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THE SOUTH AFRICAN NATIONAL HEALTH AND NUTRITION EXAMINATION

SURVEY, 2011/2012
(SANHANES-1)

Adult Clinical Examination Form: 15 years and older

Examination Date

Time of arrival Time of departure

PASTE
APPOINTMENT
CARD
HERE
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Final Response code

Full clinical examination completed and bloods collected..............ccccccoiiviiiiiiiccne 1

Partial clinical examination completed and bloods collected..............ccccooeeiciiirennnene. 2
Only full clinical examination completed ... 3
Only partial clinical examination completed............ccccoooiiiiiiiiiiicce e, 4
Bloods COIECLE ONIY .......oviii e 5
B. Examination Checklist Completed If No, Specify why not
Section | Doctor History and clinical examination Y N
A-F Doctor Fundoscopy — only for diabetic participants Y N
Doctor Blood pressure and pulse rate Y N
Doctor Cardiovascular Fitness (step test) Y N
Section | Clinic Assistant Weight Y N
G Clinic Assistant Height Y N
Clinic Assistant Mid upper arm circumference Y N
Clinic Assistant Waist circumference Y N
Clinic Assistant Hip circumference Y N
Clinic Assistant Triceps Skinfold Y N
Clinic Assistant Sub scapular Skinfold Y N
Clinic Assistant Biceps Skinfold Y N
Clinic Assistant Supra-iliac Skinfold Y N
Section | Nurse Spirometry Y N
H- Nurse Bioelectrical Impedance Y N
Nurse Blood collection Y N

Name

Clinic Administrator
Staff Number
Name

Doctor
Staff Number
Name

Clinic Assistant
Staff Number
Name

Nurse
Staff Number
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INSTRUCTIONS ‘ Sections A — F to be completed by the Doctor

Doctor Start time

‘ H H : M M

SECTION A ‘ GENERAL PATIENT HISTORY (all participants)

| would like to ask you about your general health (circle as appropriate)

1 When was the last time you had something to eat? Last night (before midnight).........cccecveveeeiieeneecneens 1
06:00 —08:00
08:00 - 10:00
10:00 - 12:00
12:00 —14:00
14:00 - 16:00
16:00 — 18:00
18:00 — 20:00
2 When was the last time you had something to drink? Last night (before midnight) .1
06:00 —08:00......cceerierreerirrerierieeiesresneseeseensessensenes 2
08:00 = 10:00...cccieeeiiieeeeeeeeireereeeeeeeere e e e enereeee e e 3
10:00 = 12:00......cueeeeeeeeiiieeeee e et e e e ee e e e eeeees 4
12:00 = 14:00......cciiiiieiiieeiiteeeeee e 5
14:00 = 16:00......cueeeeeeeeiiieeee e e 6
16:00 = 18:00......eueieeeeeriiiieeee e e e e e e e e 7
18:00 — 20:00....ccueerireeeierieeienieeiesiesee e sre e seneneesaees 8
3 In your opinion, how would you describe your health today? Completely healthy ........cccceevveecieiiene e 1
If completely healthy, go to Question 7 Feeling unwell ..o 2
DON"t KNOW .ttt 3
4 How long have you not been feeling well or had this illness? ONE dAY cueiiieiieiieie sttt 1
ONE WEEK ettt 2
ONE MONTN .ot 3
(o] 0 V== SR U UO P PURPPUPIINY 4
5 Do you have a fever today? Y S ettt 1
NO ettt e 2
6 Have you sought medical care for your illness or health Yes: GP / Private practitioner .........ccccceeevereneneeneencne 1
problem? Yes: CliNIC. ..o 2
If yes, where have you gone for medical care? Yes: Day hospital ..c.cueeeciveiiiieeiciieeciee e, 3
Yes: Other public hospital........ccceevereveieeniercieceeee, 4
) . Yes: Private hospital ....c.cccveceevieiiieneeeeree e 5
Multiple responses possible
NO et 6
7 Do you have asthma? Y S ettt 1
NO e s 2
8 Do you have any past history of illness? YES: ENT ittt 1
If yes, what history of illness do you have? YES: HEAM ..ttt 2
Yes: BloOd SUBAN......cccvevieeieree e 3
Multiple responses possible YES: ChESt v.vvvitictiteeeeeeteee ettt 4




SECTION A ‘ GENERAL PATIENT HISTORY (all participants)

