
 

           Patient Assessment 

Patient information 

Name:   G.Nani  

Date of birth:  Date Gender:  male
 

Occupation: Mobile number: 
 

Height: Weight: Race/ethnicity: 
 

Reason for visit: 
 

Social habits 
 

Alcholo:    ◯No      ◯ Yes 
 

Cocaine:    ◯No     ◯ Yes Narcotics/drug use:   ◯No   ◯Yes 
 

Smokes tobacco:   ◯ No                 ◯Yes 
 

If yes of years:                       of packs/days :                          Whenstopped: 
 

cultural/religious beliefs that may affect care: 
 

Do you prefer to learn by  
 

     𝆖     Seeing Tv,videos                 𝆖    Hearing                          𝆖    Doing 
 

cultural/religious beliefs to learning  
 

 
      𝆖   Physical             𝆖   Emotional         𝆖    vision       𝆖  Financial       𝆖   Hearing 

 Medical history 

Past medical history: Current medical condition: Relevant family medical history: 

   

 

Allergies: Current medication: 

  

 
 
 
https://docs.google.com/document/d/1RPreyIOaWS3aYsHmeZlLeLiLAlI00nWYmoEBa6_A81Y/edit?usp=sharing 
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