
                                       Dr M B Beebeejaun. Consultant Physician, Diabetologist and Endocrinologist 

Pre Consultation Questionnaire  



1. Name                 2. Date of Birth and Age 
                     Example 12.5.1979 Age 38 y 

 

3.Address    4. Do you have any allergies? 

   Yes                                       No 

   
    If yes, please specify.   

   Example Allergic to Penicillin. I get a rash. 

5. What would you like to discuss with the doctor today? Example To control my high blood sugar 





 

6.Do you have any medical problems? Example Diabetes, Hypertension etc 



 

 

 

7.Do you take any regular medication?     Yes               No 

      

If yes, can you kindly list below. Please include the 

 

Medication 


Dose and Frequency 


When did you start taking? 


Eg Metformin 500mg twice a day August 2016 

   

   

   

   

   

   

   



                                       Dr M B Beebeejaun. Consultant Physician, Diabetologist and Endocrinologist 

 


