Date :  _____  / _____ / 200




HEALTH INFORMATION

Name :

Address :

Phone No. : (R) ___________ (O) __________ Fax : __________ Age : _____ yrs   Sex : M / F

Occupation : 





Ref. :
GENERAL INFORMATION : Height
    inches,  Weight
kilos,   Pulse      / min   B.P. 

Tendency towards High Blood pressure or Low blood pressure 

SLEEP : sound / disturbed / dreams – which type / thoughts during sleep – which type / duration of sleep / habit of sleeping pills or  any other

EXERCISE : No / Yes , if yes – regular / irregular / how many hours / type of exercise 

HABITS :  tobacco / alcohol / others  -  quantity and frequency in a day / month

DIET : how many times  - morning breakfast / lunch / afternoon breakfast / dinner / late night  food

Liquid intake quantity in  a day / type of liquids – water, soup, juice, aerated, non-alcoholic drinks etc.

APPETITE : regular / irregular / less / more

DIGESTION : normal / after eating any discomfort like nausea / hiccups / vomits / chest pain / chest burning / chest heaviness / pain in abdomen / burning in abdomen / heaviness in abdomen / discomfort in other location

STOOL HABIT :  normal / constipation ,
 regular _____ times a day / irregular ______ times a week 

Any complains like – pain / bleeding / mucus / dryness in stool 

Associated problems like – piles / fissures / fistula / flatulence – upwards or downwards

URINE HABIT : normal / less / more frequent 
daily frequency _______

Associated complains like – burning / discoloration / turbid / night frequency 

EAR – NOSE and THROAT :  

Ear – pain / itching / secreation / abnormal sound / any hearing problems 

Nose – runny nose / sneezing / cold / polyp / 

Throat – pain / sore throat / swelling / tonsils / difficult swallowing / voice changes 

MOUTH :

Lips – cracks / bleeding / discoloration / dryness / other

Teeth and Gums  - pain / bleeding / discoloration / other 

Tongue – ulcers / cracks / coating / loss of taste / other

EYES : color of cornea ___________ / any complains like – pain / burning / itching / discoloration / weak eye sight / excessive movement of eyelashes / hair loss of eyelashes or eyebrows / details of specks ________________________

HEAD : any complains like – headache / other

Headache – cause / site of pain / aggravation time / duration / relief with / head injury etc 

HAIRS : color ____________ / length ______ / growth ________ / dry – oily / looks : curly – straight – wavy  Associated complains like – dandruff / hair falling / premature grey hair / baldness / hairs on different parts of the body

SKIN : normal / oily / dry  Associated complains like – acne / papule / boils / itching / vitiligo / eczema / allergies / discoloration / other, Duration  of complains _____________         Aggravation – time / season / causes / association with any food etc.

NERVOUS SYSTEM : any complains like – fits / vertigo / cramps / paralysis / polio / coma / stroke / unconsciousness, If yes, duration of illness ________________   last attack ______________

LOCOMOTOR SYSTEM : any complains like – movement restriction / muscular pains / pain in joints ____________   time of aggravation 


with or without swelling

RESPIRATORY SYSTEM : any complains like – chest pain / heaviness / breathlessness / asthma / coughing etc.

TYPE OF PERSONALITY : Like sensitive / co-operative / tense / angry / depressed / other

GENITAL SYSTEM :

FOR MEN - any complains about genital organ / sexual activites

FOR WOMEN - any complains about genital organ / sexual activites

Menstruation – normal / heavy / scanty 
regular / iregualr 

painful / more clots 


Age of first menstruation _____ yrs.,  last menses date _________, lasts for ____ days, duration of two cycle _____ days

Pregnancies ___ / abortions ___ / miscarriages ___ / details of delivaries

Details of Vaginal other discharge / problems with the use of contraceptives / hysterectomy / menopause

FAMILY HISTORY : Indicate relation with the person having any following disease at present or past.

Allergies 

Asthma

Arthritis

Diabetes

Blood pressure

Cardiac problems

Tuberculosis

Thyroid

Kidney problems

Liver problems

Skin problems

Psychological problems

Respiratory problems

HOSPITALIZATION : Details of hospitalization, if any – for any reason

ANY OTHER INFORMATION :

DATE & PLACE







______________________
