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11.
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13.
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16.
17.
18.

/

Name (Last / First) /
/ 7/

Date of Birth (dd/mm/yy) / /

Sex /Male /Female

Occupation

Blood type A BAB O (RH+ -)

Normal temperature

Do you have any chronic disease ? /Yes /disease
/No
Do you have any allergy ? /Yes /No
If yes, what is the cause ? /Hay Fever /Food  /medicine
/Animal /Plants /Others
Are you taking any medication ? /Yes /No
/Name
/or Disease
If you have the medicine with you, please show it to the doctor.
/M /D /Time
What time did you take the last medicine ?
Have you ever had a serious illness you had to be in the hospital ? /Yes /No
The name of illness?
If yes, when was it ? /years ago

Are you still receiving treatment on the problem ?

Do you feel sick ?
Do you feel pain ?
If yes, where?
Do you have headache?
Do you feel dizzy ?

Do you have gastric pain ?

When does the pain become worse ?

/Yes, still on treatment.
/ No it's recovered.

/Yes /No
/Yes /No
/Yes /No
/Yes /No
/Yes /No

/when stomach is empty
/after meal
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20.
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25.
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27.

Do you have fever ? /Yes /No
If yes, how long have you got fever ? since ...... days ago.
Do you have regular bowel movement ? /Yes
/No
constipated for the last__ days
Does urine come out smoothly ? /Yes /No
Do you often urinate ? /Yes /No
Does it hurt when you urinate ? /Yes /No
Do you get up and go to toilet frequently at night ? /Yes /No
Color as usual? /Yes /No
/Transparent /Yellow /Brown /Red
Have you felt nausea / vomited ? /Yes /No
1
If yes, how often?> . times per day.
Were there any blood in the vomit ? /Yes, there were blood in.
/No
Do you have a diarrhea? /Yes /No
1
If yes, how oftenaday? ... times per day.
Is there any blood in your stool ? /Yes, there were blood in.
/No
Do you have a good appetite ? /Yes /No
Can you sleep well at night ? /Yes /No
Do you ever have the same symptoms? /Yes /No
If yes, when? / /
« /7 7/ ) (dd/mm/yy)
Do you usually have high blood pressure ? /Yes /No

If you know your usual blood pressure, please wright.
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