[bookmark: _GoBack]PATIENT REGISTRATION FORM TASK
STUDENT ASSIGNMENT
YOUR TASK:
Create a patient story and fill out the form.
Step 1: Create a patient (real or imaginary)
· Choose a name
· Choose age, gender
· Think: What is their health problem?
Step 2: Fill out the form completely
· Use the example to help you
· Write in simple, clear English
· Check all boxes that apply
Step 3: Write 5-6 sentences about why the patient came to hospital
Example sentences:
· "The patient has a headache."
· "She is tired."
· "The pain started 3 days ago."
· "She cannot sleep."
· "She takes blood pressure medicine."

VOCABULARY LIST FOR STUDENTS
Medical Terms:
· patient = person who comes to hospital
· symptom = sign of sickness (headache, fever, etc.)
· pain = when body hurts
· headache = head hurts
· fever = body is very hot
· dizzy = room is spinning, cannot balance
· nausea = feel like vomiting
· allergy = body reacts badly to something
· surgery = operation, doctor cuts body to fix problem
· medication/medicine = pills or liquid to help sickness
Body Parts:
· head, stomach, back, chest, throat, arm, leg
Time Words:
· today, yesterday, 3 days ago, last week, for 2 days
BLANK FORM (For Students to Complete)
CITY HOSPITAL - PATIENT REGISTRATION FORM
Date: _______________
Time: _______________

PERSONAL INFORMATION
Full Name: _______________________________
Date of Birth: //______
Age: _______ years old
Gender: ☐ Male ☐ Female
ID Number: _______________________
Address: _____________________________________________
City: _______________________
Phone Number: _______________________
Email: _______________________
Marital Status: ☐ Married ☐ Single ☐ Divorced ☐ Widowed

EMERGENCY CONTACT
Name: _______________________________
Relationship: _______________________
Phone Number: _______________________

REASON FOR VISIT
What is your problem today?




SYMPTOMS (Check ✓ all that apply)
☐ Headache
☐ Fever
☐ Tired/Weak
☐ Cough
☐ Sore throat
☐ Stomach pain
☐ Back pain
☐ Difficulty breathing
☐ Difficulty sleeping
☐ Dizziness
☐ Nausea/Vomiting
☐ Other: ___________
How long have you had these symptoms? _______________

PAIN SCALE
Where is your pain? _______________________
How much pain? (Circle one number)
0 --- 1 --- 2 --- 3 --- 4 --- 5 --- 6 --- 7 --- 8 --- 9 --- 10
No pain ------------------------------------ Worst pain

MEDICAL HISTORY
Do you have any of these conditions? (Check ✓ Yes or No)
	
	Yes
	No

	Diabetes
	☐
	☐

	High blood pressure
	☐
	☐

	Heart disease
	☐
	☐

	Asthma
	☐
	☐

	Allergies
	☐
	☐


If yes to allergies, what are you allergic to?

Previous surgeries: _______________________________________________

CURRENT MEDICATIONS
Are you taking any medicine now? ☐ Yes ☐ No
If yes, list the medicines:
1. 
2. 
3. 

LIFESTYLE
Do you smoke? ☐ Yes ☐ No
Do you drink alcohol? ☐ Yes ☐ No
Do you exercise? ☐ Yes ☐ No
If yes, how often? _______________________________________________

FOR WOMEN ONLY
Are you pregnant? ☐ Yes ☐ No ☐ Maybe
Date of last menstrual period: _______________

INSURANCE INFORMATION
Do you have health insurance? ☐ Yes ☐ No
Insurance company: _______________________
Insurance number: _______________________

Patient Signature: _______________________
Date: _______________
Received by (Staff name): _______________________
Staff signature: _______________________
EXAMPLE (Completed Form for Students to Study)
CITY HOSPITAL - PATIENT REGISTRATION FORM
Date: November 20, 2024
Time: 10:30 AM

PERSONAL INFORMATION
Full Name: Ayşe Yılmaz
Date of Birth: 15/03/1985
Age: 39 years old
Gender: ☐ Male ☑ Female
ID Number: 12345678901
Address: Atatürk Street, Number 45, Apartment 3
City: Gaziantep
Phone Number: 0532 123 4567
Email: ayse.yilmaz@email.com
Marital Status: ☑ Married ☐ Single ☐ Divorced ☐ Widowed

EMERGENCY CONTACT
Name: Mehmet Yılmaz
Relationship: Husband
Phone Number: 0533 987 6543

REASON FOR VISIT
What is your problem today?
I have a bad headache. My head hurts for 3 days. I feel tired. I cannot sleep well.

SYMPTOMS (Check ✓ all that apply)
☑ Headache
☐ Fever
☑ Tired/Weak
☐ Cough
☐ Sore throat
☐ Stomach pain
☐ Back pain
☐ Difficulty breathing
☑ Difficulty sleeping
☐ Dizziness
☐ Nausea/Vomiting
☐ Other: ___________
How long have you had these symptoms? 3 days

PAIN SCALE
Where is your pain? Head (forehead area)
How much pain? (Circle one number)
0 --- 1 --- 2 --- 3 --- 4 --- 5 --- 6 --- 7 --- 8 --- 9 --- 10
No pain ------------------------------------ Worst pain

MEDICAL HISTORY
Do you have any of these conditions? (Check ✓ Yes or No)
	
	Yes
	No

	Diabetes
	☐
	☑

	High blood pressure
	☑
	☐

	Heart disease
	☐
	☑

	Asthma
	☐
	☑

	Allergies
	☑
	☐


If yes to allergies, what are you allergic to?
Penicillin (antibiotic medicine)
Previous surgeries: Appendix surgery in 2010

CURRENT MEDICATIONS
Are you taking any medicine now? ☑ Yes ☐ No
If yes, list the medicines:
1. Blood pressure medicine (Amlodipin) - one tablet every morning
2. Vitamin D - one tablet every day

LIFESTYLE
Do you smoke? ☐ Yes ☑ No
Do you drink alcohol? ☐ Yes ☑ No
Do you exercise? ☑ Yes ☐ No
If yes, how often? 2-3 times per week (walking)

FOR WOMEN ONLY
Are you pregnant? ☐ Yes ☑ No ☐ Maybe
Date of last menstrual period: October 28, 2024

INSURANCE INFORMATION
Do you have health insurance? ☑ Yes ☐ No
Insurance company: SGK (Social Security)
Insurance number: 12345678901

Patient Signature: Ayşe Yılmaz
Date: 20/11/2024
Received by (Staff name): Zeynep Kaya
Staff signature: Z. Kaya

