XARRNZZRADL, RELUBAICEKREZIHETE.

Visit Day < FHIBF

F

year

A

month

A ( : )

day

(%4 ./ First Name)

(Y% . Last Name)

A 4 =5 T — Rk
P SAMITIVEJ SUKHUMVIT
BBHAZEO—YF - TIR—ATTERATE,
Mr. / Mrs. / Miss

1. Program selected CHEDEEZI OIS AICV EIZEDIFTTFEL.

O 5511 Male 1 (25-34 yrs) 9,200 Baht O M1 Female 1 (25-34 yrs) 12,000 Baht
O 5B1%2 Male 2 (35-49 yrs) 13,600 Baht O 32 Female 2 (35-49 yrs) 18,400 Baht
O 5B1% 3 male 3 (50 yrs up) 16,500 Baht O % 3 Female 3 (50 yrs up) 19,500 Baht
O ______ Baht O Baht
00 Corporate contract S EAZZHY) : {B¥EZ Program
2. Additional Option EBIMATS3> (GEAHl : TBARBIRE (BEF#F) oo,000 Baht] & &)

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 FESRMDX{T5E

*BEHEFREBTEBTONITNHERIRT .

[0 Company SE& XAt

Address ¥

(ARRICBRBRZEEDMITTTF =LY

BaARZMIT T,

CZERYFFRFEEFFT—TT

[0 Home CHEANXNM (DY RZZ7 L%, SEHEESEHITELATEL. )

Tel BFEES

LERDEHBABRICHESGDFEEA,

Signature of the patient/relative C AANX (I FHREEL

Signature of hospital officer JAFEEAZREE R

(X5 T5EAW)
NPO EEHIIR : / / ~
TR HIPR : / / ~

Emomz=

ZZ AR,




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

TROBBICERICCEETEV. BWCHRHRIEEZRITRADHCERAL. MECKRREINDICLEHDERA.

* % x BETBZEBIC Vv 2L, BESEECREATEL * * *

1. Family History < BCHRDIREEIC DL\ CHEN'E F =0\,

Father ¥R o Live f£6p [J None 372 L [] Cerebrovascular Diseases Ax[ME & E
0 Deceased 152 [J Diabetes mellitus #&FRIA [ Cancer & (BPiI)
O Heart disease L:iEfR O Hypertension = I01T O Others TMDAtH
Mother B3R 0 Live 750 [J None %372 L O Cerebrovascular Diseases i E&E
O Deceased {5 [J Diabetes mellitus HELRIA O Cancer & (BPiI)
O Heart disease (LiMiEfR O Hypertension = IT1E O Others TMDAth
Other diseases in your family TDMMDZ MFEDFFDHRIC_LELDREN HDIHEE. CBESICTRATEL,
(%etm) (Jm$) (#5e4m) (%)
2. Do you drink alcohol ?  BRiE(XENEThH\ O No LWL X O Yes (&0 times/week [@]/3E
3. Do you exercise ? EEHEETNFEITH. [ No L\L\X [J Yes (FUL) times/week [B]/3E
4. Have you ever smoked ? EBUE(IZNFEIh.
O No IRo fzZ &AM O B®ZE (D TLV/Z Stopped smoking for 2IEL T _ years &
O Yes IRTERD TLVD  amount 1 H K /day for IRULMBE T years £

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

RE. MATVIBREHDEITH. (FRE. ESRREZSD)

O No L\LVX O Yes, (specify) [d0L) (FERFRE)

6. Do you take any nutritional supplements? HBTUX> RhEESDTVWETH,

[0 No L\WW\R O Yes, (specify) (LY (ZEGaH)

7. Do you have any drug allergies ? BED7Z L IIF—(3HDFEITH.

O No LWL R O VYes, (specify) (FLY (GEFR&)

8. Do you have any food allergies ? BAYDFZLILF—FHBDEITH,

0 No LWW\E O Yes, (specify) (FLY  (BY)4&)

9. Do you have any of the following conditions ? IR1E. FiEDFESKIEHODFIh.

[J None 372U [ Diabetes Mellitus #E5KRI%R [0 Hypertension =0+
O Heart disease 1LMiEis%m O Cancer & (BBM) O Lung disease Afy&E
O Gastro-intestinal disease BiEE O Genitourinary disease MHPREFEZRE [ Allergic disease 77 L)L+ —J&E
O Hyperlipidemia = ASIYE O Gout J&E O Others TAth

10. Have you ever had a serious illness or/and had an operation? BXEICKRENDTSOED. FMEZITIEEREHODEITH.

0 No LR O Yes, (specify) (FLY (JF$)

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

Ahi—. SERADBROAHZRIFTERSBOBAIC, BROFHZERESNDIHE>VETH,

CJ No LYLVR O Yes (&L, power of attorney : Mr./Mrs./Miss (#EAm) (CEEULET,
12. Any spiritual/cultural beliefs to be followed. AEE(CHIZD. EMl/RBLOFKIETHBDEITH,
J No LR O Yes, (specify) (LY (RF)

13. Forwomanonly HMEDH. CBATEVN., (BIFZHETITRATEL. )

The first date of the last menstrual period E=#& B ZRDRIEH / / Pregnancy iR weeks BE  Menopause ¥ &A@l
14. Do you have a possibility of pregnancy? IEiRDAIEEEESH D FEITH ?
[0 No L\ X O Yes (&L 0 Notsure “HA

*If there is a possibility of pregnancy, please inform to medical staff. {FIRDBIEEMEN B D, FIT(FARPFRGEEHITERRA ST Y T (CHFRSET U,

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

Signature of the patient/relative CARAX (I FIEEL Signature of hospital officer AR EEL




