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HEALTH HISTORY QUESTIONAIRE BEERE 7 >4 — k

PATIENT INFORMATION £EE%R

NAME ZHi: CONTACT B4R &S DATE OF BIRTH £ 8 H:
+81
ADDRESS {%Ff: GENDER % 5!): |WEIGHT A2 [HEIGHT B:|AGE &F#4:

MARITIAL STATUS $&3RIR:  |OCCUPATION Bii3:

NRIC/ PASSPORT /NZAR— &S EMAIL:

FAMILY PHYSICIAN DD DITE:

EMERGENCY CONTACT 22848 5.

HISTORY OF PRESENTING ILLNESS IR7E DR D&ZiE

MAIN PROBLEM(S) FEREE L DB

PROBLEM OR DISEASE(S) IR X TL\ 3 T ELMECEE:

DURATION &#F5 OREDEBIZE DL BWVWTITH? .

CURRENT MEDICATION HRERRAFRDORIZETIH? :

To what extend does this problem interfere with your daily activities (work, sleep, sex, etc.)?
COM@ENHEELEE (HF. ERE. M1TA4Y) ICEOREERZELTVWEITH?

What kind of other treatment have you tried? flicE D & S GBBEEHASNE LTH?

PAST MEDICAL HISTORY &2 D J&R

Significant lliness: Cancer, Diabetes, Hepatitis, High Blood Pressure, Heart Disease, Rheumatic Fever,
Thyroid Disease, Seizures, Venereal Disease. EARIEE (HA. BERKE. FXR. SME. CBERK.
Do FE. BRFERE. TANA. R EHDETH?
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PAST MEDICAL HISTORY 82 D i

Previous Medication? Any Supplement or Herbal Treatment? BXICARFA L TWEIZH D £3H7?
WRE. BREMBEECEAEZBIRLTVWETH?

Surgeries UBNICFREZ T eHAHBDOD EFITH? :

Significant Trauma (car accidents, falls, etc.) KEFQIME (BFEEKR. GERY) FHD FTH?

History of Allergies (drugs, chemicals, foods):

TULF—FE (EY. wEWE. BmRE) EHDEIH?

FAMILY MEDICAL HISTORY & D E#&FE

l:IDiabetes |:|Cancer |:|High Blood Pressure

HEPRIE 2 BIME
I:IAIIergies |:|Stroke |:|Heart Disease

TLIILE— BizR R WY =4S
l:IAsthma |:|Seizures

oy FHAIE

I:IOthers (Please specify) ZDftl (BAMICIEEL T ET W)

SOCIAL HISTORY #7432 FF

How many pack(s) of ciggarettes a day do you smoke?
1HICAINy 202N Z/RWVWETH?

How much coffee, tea or soft drinks do you drink per week?
BICEDSKSVWDEDOI—E—RLR. VIRV IZEBRLETH?
How much alcohol do you drink per week?
BICEDLSS5VWDTILA—ILEBRAHETH?

Please describe any use of drugs for non-medical purposes:

FEFRENTORMEROBEEZHRZITILTV
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GENERAL —fiRHY 72 (2R

I:IPoor Appetite
BARIR
Fever
Sweat Easily

BEICTFEN<

Localized Weakness

RFrBY 7B 7T

l:l Bleed or bruise easily
BEICHEmM LD HIHNTEP
ERA
Peculiar tastes or smel

FE - IREDOEIR

DPoor sleeping

HERR A B
[ Jenitis

|:|Tremors

IR
|:|Poor balance
NTVADEE

|:|Weight Loss

FERD

|:|Fatigue

®H

|:|Night Sweats

REDZT

|:|Cravings

BAUPAK

|:|Change in appetite

BRDEL

|:|Weight Gain

RELEN

|:|Strong Thirst (cold or hot drinks)
BVWRDBE (BTVEIZERVERAY)
|:|Sudden energy drop (what time of day?) RIADTRILX—KT (FEHETETH? )

SKIN & HAIR Al & £

27

l:IChange in hair or skin texture

|:|Ulcerations
Pt

|:|Eczema
Pt

|:|Loss of hair

APES

DHives

CAXLA
Pimples
ICEV

|:|Recent moles

mETE ko0

Any other hair or skin problems?

EVXoEOEK ICADERAOREREITH D £TH?
MUSCULOSKELETEL Bh&4&
I:INeck Pain DMuscIe pains DKnee pain
BODREH YR B A
Back Pain DMuscIe weakness DFoot/ ankle pains
BHHOREH FINIOEER EXEEHDEH
DHand/ wrist pains |:|Shoulder pain |:|Hip pain
FOFEOREH B DEH BB DIE &

Any other joint or bone problems? I BEEIX> B DREIREIZH D £ H?




l:ISinus problems
S DRE

|:|Grinding teeth
wELD

I:ITeeth problems
i D 8

|:|Nose bleeds

Y
|:|Facial pain
EADEH
Djaw clicks
SBOhOhoE
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HEAD, EYES, EARS, NOSE & THROAT 58Zf. H. B. £. i
I:IDizziness DConcussions DMigraines
HFEW A=z FEBfE
DGIasses I:IEye strain |:|Eye pain
BRER BoREN BoDEH»
l:IPoor vision |:|Night blindness |:|COIor blindness
HAERT A= =1
Cataracts |:|Blurry vision |:|Earaches
BHARE RARE BEDRE#
Ringing in ears Poor hearing |:|Spots in front of eyes
HIED BEAORT BORICRRANR RS

|:|Recu rrent sore throats
BREIEDHRDREH

Sores
cren

|:|Headaches (where and when?)
#EE (L 2T. LWo?)

