Hungkuang University Health Center Medical Record
	Initial Visit Date
	

	Department/Class (Unit)
	
	Student ID
	

	Name
	
	Date of Birth (mm/dd/yyyy)
	

	Phone number
	
	Sex
	

	Personal Medical History
	Have you ever had any of the following diseases? (Please tick all the boxes that apply)
□1. Cancer       □2. Tuberculosis    □3. Heart Disease
□4.Hepatitis(□Type A □Type B □Type C)     □5. Asthma  
□6. Nephropathy   □7. Epilepsy 
□8. Systemic lupus erythematosus(SLE)  □9. Thyroid Disease  □10. Hypertension  □11. Anemia      □12. Diabetes  
□13. Depression    □14. Gout        □15. Peptic Ulcer

□16. Major Surgery Name:                     

□17. Other                         □18. None of the above

	Drug or Food Allergies (Please tick all the boxes that apply):
· Drug Allergy, Name:                          □ None
· Food Allergy, Name:                          □None
     

	Records of Special Medical Conditions
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