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Staff Initials:  ____________

Rev Jan2013 CRD

Patient Name: _______________________________________ Date of Birth: ______________ Date: _____________
Please answer these questions as best you can.  We want to know your special needs so we can give you the best 
care.  Please check the answer that is right for you, “Yes”, “No”, “DK” (Don’t Know.)   Your answers are confidential 
and for our records only.  - - - - BLACK OR BLUE PEN ONLY - - - - 

Dental  Patient Medical History ForM

Yes No DK

Has there been a major change to your health within the 
past year? .......................................................................................		

If yes, please explain: _________________________________________

Are you under the care of a physician or are you receiving 
ongoing medical care? ...................................................................  

Name of your physician: _______________________________________

Physician’s Phone Number:   ___________________________________

Date of your last medical visit: ___________________________________

Are you pregnant? ........................................................................  
If Yes, due date: _____________________________________________

Do you breast feed? .....................................................................  

Do you have any artificial joints, heart valves, implants, 
or prosthesis?...............................................................................  

Have you ever been told you need to be pre-medicated prior
to dental treatment? .....................................................................  

Have you had surgery, x-ray treatment, or chemotherapy for a
tumor, growth, or other condition? ..................................................  

If yes, please explain: _________________________________________

Please list all medications you are taking (Please include prescription and non-prescription medications):
Medication: Dosage: How Often Taken: Reason for Medication:

1.  ___________________________________________________________________________________________________________________

2.  ___________________________________________________________________________________________________________________

3.  ___________________________________________________________________________________________________________________

4.  ___________________________________________________________________________________________________________________

5.  ___________________________________________________________________________________________________________________

6.  ___________________________________________________________________________________________________________________

7.  ___________________________________________________________________________________________________________________

8.  ___________________________________________________________________________________________________________________
9.  ___________________________________________________________________________________________________________________

Yes No DK

Are you having any dental discomfort at this time? ........................		
If yes, please explain: _________________________________________

Have you ever had serious trouble with previous dental work? .....  
If yes, please explain: _________________________________________

Does dental work make you nervous? ...........................................  

Have you ever had any abnormal bleeding associated with
previous extractions, surgery, or trauma?  .....................................  
If yes, please explain: _________________________________________

Date of your last dental visit: ____________________________________

How often do you brush your teeth? ______________________________

How often do you floss your teeth? _______________________________

Medical Dental

Medications Yes No DK
Are you taking any prescription or over-the-counter medications? 		

Yes No DK  

Do you use tobacco? ..............			What?  _______ How much _____

Do you use alcohol? ...............			What?  _______ How much _____

Do you have any CURRENT/PAST 
history of substance abuse?  ..			If yes, please explain: _________
 __________________________________________________________

Other:
Please check the answer that is right for you, “Yes”, “No”, “DK” 
(Don’t Know):

Allergies Yes No DK
Are you allergic to anything? 		
Please list all allergies including reaction:

Allergy to: Reaction:
1.  ___________________________________________________________________________________________________________________

2.  ___________________________________________________________________________________________________________________

3.  ___________________________________________________________________________________________________________________

4.  ___________________________________________________________________________________________________________________
Burmese



ဝန္ထမ္းအမည္- ___________ 

သြားက်န္းမာေရး၊ လူနာ၏ ေဆးကုသမႈ မွတ္တမ္း 

617 Riverside Avenue Burlington, VT 05401 ေဆးကုသမႈ- (802) 864-6309 ဖက္စ္- (802) 652-1056 သြားက်န္းမာေရး- (802) 652-1050 www.chcb.org 

လူနာအမည္- ________________________________________________________________ ေမြးေန႔- _______________________________  ေန႔စြဲ-  _______________________ 

ေအာက္ပါေမးခြန္းမ်ားကုိ သင္တတ္ႏုိင္သမွ် အေကာင္းဆုံးေျဖဆုိပါ။ သင့္အား အေကာင္းဆုံး ေစာင့္ေရွာက္မႈေပးရန္အတြက္ ကၽြႏု္ပ္တိ႔မွ သင္၏ အထူးလုိအပ္ခ်က္မ်ား လုိပါသည္။  

