SECOND SOUTH SUMMIT GROUP OF 77

DOHA, QATAR JUNE 12- 16, 2005

MEDICAL RECORD

MEDICAL RECORD NO. ______________________

(all information provided is confidential)

COUNTRY:  _________________________________

SURNAME: __________________________________

GIVEN NAME (S): ____________________________

Date of Birth: __________________________________

Blood Type: _________________________ Rh:  ______________

ACCOMADATION DURING SOUTH SUMMIT: ___________________

1.
HISTORY OF HEALTH PROBLEMS (Mark with an x where applicable and            provide further details)

1.1
High blood pressure ____________

1.2 
Low blood pressure _____________

1.3 Lipothymy ____________________

1.4 Cardiac infarct _________________

1.5 Angina pectoris ________________

1.6 Asthma __________________________________

1.7 Heart Disease _________________  Which? _______________________

1.8 High blood cholesterol or lipids __________________________________

1.9 Cerebral infarct? ______________________________________________

1.10 Cerebral ischemia ______________________________________________

1.11 Chronic respiratory disease _________ Which? ______________________

1.12 Epilepsy _____________________________________________________

1.13 Other neurological or psychological disorder _______ Which? __________

1.14 Eye, nose or ear ailment ___________ Which? ______________________

1.15 Diabetes _______________________ Do you use insulin? _____________

1.16 Drug allergies ________________ Which drug(s)?____________________

1.17 Food allergies ________________ Which food(s)? ____________________


1.18 Hepatitis _________ How many times? _______________

1.19 Other liver disease ___________ Which? ______________

1.20 Gastrointestinal disorder ________ Which? ____________

1.21 Operations ____________________ What kind(s)? ______________

1.22 Vesicular disorder ______________________________________

1.23 Gallstones _____________________________________________

1.24 Kidney stones __________________________________________

1.25 Kidney, urinary tract or prostrate disorder ___________ Which? ___________

1.26 Gynecological ailment ________________________ Which? _____________

1.27 Anemia __________________________________________________

1.28 Abnormal bleeding _________________________________________

1.29 Arterial insufficiency ________________________________________

1.30 Varicose veins ______________________________________________

1.31 Thyroid disorder _____________________________________________

1.32 Pancreatic disorder ___________________________________________

1.33 HIV positive ________________________ How long? ________________

1.34 Other illnesses ________________________________________________

2. 
HARMFUL HABITS

2.1 Do you smoke? ________________________

2.2 Do you consume alcohol? ________________

2.3 Daily __________________________

2.4 Occasionally ___________________

3.       REGULARLY USED MEDICATION

	No.
	MEDICATION
	DOSAGE
	FREQUENCY
	ALWAYS
	OCCASIONALLY
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4. Will you be accompanied by medical personnel?
Yes /  /

No /  /

Names and surnames:_________________________________________________

Place of accommodation: ______________________________________________

