
SCHISTOSOMIASIS QUESTIONNAIRE - Hospital das Clínicas / Federal University of Pernambuco  

MEDICAL RECORD:  
FULL NAME:  
PLACE OF BIRTH / NATIONALITY:  
CITY OF RESIDENCE / STATE-PROVINCE:  
SEX / GENDER:  
AGE:  
DATE OF BIRTH:  
PHONE NUMBER:  
WEIGHT (kg):  
HEIGHT (cm):  
 

DIABETIC PATIENT: 
  

NO (          )          YES (          )    If yes, please specify current medication: 
  

LAST CONTACT WITH RIVER WATER: 
  

NO (          )          YES (          )    If yes, specify location:  

PRIOR SCHISTOSOMIASIS TREATMENT: 
  

NO (          )          YES (          )    If yes, indicate treatment date(s):  

HEMATEMESIS: 
  

NO (          )          YES (          )    If yes, specify frequency and most recent episode:  

MELENA: 
  

NO (          )          YES (          )    If yes, specify frequency and most recent episode:  

ALCOHOL USE DISORDER: 
  

NO (          )          YES (          )    If yes, specify quantity and frequency:  

HEPATITIS: 
  

NO (          )          YES (          )    Type; Date of diagnosis; Treatment:  

SUBSTANCE USE : 
  

NO (          )          YES (          )    If yes, specify substance(s) and frequency:  

FAMILY HISTORY OF SCHISTOSOMIASIS: 
  

NO (          )          YES (          )    Number of affected relatives; Relationship(s): 
  

 