“ဟုတ္သည္” “မဟုတ္ပါ” “မသိပါ” ဟု သင့္ေလ်ာ္ေသာ အေျဖကုိ ေျဖဆုိပါ။ သင့္အေျဖမ်ားသည္ ကၽြႏု္ပ္တုိ႔မွတ္တမ္းတင္ရန္ အတြက္သာျဖစ္ၿပီး လွ်ိဳ႕ဝွက္ထားရိွပါည္။ - - - - မွင္အနက္ သုိ႔မဟုတ္ အျပာကုိသာ 
အသုံးျပဳပါ - - - - 

ေဆးကုသမႈ သြားက်န္းမာေရး 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ၿပီးခဲ့ေသာ ႏွစ္အတြင္းတြင္ သင့္က်န္းမာေရးသည္ ႀကီးမားေသာေျပာင္းလဲမႈတစ္ခု ရိွခ့ဲပါသည္? 
 ...................................................................................................................................................  

ရိွခဲ့ပါက ရွင္းျပပါ -  __________________________________________________________________________________ 

သင္သည္ သမားေတာ္ႏွင့္ ျပသေနရျခင္း သုိ႔မဟုတ္ လက္ရွိတြင္ေဆးကုသမႈ ခံယူေနျခင္း ရွိပါသလား?  .....................  

သမားေတာ္အမည္ - _________________________________________________________________________________ 

သမားေတာ္၏ ဖုန္းနံပါတ္ - _____________________________________________________________________________ 

ေနာက္ဆုံး ေဆးကုသမႈ ခံယူခ့ဲေသာေန႔စြဲ - __________________________________________________________________ 

သင့္တြင္ ကုိယ္ဝန္ေဆာင္ထားပါသလား?  ..........................................................................................  

ေဆာင္ထားပါက ေမြးဖြားမည့္ရက္ကုိ ေဖာ္ျပပါ - _____________________________________________________________  

သင္သည္ မိခင္ႏုိ႔ တုိက္ေကၽြးပါသလား -  ...........................................................................................  

သင့္တြင္ အဆစ္အတု၊ ႏွလုံးအဆုိ႔ရွင္အတု၊ အစားထုိးထည့္သြင္းထားျခင္းမ်ား သုိ႔မဟုတ္ ခႏၶာကုိယ္အစိတ္ပုိင္း 
အတုမ်ား ရိွပါသလား?................................................................................................................  

သြားကုသမႈမျပဳမီ အႀကိဳေဆးကုသမႈ ျပဳလုုပ္ရန္လုိသည္ဟု သင့္အား ေျပာၾကားဖူးပါသလား?  ................................  

သင္သည္ အက်ိတ္၊ ႀကီးထြားမႈ သုိ႔မဟုတ္ အျခားအေျခအေနတစ္ရပ္အား ခြဲစိတ္ကုသမႈ၊ x-ray ကုသမႈ၊ သုိ႔မဟုတ္  
ေဆးသြင္းကုသမႈမ်ား ခံယူထားဖူးပါသလား? .............................................................................................  

ရိွခဲ့ပါက ရွင္းျပပါ - ___________________________________________________________________________________ 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

သင္သည္ လက္ရွိတြင္ သြားျပႆနာ ရိွေနပါသလား? .................................................................................. 
ရိွပါက ရွင္းျပပါ - _____________________________________________________________________________________ 

ၿပီးခဲ့သည့္ သြားကုသမႈတြင္ ျပႆနာျပင္းထန္စြာ ႀကုံခဲ့ဖူးပါသလား?.................................................................. 
ရိွပါက ရွင္းျပပါ - _____________________________________________________________________________________ 

သြားကုသမႈက သင့္ကုိ စုိးရိမ္စိတ္ျဖစ္ေစပါသလား? ..................................................................................... 

ၿပီးခဲ့ေသာ သြားႏႈတ္ျခင္း၊ ခြဲစိတ္ျခင္း သုိ႔မဟုတ္ ဒါဏ္ရာကုသျခင္းမ်ား ျပဳလုပ္စဥ္က သင္သည္ ပံုမွန္မဟုတ္သည့္  
ေသြးထြက္ျခင္းကုိ ႀကံဳခ့ဲဖူးပါသလား? ...................................................................................................... 

