AP Y3509 1—p

XARANECERADLE, ZFEYAICEKEEZSIHE TSV 7 SAMI;IJLXMEV:{

Visit Day @R T EBHI HRMZO—NF - TVR—LATITRBATEN.

Mr. / Mrs. / Miss
F A H(

year month day
(%&  First Name) (Y  Last Name)
1. Program selected CHEDEEZI OIS AICV BIZEDIFTTFEL.
O 5B 1 Male 1(25-34 yrs) 9,500 Baht O %1 Female 1 (25-34 yrs) 12,300 Baht
O 531%2 Male 2 (35-49 yrs) 13,900 Baht O %1% 2 Female 2 (35-49 yrs) 19,500 Baht
O 331%3 Male 3 (50 yrs up) 19,900 Baht 0O %% 3 Female 3 (50 yrs up) 23,000 Baht
O Baht

2. Additional Option JBMAT'S>3>  (GEAH : [BARIEIRE (888851) oo,0oc0 Baht] 12 &) *XHDIEMAT]

O Baht O Baht
O Baht O Baht
O Baht O Baht
O Baht O Baht
| Baht O Baht

3. Address to send the check-up report fESRMIX(TE *EESE UL (FHFETORITMOOVWTNH—DEBIRT .

10  Mailing address  TFEEAELRX (BRZFHEUS(EMERFR (D> RV L%, BEBEESWAE) Z2 K AL<ZEWY)

Address {EFR

Tel BIEEES

EERICEFRSBABUL X

CCICT—TRETHRPZMATTEV,

200 Pick up BBRPE TORITEND (SMSICTTERLET . HBEMDIBFBARANEZREZ> S — 28 /£H10:00-16:00)
Tel BEEES (SMS)

LEEDREBABICHESDFEEA.

Signature of the patient/relative Z AR A X (FZ5RiEE R Signature of hospital officer JRPTERBER
(RFY TERAR)
HYERIFIRIFETICHFETSEEV KIGFHI 0 KETEIAIGETT, ENMURSERERTHRIRCHUMUSEEZL,
NPO BEHIR : / / : ~

KSIHIR : / / : ~ | EAORZEESEATEL) |




Please answer each item to the best of your knowledge. All the collected medical information will be kept confidential.

TROBHICIERCCEZETEV. HVWERHRIEEZFTROHFCHERAL. MECKREINZIZLEHDEEA.

* % x BETBEEIC V 2L, HEBEETRATEL * * *

1. Family History < ZXBRDMBEEIC DL CBEDE F =0V,

Father 38R 0 Live fZ6p [J None 372 U [J Cerebrovascular Diseases f¥IME &2
O Deceased fth5 [ Diabetes mellitus #&FK% [ Cancer MYA (BBAL)
[J Heart disease [MEiJ® [ Hypertension /= I1E (] Others Z DAt
Mother 38 O Live /76D (] None %2373 L [ Cerebrovascular Diseases MM ExE
O Deceased 152 [J Diabetes mellitus #8FR% (] Cancer WA, (BBiL)
[J Heart disease (M@ [ Hypertension /= I1E O Others €At
Other diseases in your family €DMD IIFDSDHIC_EELDRENSD DIHEE. CESICTRRATEL,
(#Et) (JR%&) (#%tm) (Jm$&)
2. Do you drink alcohol ?  BRBIESNFEITH O No L\ O Yes (FL) times/week [0]/3&
3. Do you exercise ? EEIESNEITh 0 No L\LVX O Yes (&L times/week [B]/38
4. Have you ever smoked ? BUE(XENFEITh.
O No k> f2Z &RV O 1B TULV/E Stopped smoking for 2B LT years £
O Yes IRTEW D TLVD  amount 1 H K /day for IRUNBEH T years £

5. Are you currently on any medications : including over the counter medicines, herbal medicine ?

RE. MATVBIBREHDEITH. (HRE. ELSRREZID)

O No LR [ Yes, (specify) (LY (FEfa&)

6. Do you take any nutritional supplements? HIUX> REESDTWETH.

OO No LWNR [ Yes, (specify) (EUY (ZEfm$4)

7. Do you have any drug allergies ? 3, 5, HEPCEXRIETTZLILF—(EHDETH.

O No LWYX [ VYes, (specify) [dLY (ERR)

8. Do you have any food allergies ? BAYIDOF L IILF—(EHDEITH,

O No LWYX [ Yes, (specify) [FLY  (B¥&)

9. Do you have any of the following conditions ? IRfE. FiEDHEKIIHODEFITH

O None 37X L O Diabetes Mellitus #E5KI%R [0 Hypertension f=I1E

[J Heart disease 'CMi#ifm [J Cancer WA, (BBfi) O Lung disease Fliy&ZE

[ Gastro-intestinal disease BiFEE O Genitourinary disease JFRAESEZSRE O Allergic disease 77 L)L+ —J&E
O Hyperlipidemia f=ASIE O Gout J&[E [ Others EDAtt

10. Have you ever had a serious illness or/and had an operation? BEICKFEEDT 5D/ED. FihiEZIT=ERIEIHDEITH.

O No LWAR [ Yes, (specify) (FUY (R4&)

11. Advance directives ( Authority to make healthcare decisions on your behalf if you become unable to )

Bhi—. CEADBROAHEZRITETRBOIBSIC, BROFHEZERESNDHEBEVNETH.

O No LWAX [ Yes (&L, power of attorney : Mr./Mrs./Miss (%5cm) (CEEULFET,

12. Any spiritual/cultural beliefs to be followed. &EICHIZD. E/FHLOFWEHDEITH.

O No LWWNX O Yes, (specify) (dLY (RE)

13. Forwomanonly HHEDH. TEHRATEV. (BITCHETITRATEL, )

The first date of the last menstrual period SR BEORIEH / / Pregnancy {FIlk ~ weeksiBEH Menopause BAfE_
Do you breast feeding ? IR7E. XELHTIN? m P {ATAY-S mEEA
14. Do you have a possibility of pregnancy? IFiRDBIEENE(EH D EITH ?

OONoLWWX  [OVYes (dWn [0 Notsure “BA

*If there is a possibility of pregnancy, please inform to medical staff. IHIRDAIEESENH D T (ERBRRGEEMTERI ST Y JICHBHMSE T,

| understand the importance of a truthful health history to assist the hospital in providing the best care possible.

Signature of the patient/relative CARANX (I FREEE Signature of hospital officer JRFERMREE L




