e o EAABEO/ VIV OBESSA
ﬂsmmwﬁﬂw Medical questionnaire B'..jEWZ?
il'aua:u'mana Name ane Age ( ) o2&l Male oueg9 Female
Juiia Date of birth juD./ iau M./ il Y. dey2né Nationality

d2ug9 Height cm vhuiin Weight kg

fag Address

1wasInsAnY Phone number awa E-mail

fidscAuganinwnaali Do you have any health insurance? ofl Yes ( ) o'laisd No

yanaidasalunsaignidu In case of emergency, whom may we contact?

Fauazuugna Name ANUFUWUS Relationship to patient

tuasTnsAWYi Phone number

nganavilsridguninarunana Please check all corresponding answers.
*ngaulddayaguainaiuynaa Please be specific,if yes.
vinudidseiduniniala Do you have any allergies to food, medicine, etc.?

ofi Yes ( ) o'laifi No
vuiilsalszanaaudalad Do you have any underlying disease?

ol Yes ( ) o1l No
vinuldenilseandinuda'lai Are you currently taking medication?

ofl Yes ( ) o'l1idi No
seifinisiduilhaluadanuavvinu What illnesses have you had in the past? o'laidl No
019ATEUUNIILAUAINNT stomach and intestinal disorder 019AAY liver disease 015A 13 heart disease
015A'l6e kidney disease 015ALLNYINU diabetes o015AAINUAURY hypertension oT5ANLLSY cancer
01sARAUAA asthma olsasanlnsaad thyroid problems olsa'luiululdange dyslipidemia
o8uq others ( )
aataa'lasun1sHiGn1Ki3a‘lai Have you ever had any operations?

ofl Yes ( ) o'lifl No
dsrifaruiuihaluasauasy Have your parents, brothers/sisters and grandparents had any illnesses?
O15AANUAURY hypertension 013ARITA heart disease  O13AAU liver disease 015A'le kidney disease
olsAviaaatdanluduay stroke 015ALUN1INU diabetes 015ANLL59 Cancer
Dﬁlu‘] others ( )
olifidsgii1snlumsauns? No, they have not had any illness written above.
Vinuguyuausa‘'ly Do you smoke? ofu Yes o'ligu No

Unfinaugu I smoke Cigarette(s) a day ( 17U/ ) 5¢aLAN How many years? b1}
anANIASavANNaanadaai3a'll Do you drink any alcohol? ofiu Yes ou1elana Sometimes o'lsifiu No

szianaadindavéin What type of Alcohol do you drink?

( )
Auliaaualviu How many days a week do you drink? Day(s) a week (3u / &dewd)

*q115U 1 ed911N1U For women only.

anziinaAdedvnssAusazedaindenssniusa’lsi Are you pregnant or is there a possibility of pregnancy?
old Yes - tfau months oLl No
Ao liuulasusa’li Are you breastfeeding? old Yes  o'lailad No

?

=u

wiludia Signature

oJ

UN Date Clinic staff
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