ရိွပါက ရွင္းျပပါ - _____________________________________________________________________________________ 

ေနာက္ဆုံးအႀကိမ္ သြားကုသမႈ ျပဳလုပ္ခဲ့သည့္ ေန႔စြဲ - ____________________________________________________________ 

တစ္ေန႔လွ်င္ ဘယ္ႏွႀကိမ္ သြားတုိက္သနည္း?  ________________________________________________________________ 

တစ္ေန႔လွ်င္ ဘယ္ႏွႀကိမ္ သြားၾကားထုိးသနည္း?  ______________________________________________________________ 

အျခား- 
 “ဟုတ္သည္” “မဟုတ္ပါ” “မသိပါ” ဟု သင့္ေလ်ာ္ေသာ အေျဖကုိ ေျဖဆုိပါ- 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ေဆးလိပ္ႏွင့္ ေဆး႐ြက္ႀကီးသုံးပါသလား? .................  အမ်ိဳးအစား? __________ ပမာဏ ___________________

ယမကာတစ္မ်ိဳးမ်ိဳ း ေသာက္ပါသလား?  ...................  အမ်ိဳးအစား? __________ ပမာဏ ___________________

မူးယစ္ေဆးဝါးႏွင့္ စိတ္ကုိေျပာင္းလဲေစေသာ ေဆးမ်ား 
လက္ရိွ/အတိတ္ တြင္ သုံးစြဲပါသလား? .....................  ရိွပါက ရွင္းျပပါ -_________________________________

 ___________________________________________________________________________________________________________________________  

ေဆးဝါးသုံးစြဲမႈ 

ဆရာဝန္ေပးေသာေဆး သုိ႔မဟုတ္ ေဆးဆုိင္မွဝယ္ယူေသာေဆးကုိ လက္ရွိတြင္ သုံးစြဲေနပါသလား?
ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

လက္ရိွ သင္သုံးစြဲေနေသာ ေဆးအားလုံးကုိ စာရင္းျပဳစုေဖာ္ျပပါ (ဆရာဝန္ေပးေသာေဆး ႏွင့္ မိမိဖာသာဝယ္ေသာေဆးမ်ားကုိ ေဖာ္ျပပါ)-  
ေဆးဝါး - သုံးစြဲသည့္ပုံစံ - သုံးစြဲရမည့္အႀကိမ္ေရ - သုံးရသည့္ အေၾကာင္းအရင္း - 

1. ____________________________________________________________________________________________________________________

2. ____________________________________________________________________________________________________________________

3. ____________________________________________________________________________________________________________________

4. ____________________________________________________________________________________________________________________

5. ____________________________________________________________________________________________________________________

6. ____________________________________________________________________________________________________________________

7. ____________________________________________________________________________________________________________________

8. ____________________________________________________________________________________________________________________

9. ____________________________________________________________________________________________________________________

ဓာတ္မတည့္မႈ 

သင္သည္ တစ္ခုခုႏွင့္ ဓာတ္မတည့္ျခင္း ရိွပါသလား? 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ဓာတ္မတည့္မႈမ်ားအားလုံးႏွင့္ ၎တုိ႔၏ တုံ႔ျပန္ပုံကုိ စာရင္းျပဳစုေရးသားပါ-  
ဓာတ္မတည့္သည့္အရာ- တုံ႔ျပန္ပုံ- 

1. ____________________________________________________________________________________________________________________

2. ____________________________________________________________________________________________________________________

3. ____________________________________________________________________________________________________________________

4. ____________________________________________________________________________________________________________________

READ ONLY

Burmese



Rev Jan2013 CRD

Medical Information:
Please check the answer that is right for you, “Yes”, “No”, “DK” (Don’t Know). 

Patient Name: _______________________________________ Date of Birth: ______________ Date: _____________

I understand that, to the best of my knowledge, all of the proceeding answers are true and correct.  If I ever 
have any change in my health or medications, I will inform my health care provider immediately.  I hereby give 
my consent to treatment for myself, or the named patient (of whom I am the parent, legal guardian, or foster 
parent) to the Community Health Centers of Burlington.
We set aside time just for you.  If you’re running late or must change an appointment, please call us as soon as 
possible.  Arriving late may require your provider to reschedule your visit to allow enough time for your care.  If 
you miss an appointment, you may have to wait for another opening.  If you miss two appointments, you may 
be only able to make same-day appointments.  By calling us when you are unable to make your scheduled 
appointment, we are able to see other patients waiting for an appointment. These rules are firm so that we can 
serve everyone in need of care.

Stomach Problems
Yes  No  DK

Stomach Pain .............................  

Heartburn....................................  

History of Ulcers .........................  

Colitis ..........................................  

