AN 357409 1—b

. - = - - AMITIVEJ
XARAEZRADL, BRUAICARETHETE, L ool
Visit Day {BEEZ T IS BBAAEO—NF - TIR—ALTITRBATEL,.
Mr. / Mrs. / Miss
=3 A B ( : )
year month day
(% ./ Firct Name) (Y& . Last Name)

1. Program selected C#HEDREEZI OIS AlCV EIEDIFTFELN,

O B 1 Male 1(25-34 yrs) 9,200 Baht O %M1 Female 1 (25-34 yrs) 12,000 Baht

O B2 Male 2 (35-49 yrs) 13,600 Baht O 32 Female 2 (35-49 yrs) 18,400 Baht

O 5B 3 male 3 (50 yrs up) 16,500 Baht O 3 Female 3 (50 yrs up) 21,500 Baht

O Baht O Baht

0O Corporate contract SEAZEHY : (BEZ Program

2. Additional Option EBIIATS 3>  (BAH : [BARRIRE (828%#) oo,ooco Baht] &) *LHMDEMAT

O Baht O Baht
O Baht O Baht
O Baht O Baht
O Baht O Baht
O Baht O Baht

3. Address to send the check-up report fERME(TE *&EfF%. EUL [FRRTOZFROOVTNH—DEBRIRTFEL\.

10 Company SEHFENEN  (RERCHBRZEDMITTTEL)

20 Pick up BRI TDZIFELD
CCIERYFFRAFRIIT—TT

BBRPZHATE,

30 Home CEEAXM (A2 RZIZFVLAL. BBEBFSEHITERATIU, )
Address 1¥PT

Tel BEAES
LRDEBABCHESDFEA.
Signature of the patient/relative C A AN (EZHEES Signature of hospital officer JRITEHRE B
(RFY JEEAH)
HRIFTWIRETICHEE TS EE V. KITFHI 0 FETEMAIERTYT . TENURISIERERTHEEICHBLUSZE0,
NPO BSHIR : / / : ~

KSR : / / . ~ | EEOBZEECEAFSL.




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

TROBHEICERCTEETEV\. JRVWZHEHRIIEZRITRADHCERL. MEICRRETN3ZLE@EHDFERA.

* % *x ZUIBIEABIC V 2L, BESHZIEATEL * * *x

1. Family History < SHEDIREEIC DLV CHBDE F =0V,

Father X# 0O Live f76p [J None %372 L [ Cerebrovascular Diseases IX[ME % E
O Deceased {152 (] Diabetes mellitus #8FRJ% (] Cancer VA, (BBL)
(] Heart disease (LMEif@ [ Hypertension =IIE O Others €At
Mother 3% 0 Live Fép [J None 823572 L [J Cerebrovascular Diseases fXIME & E
O Deceased {152 (] Diabetes mellitus #8FRJ% (1 Cancer I'A, (BBML)
[] Heart disease (LM@m [ Hypertension &I1E (] Others EMDAH
Other diseases in your family DD INIFRDFFDH(C LEEDHRENHDIHE. CE5(CTEHRATEL,
(#5etm) (Jw$) (#5et) (Jm$)
2. Do you drink alcohol ?  BRGHIZENE I hH. O No L\LWX O Yes (& times/week [B]/3&
3. Do you exercise ? EH)(FEShFEITH, O No L\LWVR O Yes (& times/week [B]/3&
4. Have you ever smoked ? EUE(IEZNFEIT D\
O No ko feZ EHMRLY O B (TR D TLV/E Stopped smoking for Z2fELT _ years £F
O Yes IRTEWD>TLVD  amount 1 H AN /day for IRULMIBE& T years £

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

BRE. RATULBBREHDEIH. (HRE. BARREZED)

O No LWWX O Yes, (specify) (U (FE&R&)

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

O No L\WNVE O Yes, (specify) (EUY (Zfad)

7. Do you have any drug allergies ? &, ¥, HECELRISTILIF—([EHDEITH,

ONo WLWNE O Yes, (specify) [dULY (EEFRA)

8. Do you have any food allergies? BAYMIDFZ LIILF—(EHDFEIhH

O No LWAX [ Yes, (specify) (LY (B¥4)

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

(] None %3572 L [ Diabetes Mellitus #&5KIR O Hypertension =INE

O Heart disease (LR O Cancer WA, (BBfiZ) O Lung disease &R

O Gastro-intestinal disease BiE&E O Genitourinary disease W RATBERRE O Allergic disease 77 L)L+ —J&E
O Hyperlipidemia =REIMAE 0 Gout J&EME (] Others €Al

10. Have you ever had a serious illness or/and had an operation? BECKBEDI 50D, FHEZIFREER(TIHODEITH.

O No WX O Yes, (specify) (LY (7F4&)

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

Bhi—, CEADEROFHZREFTERBOTTESIC, BROFHZZERENDIHREVETH.

ONo LWWX O Yes (&)Y, power of attorney : Mr./Mrs./Miss (#E4m) (CEFELET.

12. Any spiritual/cultural beliefs to be followed. JAEICHIZD. El/ZHR LEOFKIEZHDEITH,

O No LMWNYR [ Yes, (specify) (E0Y (RE)

13. Forwomanonly HMHED#H. CTEBATEL\. (BITHBTZHRATEUY, )

The first date of the last menstrual period Ex#% 8 EDRIAEHE / / Pregnancy IR weeks E  Menopause BfE__ Al
Do you breast feeding ? IR7E. E¥ILHTIN? O aigunnz O 4 (0
14. Do you have a possibility of pregnancy? IERDAIEE(ZIH D F I h ?

ONoWLWWZ  [OYes (F0 O Notsure “<BH

*If there is a possibility of pregnancy, please inform to medical staff. IHIRDBIEENEN G D, FIE(FRARIGEEMITERI SV I (CHIHMSE T,

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

Signature of the patient/relative ZAANX (FCFIEEZ Signature of hospital officer JRIBIREBZ




