Physician 
or Medical Facility?

When did the 
problem begin?

Current Health 
Status:
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Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

Month/Day/Year

c. PRESCRIBED MEDICATIONS:

Have you taken any medication(s), prescribed or not, as a result of injuries you’ve already 
listed?   ___ Yes.   ___ No. 

If yes, please fill out the following:

3. ADDITIONAL HEALTH QUESTIONS

Do you drink alcoholic beverages (including beer)? _____ Yes _____ No

If yes, check one of the choices for now and in the past:

Now: In the Past:

_____ Daily _____ Daily
_____ Several Times a Week _____ Several Times a Week
_____ Monthly _____ Monthly
_____ Seldom _____ Seldom
_____ Never _____ Never

Have you ever smoked cigarettes? _____ Yes _____ No

If yes, age you started smoking: __________

If you have quit for good, age you stopped smoking: __________

What is the most you smoked per day on a regular basis, (number of packs): __________

Do you smoke?

Cigars _____ Yes _____ No

A pipe _____ Yes _____ No

Medication 
Name:

Medication used 
for what 
treatment/illness

Date 
Medication 
prescribed:

Ongoing usage 
of medication?
“Yes” or “No”

Doctor who prescribed 
it:
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Sign here

Month/Day/Year

Street Address                                      Apt No. 

City                                         State                    Zip Code

Home Work Cell

First Middle Last 

QUESTIONS OR CONCERNS

Please use this section to provide us with additional information
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

I am responding on my own behalf:

Print Name:__________________________________________

Signed Name: ________________________________________

Dated: _______________________________

If you are responding in behalf of another person (for example a minor), please fill out the 
following:

Relationship:____________________________   

Name: _______________________________________________________________________

Address: _____________________________________________________________________

_____________________________________________________________________

Phone: ______________________________________________________________________