Comments ________________________

Yes  No  DK

Diabetes - Type I  .......................  

Diabetes - Type II  ......................  

Thyroid Problems .......................  

Other Gland Problems ................  

Comments ________________________

Breathing/Lung Problems
Yes  No  DK

Hay Fever  ..................................  

Shortness of Breath ....................  

Persistent Cough ........................  

Positive Test/Treatment 
for Tuberculosis ..........................  

Seasonal Allergies ......................  

Asthma .......................................  

Emphysema................................  

Coughing up Blood .....................  

Comments ________________________

Heart and Circulatory Problems
Yes  No  DK

Heart Attack ................................  
If yes, when _______________________

High Blood Pressure...................   

Chest Pain (Angina) ...................  

Heart Murmurs ............................  

Artifical Valves ............................  

Other Heart Problems.................  

Comments ________________________

Neurologic Problems
Yes  No  DK

Epilepsy/Seizures  ......................  

Chronic Headaches ....................  

History of Head Injury .................  

Numbness of Arms, 
Legs, Hands or Feet ...................  

History of Stroke .........................  
If yes, when _______________________

Fainting Spells ............................  

Comments ________________________

Muscle and Bone Problems
Yes  No  DK

Joint/Back Pain ...........................  

History of Broken Bones .............  

Joint Swelling..............................  

Arthritis .......................................  

Comments _______________________

Liver
Yes  No  DK

Hepatitis A, B, or C .....................  

Alcoholic Liver Disease ..............  

Other Liver Disease ....................  

Jaundice .....................................  

Comments ________________________

Mental Health Problems
Yes  No  DK

Depression .................................  

Anxiety ........................................  

History of Psychiatric
Medications ................................  

Comments ________________________

Skin Problems
Yes  No  DK

Rashes .......................................  

Mole Changes ............................  

Comments ________________________

Do you have any other disease, 
condition or problem not listed?..  

If Yes, please explain ________________
  ________________________________

Blood Problems
Yes  No  DK

Bleeding Problems .....................  

Anemia .......................................  

Hemophilia..................................  

Are you taking blood thinners? ...  
If yes, recent INR level ______________

Comments ________________________

Other
Yes  No  DK

Domestic Abuse..........................  

Immune System Disorders .........  

Venereal Disease .......................  

AIDS/HIV ....................................  

Kidney or Bladder
Problems ....................................  

Frequent Urinary 
Tract Infections ...........................  

Comments ________________________

Dental  Patient Medical History ForM

________________________________________________________________________________
Signature of Patient or Guardian  Date  Signature of Hygienist Signature of Dentist Date 
	  Not Applicable  Supervising  TreatingBurmese



လူနာအမည္- ________________________________________________________________ ေမြးေန႔- _______________________________  ေန႔စြဲ-  _______________________ 

သြားက်န္းမာေရး၊ လူနာ၏ ေဆးကုသမႈ မွတ္တမ္း 

ေဆးကုသမႈဆုိင္ရာ အခ်က္အလက္- 
“ဟုတ္သည္” “မဟုတ္ပါ” “မသိပါ” ဟု သင့္ေလ်ာ္ေသာ အေျဖကုိ ေျဖဆုိပါ- 

ႏွလုံးႏွင့္ ေသြးလွည့္ပတ္မႈဆုိင္ရာ ျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ႏွလုံးအေမာေဖာက္ျခင္း  ..........................................  
ရိွခဲ့ပါက မည္သည့္အခ်ိန္ကနည္း  ____________________________  

ေသြးေပါင္ခ်ိန္တက္ျခင္း  ..........................................  

ရင္ဘတ္ေအာင့္ျခင္း (Angina) ..................................  

ႏွလုံးခုန္သံ မူမမွန္ျခင္း  ...........................................  

ႏွလုံးအဆုိ႔ရွင္ အတု ...............................................  

အျခားႏွလုံးျပႆနာမ်ား ..........................................  

မွတ္ခ်က္ _____________________________________________  

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ဆီးခ်ိဳ - အမ်ိဳ းအစား I  ............................................  

ဆီးခ်ိဳ - အမ်ိဳ းအစား II  ...........................................  

သုိင္း႐ြိဳက္ဂလင္း ျပႆနာမ်ား  ..................................  

အျခားဂလင္း ျပႆနာမ်ား .......................................  