9 Is there a family history of illness? Yes:
If yes, what illness runs in the family? Yes:
Yes:
Multiple responses possible Yes:
Yes:

Yes:

No
10 Have you had any past surgery? Yes:
If yes, what surgery have you had? Yes:

Yes:
Multiple responses possible Yes:
Yes:
Yes:

No
11 Have you had any injuries? Yes:
If yes, what type of injuries did you have? Yes: Li

Yes:
Multiple responses possible Yes:

12 Are you currently on any medication? Yes:
If yes, what type of medication are you currently on? Yes:
Yes:
Yes:

Multiple responses possible Yes:
Yes: Blood SUBAr .....cueeeiiiieciieecieeeciee e e 6
Yes: BloOd PressUre ......ocvvecveereeriieeeeeeeeeseesveeseee s 7
Yes: DIUretiCS . ....veeiiiieiiiieiniee e
Yes: Heart disease ....
Yes: Aspirin (daily) .cccoeveeeeereeieeeeeee e
Yes: ANtilipids ....eeeevveeeiiiieiiee e
Yes: Abdominal illness (diarrhoea or other).............. 12
YeS: DEePresSSiON ... ceeeiiiieeeeeeeeireee e e e 13
Yes: Other mental illNess ...ccovverieeneeniieeniinnieennen, 14
Yes: Other (SPeCify) .oovvvveveereerieeeecee e 15
NO ettt 16

13 Do you have any physical disabilities? Yes: Impairment in mobility ..........ccccecveivrniereenennne 1

Yes: Spinal cord disability ........cccevveveveveenieeeeceee, 2

Multiple responses possible Yes: Brain disability... .3
Yes: Vision disability .........cccoeeeeeviiieiiiieecieccieeece, 4
Yes: Hearing disability ...... cccccovvvrvienceereeree e, 5
Yes: Cognitive disability ........ccccoeevieeiiiieeniiieeicieeeee, 6
Yes: Other (SPeCify) .occvevviecrieieieieeceeceeee e, 7
NO e 8

14 Do you have any mental disabilities? Yes: Mental diSOrder ......c.ccccovnneveeeincennerereeenens 1

Yes: Neurological disorder 2

Multiple responses possible Yes: Learning disability .......c.cocervrerireeriernereireeenns 3
Yes: Mental retardation .......cccceeveevveeveenieniieeneennne. 4
Yes: Other (SPeCify) .occveveveceereeeeece e, 5
NO e e 6
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SECTION B

DETAILED PATIENT HISTORY: Over the past 3 months
(all participants)

1 GENERAL SYSTEMS (Over the past three months)

1.1 | Have you lost weight without dieting? YES ottt 1
NO e 2

1.2 Have you gained weight? Y S ittt e e e 1
N O e 2

1.3 Has your appetite changed? Yes: 1t has iNCreased .........eeeeeeeeeeeee e 1
Yes: It has decreased........cccceeveervieeniennieeneencieeneennne 2
N O e 3

1.4 Has your eating pattern changed? Yes: He/she eats more frequently.........cccocererceennene. 1
Yes: He/she eats less often.......cccocveevvveeecveeecveeeennen. 2
NO e e 3

1.5 | Has your fluid intake changed? Yes: 1t has iNCreased ........ccccevvnnieeeveiienneenerereeeens 1
Yes: It has decreased........cocceeveervieeniennieeneenieeseennne 2
N O e e 3

1.6 Have you been feeling thirsty more than usual? YES ettt e e 1
NO et e 2

1.7 Did you have a fever? Y S et 1
NO et e 2

1.8 Have you felt tired / lethargic? Y S ittt e e e 1
NO e 2

1.9 Did you have night sweats? Y S ettt 1
NO et e 2

2 HEAD, EYES, EARS, NOSE, MOUTH AND THROAT (Over the past three months)

2.1 | Have you had any headaches? YES: MiIraiNe....c.cvrirueverereieniniriniereieseseesenereeesenenenes 1
YES: TENSION . ..eiiieeeieeeitee e 2
Yes:
Yes:
No

2.2 | Have you had repeated episodes of dizziness? Yes
No

2.3 Have you had a seizure? Yes: Grand Mal ...eeeeeeeeeeeeeeieieieieieieieeeeeeraenenaneaen 1
T o 0 o o - | 2

Multiple responses possible

2.4 Have you had any head trauma?

2.5 | Have you had any of the following eye problems? Yes: Difficulties in seeing things ........ccccccovvivinennnne. 1
Yes: Cannot see at Night.......ccccvvvveeeeeceevee e, 2

