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FireNo: o ts 951V

*"*"$g..r./: - h*t 6't lrsex :

Address: ---j. ttf*=.Qin*-=frsu---.---- Mobile Nor ---$-g{aa-56+fn"tidence Phone: ..-----------

,^r. Presenting complain and duration :

Pulse BP Temperature Respiratory
Rate:

Weight

Height

Pain Score Head Circum (Pedia) Nurse ID/Signature

History of Present Illness :

Allergies: n Medication E+Icr tr Yes

Others If Yes, Specify:

Past History (Medical / Surgical / Psychological)t ENo nYes If Yes Specify ----

trFood EAIo nYes

Review Of Systems: t3-blet Significant n Significant-Specify:

Family History: E-ffu tr Yes If Yes Specify
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