မွတ္ခ်က္ _____________________________________________  

အသက္႐ွဴျခင္း/အဆုတ္ ျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ဓာတ္မတည့္ဖ်ားနာျခင္း (Hay Fever)  ........................  

အေမာေဖာက္ျခင္း  ................................................  

နာတာရွည္ေခ်ာင္းဆုိျခင္း  ........................................  

အဆုတ္တီဘီ ပုိးေတြ႔ျခင္း/ကုသမႈခံယူျခင္း....................  

ရာသီအလုိက္ ဓာတ္မတည့္မႈ ....................................  

ရင္ၾကပ္ ..............................................................  

အဆုတ္ေလအိတ္ငယ္မ်ား ေယာင္ျခင္း (Emphysema) ....  

ေခ်ာင္းဆုိးေသြးပါ ..................................................  

မွတ္ခ်က္ _____________________________________________  

အေရျပားျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

အပိန္႔မ်ား ............................................................  

မဲွ႔ေျပာင္းလဲျခင္း.....................................................  

မွတ္ခ်က္ _____________________________________________  

ဝမ္းဗုိက္ဆုိင္ရာ ျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ဗုိက္နာျခင္း ..........................................................  

ရင္ပူျခင္း .............................................................  

အနာရိွခဲ့ဖူးျခင္း  ....................................................  

အူမႀကီးေယာင္ျခင္း ................................................  

မွတ္ခ်က္ _____________________________________________  

စိတ္က်န္းမာေရးျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

စိတ္ဓာတ္က်ျခင္း ..................................................  

စိတ္လႈပ္ရွားလြယ္ျခင္း.............................................  

စိတ္ေရာဂါ ကုသမႈ ခံယူဖူးျခင္း ..................................  

မွတ္ခ်က္ _____________________________________________  

အ႐ုိးႏွင့္ၾကြက္သား ျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

အ႐ုိးအဆစ္/ ေက်ာနာျခင္း  ......................................  

အ႐ုိးက်ိဳးဖူးျခင္း .....................................................  

အ႐ုိးဆက္ေယာင္ျခင္း (Joint swelling) ......................  

အဆစ္အျမစ္ေယာင္ျခင္း  ........................................  

မွတ္ခ်က္ _____________________________________________  

အသည္း 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

အသည္းေရာင္ ေအ၊ ဘီ သုိ႔မဟုတ္ စ ီ..........................  

အရက္ေၾကာင့္ျဖစ္ေသာ အသည္းေရာဂါ .......................  

အျခား အသည္းေရာဂါ ............................................  

အသားဝါေရာဂါ ....................................................  

မွတ္ခ်က္ _____________________________________________  

အာ႐ုံေၾကာဆုိင္ရာျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ဝက္႐ူးျပန္ျခင္း/တက္ျခင္း ........................................  

နာတာရွည္ေခါင္းက္ုိက္ျခင္း ......................................  

ဦးေခါင္းဒဏ္ရာ ရဖူးျခင္း  ........................................  

ေျခလက္ထုံက်င္ျခင္း ..............................................  

ေလျဖတ္ဖူးျခင္း  ...................................................  

ရိွခဲ့ပါက မည္သည့္အခ်ိန္ကနည္း  ____________________________ 

မူးေမ့လဲတတ္ျခင္း  ................................................  

မွတ္ခ်က္ _____________________________________________ 

ေသြးျပႆနာမ်ား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

ေသြးထြက္ျခင္း  ....................................................  

ေသြးအားနည္းျခင္း ................................................  

ေသြးနီဥအားနည္းျခင္း ............................................  

သင္ ေသြးက်ေဲဆး ေသာက္ေနပါသလား? 

ေသာက္ပါက ၿပီးခဲ့ေသာအႀကိမ္၏ INR ပမာဏ __________________ 

မွတ္ခ်က္ _____________________________________________ 

အျခား 

ဟုတ္သည္ မဟုတ္ပါ မသိပါ 

အိမ္တြင္းအႏုိင္က်င့္အၾကမ္းဖက္ျခင္း  .........................  

ကုိယ္ခံအား က်ဆင္းျခင္း ........................................  

လိင္မွတစ္ဆင့္ ကူးစက္တတ္ေသာေရာဂါ .....................  

အိတ္ခ်္အုိင္ဗြီ/ေအအုိင္ဒီအက္စ္ 

ေက်ာက္ကပ္ သုိ႔မဟုတ္ ဆီးအိတ္ ျပႆနာမ်ား  ............  

