Medical Questionnaire {EFFIENES

Do you have allergy of any kind(s)?
*No / Yes, details: (
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Have you ever had any operation(s)?
*No / Yes, details: (
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Are you on regular medication(s)?
*No / Yes, details: (
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W/ REL

Have you been addicted to any drug(s)?
*No / Yes, details: (
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Do you smoke?
*No / Yes: (
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Do you drink regularly?

*No / Yes: (
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per day)
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per day)

Do you have any of the following medical history:

B TES TIRE:

Diabetes /KI5
Lung Disease [ifif&
Anaemia &l
Epilepsy ==JRHiE
Venereal Disease [J&

Hypertension EIIES
Tuberculosis [iifiZ595
Kidney Disease X
Mental Illness £& 45
AIDS Ep

*Nil / Yes, please elaborate on any positive finding(s): (
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Date[-HHf :

* Please deletes as appropriate
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Heart Disease /[ i

Asthma Bl

Liver Disease FFiE

Cancer J¥&IiE

HIV-positive HIVHT L[5 57 fE

)
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Do your parents and members of your family have any of the following;:

B TR FER SRR FSIREE:

Diabetes HERIE Hypertension & [/
Tuberculosis fiifiZE¥E Asthma Bl
Mental Illness &% Cancer J&JE

*Nil / Yes, please elaborate on any positive finding(s): (

W [ A R

Do you have any of the following symptoms currently:

BT IRA S TSR E:

Headache HEJRE Dizziness HHE

Nose Bleeding it Deafness H &

Cough BNk Phlegm %

Chest Pain 113 Shortness of Breath 5@
Foot Swelling Al Weight Loss 5 5 BRIE

Difficult in Passing Water /| ViK%

*Nil / Yes, please elaborate on any positive finding(s): (
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** The following questions are for ladies only **

* FIYEENR L L AFE

Do you have any gynaecological symptoms?
*No / Yes, details: ( )
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Are you pregnant?

*No/Yes (The week of pregnancy)
1B FE I TR
o A W

When was the first day of your last menstrual period?
/ /20
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I confirm that the information given above is correct to the best of my knowledge.
Medical Practice, or its medical and nursing personnel to give full particulars of the results of this

Heart Disease /[ I
Epilepsy “F-JHiiE

Smelling Loss "R ]554
Swallowing Difficulty 75/
Spitting Blood %I

Stomach Pain HJF

Blood in Stool AAFHIL

physical examination, including prior medical history, to the Company.

A copy of this authorization shall be valid as the original.
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Signature %% (

Name "4 (

I hereby authorize TY



