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 كارت گزارش درمانگاه
Clinical  Report  card 

 

Unit number                                          پزونذهشماره  

 

 
 

   :Father nameنام پذر: :Name  نام:       :Family nameوادگي:                      نام خان

    

                 :Sexجنس:

  Mمذكز  

    Fمونت

       :Marital status وضعيت تاهل:

        Married  متاهل

          Singleمجزد

 :ID No شناسنامه: مارهش

     

 

 :Religion: مذهب :            Place of IDمحل صذور       :place of birthمحل تولذ:     :Date of birthتاريخ تولذ: 

              

    :Occupation شغل:

      

         :place of work محل كار:

  
 

                                                                                                                                                                                                             :Address&Phone  Numberآدرس و تلفن: 

 
 

                                              :Accompanied By or  Reffered  Byهمزاه با معزف بيمار: 

 

 

                                                                        :Address & phone: همزاه رس و تلفنآد

            

 

 دفعات پذيزش 0 2 3 4 5 6 7 8 9 01

 تاريخ          

 

   :Presenting symptoms....................................................................................................................................................................................نشانه هاي فعلي بيمار: .....................................................................

.......................................................................................................................................................................................................................................................................................................................................... 

.......................................................................................................................................................................................................................................................................................................................................... 

 

............................................................................................................................................................................................................................................................................................................................................... 

 

 :History of  presen illness.............................................................................................................................ي فعلي: .....................................................................................................................تاريخچه بيمار

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

 

 : Past  History ......................................................................................................................................................................................................................تاريخچه بيماري قبلي: ...................................................

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

 

 :Current Drugtherapy&other addictions..................................................................................................................................................................................داروهاي در حال مصزف و سايز اعتيادات: .

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

 

 :Allergy  To.. ................................................................................................................................................................................................................................................................حساسيت به : ..........................

 

 :Family History................................  ...................................................................................................................................سوابق فاميلي: ...............................................................................................................

........................................................................................................................................................................................................................................................................................................................................... ....

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

 

 :Pre-Diagnosis....................................................................... ..............................................................................................تشخيص اوليه:  ...............................................................................................................

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

............................................................................................................................................................................................................................................................................................................................................... 

 

  :Signature  of Examining   physician........ .............................................................................................................................امضاء پششك معاينه كننذه: .............................................................................

 



 

 Additional Notes  اضافی  های یادداشت

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