မၾကာခဏ ဆီးလမ္းေၾကာင္း ပိုးဝင္ျခင္း .......................  

မွတ္ခ်က္ 

သင့္တြင္ အထက္တြင္ ေဖာ္ျပထားသည္တုိ႔တြင္  
မပါဝင္သည့္ အျခား ေရာဂါ၊ အေျခအေန သုိ႔မဟုတ္ 
ျပႆနာ ရိွပါသလား? 

ရိွပါက ရွင္းျပပါ  ________________________________________ 
 ___________________________________________________ 

ကၽြႏု္ပ္ေျဖဆိုထားသည့္ အားလံုးတို႔သည္ ကၽြႏု္ပ္သိရိွရသမွ် အတိုင္းအတာအထိ မွန္ကန္မႈ ရိွပါသည္။ ကၽြႏု္ပ္တြင္ က်န္းမာေရး သို႔မဟုတ္ ေဆးကုသမႈ 
အေျခအေနမ်ား ေျပာင္းလဲမႈတစ္ခုခု ရိွလာပါက ကၽြႏု္ပ္၏ က်န္းမာေရးေစာင့္ေရွာက္သူကို ခ်က္ခ်င္း အေၾကာင္းၾကားပါမည္။ ကၽြႏု္ပ္အား သို႔မဟုတ္ အမည္ပါ လူနာ (ကၽြႏု္ပ္သည္ ထိုသူ၏ မိဘ၊ တရားဝင္ 
အုပ္ထိန္းသူ သို႔မဟုတ္ ေမြးစားမိဘ) အား ကုသမႈေပးရန္ သေဘာတူပါသည္။  
ကၽြႏု္ပ္တုိ႔မွ သင့္အတြက္ အခ်ိန္သီးသန္႔ ေပးထားပါသည္။ သင္သည္ ေနာက္က်မည္ဆုိပါက သုိ႔မဟုတ္ ခ်ိန္းဆုိမႈကုိ ေျပာင္းလဲရန္  
လုိအပ္ပါက အျမန္ဆုံး ဖုန္းေခၚပါ။ ေနာက္က်လာျခင္းျဖင့္ သင့္ကုိ ေစာင့္ေရွာက္မႈေပးသူက သင့္အတြက္ အခ်ိန္အလံုအေလာက္ရေစရန္ သင္ႏွင့္အခ်ိန္းအခ်က္ကုိ ျပန္လည္စီစဥ္ရန္ လုိအပ္ပါသည္။  
သင္သည္ ခ်ိန္းဆုိမႈကုိ လြဲေခ်ာ္ပါက ေနာက္ထပ္တစ္ႀကိမ္အထိ ေစာင့္ရန္လုိပါမည္။ သင္သည္ ခ်ိန္းဆုိမႈႏွစ္ႀကိမ္ကုိ လြဲေခ်ာ္ခ့ဲပါက တစ္ရက္ထဲတြင္သာ ခ်ိန္းဆုိမႈမ်ား ျပန္လည္ျပဳလုပ္ႏုိင္မည္ ျဖစ္ပါသည္။  
သင့္ခ်ိန္းဆုိမႈကုိ မလာေရာက္ႏုိင္ေၾကာင္း ကၽြႏု္ပ္တုိ႔ကုိ ဖုန္းေခၚအေၾကာင္းၾကားျခင္းျဖင့္ ခ်ိန္းဆုိမႈ ျပဳလုပ္လုိေသာ အျခားလူနာမ်ားအတြက္ အခ်ိန္ေပးႏုိင္မည္ျဖစ္ပါသည္။ ယခု စည္းမ်ဥ္းမ်ားသည္  
အခုိင္အမာျဖစ္ၿပီး သုိ႔မွသာ ေစာင့္ေရွာက္မႈလုိအပ္သူ လူတုိင္းအတြက္ ကၽြႏု္ပ္တုိ႔ ဝန္ေဆာင္မႈေပးႏုိင္မည္ ျဖစ္ပါသည္။ 
လူနာသုိ႔မဟုတ္ အုပ္ထိန္းသူ၏လက္မွတ္ ေန႔စြဲ သြားက်န္းမာေရးပညာရွင္လက္မွတ္ သြားဆရာဝန္လက္မွတ္ ေန႔စြဲ 
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