Health Checking Form

Please fill all the details and send as attachment via mailing address to info@backtocommonsense.org.np. All the fields are necessary to be filled. If any confusion arises you may mail on the above mentioned link. You can also send the hard copy format through postal mailing service at …………..
(A)

Name: 
Age:




Sex:


Occupation:


Country : 

Address:

(B)

Height:


Weight:


Chest:


waist:

Pulse:


Respiration:


Blood Pressure:

(C)

1)
Do you have any health problem? (Explain in brief)
2) Have you tried any solution for your health problem?
(D) Give your diet pattern in detail (time, quantity & variety)

1) Breakfast 

2) Lunch 

3) Supper 

4) If any other 

5) What are your favorite & un-favorite food items? 

6) How much do you take tea, coffee, cold drinks, pan-masala etc? 

7) Give your pattern of taking water (time, quantity & quality)


8) How you sleep? 

9) How you seat? 

10) How you stand? 

11) How you walk? 

12) Is there surface pain at any point in your body during sleeping, sitting, standing and walking? 
13) Mouth remains closed or opened when you respire? 

14) Have you practicing any exercise? 

15) How is your relation with your family members? 

16) What kinds of thinking come in your mind? Do you want to be first in any field? 

17) What kinds of dreams occur when you sleep? 

18) How is your defecation habit? Give time and number of defecation.

19) Have you constipation? 

20) How is your stool? (Mark with Y or N)
a) Solid 


b) Semi-solid


c) liquid as during diarrhea

21) How is your urination habit? 

a) How many times do you urinate in a day? (average)

b) What is the color of your urine? 

c) Do you urinate at night after sleeping? (How many times you have to wake up)
22) How many times do you affected by common cold and flu in a year? 
23) Do you have problems of cough and sputum? If you have how is your sputum? 

25) Is sweating occurs on your body when you labor or in hot days? 

26) Can you touch on the floor with your palms without bending your knees? 

27) How is your tongue? 

28) Is there any problem in your eyes? (If then explain)
29) Is there any problem in your throat? (If then explain)
After thoroughly examining answers given in this form, the physician of NLG asks some supplementary questions if necessary and then gives necessary consultation to the form filler. It is certain that who follows the consultation by the NLG physician remaining in touch with NLG s/he learn the art and science of remaining healthy, happy and independent.   
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