Any other head or neck problems? fICEEEF P E DEEILH D £ I H7?

CARDIOVASCULAR (MII'E

I:IHigh blood pressure

aE RmE
l:llrregular heartbeat Dizziness
REEAK HEWL
I:ICoId hands or feet |:|Swelling of the hands
FPEDRZ FoEN
I:IBIood clots DPhIebitis
mis FRARK

|:|Low blood pressure

|:|Chest pain
D TEH
|:|Fainting
FS G
|:|Swelling of the feet
EDEN
DDif‘ﬁcuIty in breathing
EAUNESE 3

Any other heart or blood vessel problems? (L\fEIE ICDRBIEIEH D £ 3H7?
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RESPIRATORY MG 28 &

I:ICough

%
DBronchitis

TEXR

DCoughing blood
nZIm

|:|Pneumonia

Ffi

I:IDif'ﬁcuIty in breathing when lying down

IR B & PRI R 2

Production of Phlegm (what color?)

BRoDw (BlE?)

Any other lung problems? DD REIEITH D £ H?

DChest pain

DEH

|:|Pain with a deep breath

NP B OD 78 &

GASTROINTESTINAL SH L&

I:INausea
HE

I:IConstipation
B

|:|Black stool

AR

|:|Diarrhea

Mg A
|:|Gas |:|Belching
BHR TVvT
|:|Blood in stools Indigestion
ERoI HUERR
DRectaI pain DHemorrhoids
BEROEH =3

I:IAbdominaI pain or cramps |:|Chronic laxative use

RS

1814 R72 TRl DfER

Any other problems with your stomach or intestines? fIC SRECIZICRI T ZREIZH D £TH?

GENITOURINARY ;{4 fR 28

I:IPain of urination
HEPREF DR &
Urgency to urinate
HIRODER M

Decrease in flow
ROBNDRL

DFrequent urination

|:|Blood in urine

SEFR MR
|:|Unab|e to hold urine DKidney stones

FRERIETETAL B4
Dlmpotence I:ISore on genitals

1VRTUR HERDREH

*to continue on the next page XOR—CTHEFT
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GENITOURINARY ;{4 fR 28

Do you wake up to urinate? ®HIC b1 LICEEZ £ H7?

How often? b LICEEZ 24EEIFEN 5 WVWTTH?

Any particular color to your urine? RDFEDBIZH D £IH?

Any other problems with your stomach or intestines? IC &S EECHZ ICRA T ZRIEIEH D £H7?

PREGNANCY & GYNECOLOGY iz ¥ FEEIR AFL

Premature births

Number of pregnancies Number of Births
SHIREIR  hEEH - FE
Miscarriages Abortions Age at first menses
Period between menses Duration First date of last menses
B . pEEE - AE0REOH
I:IUnusuaI character (heavy or light)
HELRY EVFRLIFEY)
Painful periods DCIots La‘f't PAP e s
EADBHDAE B REDPAP (FEHAIED)
l:IVaginaI discharge |:|Vaginal sores I:I?reast lumps
B BOES AEOLED
I:IChanges in body/ psyche prior to menstruation
BERIOEPLDEN
Do you practice birth control? What type and for how long?
HERTISBEZEE L TULETH? COBEOBE R ZEZ LN SVOBREE->TVWETH?

NEUROPSYCHOLOGICAL #8420 E2H

I:ISeizures |:|Dizziness DLoss of balance
H{

*to continue on the next page ROR—JICEHEEFT

E HFEWV NZ Y ADEEK
I:IAreas of numbness DLack of coordination DPoor memory
LUNTER S EENR SEEANDOERT
Concussion Depression
ey > DfF
I:IBad temper |:|Easily susceptible to stress
[EDFTTE Z L RSB
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NEUROPSYCHOLOGICAL &R O\EZ Y

Have you ever been treated for emotional problems?
BRENLGHEETAREREZRITIEIEAHBDEFITH?
Have you ever considered or attempted suicide?
BRZEEZERACPHAASTIEHD £FTH?

Any other neurological or psychological problems?
I ADEEEN £ S BENREREIEH D £H7?

Comments (please tell us of any other problems that you would like to discuss)

OXY MME (ICELEVBEERHNUXHZ TS ETW)
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