College: Student I.D. No:
FHAETIRERLER
Faculty: THE CHINESE UNIVERSITY OF HONG KONG All information is STRICTLY
CONFIDENTIAL  and  will
UNIVERSITY HEALTH SERVICE become an essential part of your
Department: personal and confidential health
record at the University.
HEALTH HISTORY FORM
Name: (Sumame/Other names/(in Chinese) ( )
Sex: M/F*  Date of Birth: Place of Birth: Marital Status:  Single/Married*
Home Address: Phone:
Mobile Phone/Pager:
Correspondence Address (if different):
WHOM TO NOTIFY IN CASE OF EMERGENCY
Name: Relationship:
Address: Phone:
FAMILY HISTORY
State of If Dead Has any family member ever had the following: (please \
Relation | Age/Sex |Occupation Health Cause & | Cancer | Diabetes |Heart Disease| Hypertension | Mental Illness | Others
Age FE | WBAR SR % h B Rk Etb
Father
Mother
Brother
& Sister
Name and address of family doctor (if any)
Did you have any previous medical check up? (if yes, when & where?)
Is there any abnormal finding?
Did you or do you have the following:
Yes No Yes No Yes No
Anaemia E) f ][] Hypertension & & B [ [] ThyroidDisease #Fikagsm [] [
Asthma % ) [0 [0 KidneyDisease % #% [ [J Tuberculosis s 1 O
Diabetes Mellitus B & & [ [ Mentallllness # # 5% [ ] [] UlcerPain 5 # 1 O
Epilepsy E - ][] Pamful Joints i # & [ [ Venereal Disease % & U
Gastro-intestinal Bleeding 5 § & #a 1 [ Piles & # [ [ Others 2 4 7 [
Heart Disease IN: = =3 [ [0 Poliomyelitis SoemE [ O
Hepatitis B X 7 [ SkinDisease & JF % [ UJ
If yes, please specify (Date; Duration; Treatment & Follow-up):
Hospital Admission ] Yes [ ] No
Reason: [ ] Operation (] Physical Illness [T} Mental Hliness [ Accidental/Athletic Injury
[1 Other Details (Date; Place etc.):
Yes No Don’t Know
Are you ALLERGIC to any drugs/food? If yes, please specify ... ] |
BRGHEEEY/ RMBER? 0F o F54A -
Are you a hepatitis B Camrier? ... .. O O ]

BREBLHAMEFEL?




In the past 3 months, did you have: Yes Ne
REZMBAN HREEE -
(1) Cough for more than 3 WeeKS? M O
BB Z EHRY
(i1) Coughing with blood stained SpUtM? ... _ ]
SRR N S
(ii1)  Unexplained low grade feVer? ... 0 ]
O ARHBRRFEER
(iv)  History of contact with T.B. Patienits? ... oo e e e 7 -
U AR AR 7
Yes No
Do you frequently have insomnia, feel anxious or emotional upset? ... O ]
HRFEFRR  BRRLZRFEREL?
Do you need counselling or like to discuss confidentially with the health staff for your personal, health, social or
emotional ProbIem Y 7 M
HRATEBHEBEABERH N REAAME  CHEHE LY
Do you smoke? (more than 6 cigarettes Per day) ..o 0 i
Are you a frequent alcohol drinker? (more than four times per Week) ... M O
Yes No
Do you have any physical handicap which may require special provisions to adjust to university life? ................. ] 1
REEGRE?ETHEE 7
Do you have amblyopia? ..o O U
HAETHR (BA¥HMH RERSERSE) ?
Are you troubled by any defect in SPEeCh? o ] ]
Do you have impairment 0f BEATINGT ... . Ol ]

MENSTRUAL HISTORY (for female students)

Age of onset: Duration of period: Days Interval between periods: Days
Pain: [} mil 7 mild severe
Quantity: [ scanty | moderate excessive
IMMUNIZATION & 4& (Please v and including dates if possible)
Hepatitis A BCG
FRIAF & ]
Hepatitis B Hepatitis B (Booster)
AR £ LA ()
Twinrix MMR
¥ LA K BEAR, M, (RE RS
DPT (Triple Vaccine) Measles
g, G A, B 8% W
Diphtheria-Tetanus Rubella
&%, B A BRAS
Poliomyelitis Chickenpox
R K.
Tetanus Toxoid Other Vaccine
BEAG R AR
Body weight kg Body height m

Date:

Student Signature:

Do not write below double line

For official use only
Form screened
Priority of appointment

LI

RETURN COMPLETED FORM TO:

The Director

University Health Service

The Chinese University of Hong Kong
Shatin, N.T.




