
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Clinical Record for NCDs Patient 
(             ) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

                                                                              

               /                                               (Code No.)     

 

(၁)                200/120mmHg              (                    ) 

(၂)      ၄၀-                                    140/90 mmHg (         ) 140/90mmHg 

              

(၃)             (         )                    

(၄)                     (Chest pain)၊                      ၊              ၊                    

(Renal failure)၊                                      ၊         ၊                      (Heart 

failure) 

(၅)                                                              (၂+)         (         ) 

                                             ၃၀-                  

(၆)                   (Total cholesterol) > 8 mmol/L             

(၇)                                                                        (    )                   

(၈)                                                                         

(၉)                               (Cardiac Murmurs)  

(၁၀)               ၂-      (         )၃-     >_140/ 90mmHg                           

(                                  130/80mmHg          )                                   

                          

(၁၁)                                   Glidazide           ၊              Metformin 

                (2000mg)                                   140mmol/L (250 mg/dl)    

            

(၁၂) (၂)                                       

(၁၃)                                (Cardiovascular risk)              (> 20%) 

(၁၄) Suspected Cancer                           

 

 

 

 

 

 

 

 

 



 

Clinical Record for NCDs Patient (             ) 
Health Facility Name________________________ Patient Name____________________ 

OPD/ Field RN ____________   Age ____________ 

   Gender:    Male           or  Female  

NCD Registration No ____________      Address/Contact Phone No.______________ 

   ________________________________ 
1.History/Complaint 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
2. Investigations 
 

Visit 1 

Date ----------- 

Visit 2 

Date ---------- 

Visit 3 

Date ---------- 

Visit 4 

Date---------- 

Changes 
in CVD 

Risk 

10years cardiovascular risk 1. <5% 
2. 5 to <10% 
3. 10 to < 20% 
4. 20 to <30% 
5.   30%  

1. < 5% 
2. 5 to < 10% 
3. 10 to < 20% 
4. 20 to < 30% 
5.   30% 

1. < 5% 
2. 5 to < 10% 
3. 10 to < 20% 
4. 20 to < 30% 
5.   30% 

1. < 5% 
2. 5 to < 10% 
3. 10 to < 20% 
4. 20 to < 30% 
5.   30% 

 

Fasting Blood Glucose      

Random Blood Sugar     

Resting SBP(Two readings  at 
each visit)mmHg 

    

Resting DBP(Two readings  at 
each visit)mmHg 

    

Currently  on antihypertensive 
medication 

Yes No Yes No Yes No Yes No 

Cholesterol level (mmol/L)     

Urine albumin     

Peak flow rate     

Foot examination of diabetes Yes No Yes No Yes No Yes No 

Referral for Eye examination in 
diabetes 

Yes No Yes No Yes No Yes No 

Eye examination in diabetes  Yes No Yes No Yes No Yes No 

Waist circumference (cm)      

Body Mass Index (BMI)      

Tobacco smoking Yes No Yes No Yes No Yes No 

Smokeless tobacco Yes No Yes No Yes No Yes No 

Counseling tobacco cessation Yes No Yes No Yes No Yes No 

Heavy Alcohol Drinking Yes No Yes No Yes No Yes No 

Counseling diet/physical 
activity Yes No Yes No Yes No Yes No 

Suspected Cancer  
(Oral/ Breast/ Cervical) Yes No Yes No Yes No Yes No 

Medicines and daily dose 

    

    

    

    

Referral reasons  
(within code number) 

    

Feedback from higher level Yes No Yes No Yes No Yes No 

Remark * Visit - to be filled only findings of quarterly visit 

 