Multiple responses possible Yes: Cannot see from the sides of your eyes.............. 3

Yes: Discharge (yellow)
Yes: Discharge (watery)

Yes: Discharge (Other) ....cccceeeeeeviiecieecreecee e 6
Yes: Other (SPECify) .ocoveviiecrieiieeieece e, 7
NO e s 8




SECTION B

DETAILED PATIENT HISTORY: Over the past 3 months

(all participants)
2.6 | Have you had any of the following ear problems? Yes: Ear Pain ..o 1
Yes: Ringing in the ears.......ccccccvvvveeieeceevee e, 2
Multiple responses possible Yes: Feels like the room is spinniNg.......c..cocceveveuennenn. 3
Yes: Discharge (yellow)
Yes: Discharge (watery)
Yes: Discharge (bloody) ......ccceevveeviveeieecreecieereecveenee 6
Yes: Discharge (Other) ....c.ccveveeeviiecieccreecee e, 7
Yes: Other (specify)
NO i,
2.7 Have you had any of the following nose problems? Yes: Nose bleeds........ccooviniriinininnneeee,
Yes: DISCNArEE ...occueeeieeeeieee et 2
Multiple responses possible YES: SINUS vttt 3
Yes: Other (specify)
NO..cooviriiiirieins
2.8 | Have you had any of the following mouth problems? Yes: Sore throat
Yes: Toothache ......ooeeeiieiiic e 2
Multiple responses possible Yes: Pain in the mouth or guMS.......cccccevinirencecnnnn 3
Yes: Other (specify)
NO e
3 RESPIRATORY SYSTEM (Over the past three months)
3.1 Have you had any difficulty in breathing / shortness of breath? | Yes: Worse at night ... 1
If yes, what kind of difficulty did you have in breathing? Yes: Wheezing ..o, 2
YeS: SErdOr oot 3
Multiple responses possible Yes: Other (SPeCify) ...oueeveveeeeeeeeeeeeeeee e 4
NO ettt 5
3.2 Did you have a cough? Y S ettt e e aes 1
NO et 2
3.3 | If yes, please specify the type of cough? DY ettt ettt 1
3.4 If yes, please specify the colour of the sputum? WIEE wovviiiiiiiiiiiieieeeeeeeeeeeeeeeee et e e e eeseeeeeeees 1
3.5 | Were you in contact with a person that coughs a lot? YOS ot 1
NO ettt 2
3.6 Did you have an asthma attack? Y S ettt aes 1
NO Lt 2
4 CARDIOVASCULAR SYSTEM (Over the past three months)
YOS ottt e 1
4.1 | Did you have any chest pain? NO oottt s 2
YOS ittt 1
4.2 Did you have shortness of breath when lying down? N O ettt ettt ettt ettt et e et b et ene 2




SECTION B

DETAILED PATIENT HISTORY: Over the past 3 months

(all participants)
Yes: Hands ....ooueveeiiniiiiniiicicciecccseceeeee e 1
4.3 | Did you have swelling of any of the following? YES: FEOL 1.ttt 2
Yes: Both hands and feet.........ccccevevieninienininiinens 3
Yes: Other (specify) ....
NO e
5 GASTRO-INTESTINAL SYSTEM (Over the past three months)
5.1 Did you have any of the following tummy problems? Yes: Pain in the stomach .........ccccceeiiininiiiicee 1
Yes: NaUSEA ..ccvcviiiiiiiiiiicicie e 2
Multiple responses possible YES: VOMITING.vviieeiieieirieeceeecsee e 3
Yes: Diarrhoea .......ccovvvvevieiininicniiicccneceeeiee 4
Yes: Constipation.....coccuviieeeiiiiiiiieee e 5
Yes: Bloody StOOIS......ccevieeciiereeeieeee e 6
Yes: Yellowing (discolouration) of the eyes................ 7
Yes: Problem eating or swallowing...........ccccceevveennen. 8
Yes: Other (SPeCify) .occvveveveceereeeeeceeeeee e 9
NO Lot 10
6 GENITO-URINARY SYSTEM (Over the past three months)
6.1 | Did you pass urine more than usual?
6.2 | Did you have pain when passing urine?
6.3 Did you have blood in the urine?
6.4 | Did the colour of your urine differ from what it usually is?
6.5 Did you experience any of the following? Yes: Reduced force when passing urine ...........c.cceue. 1
Yes: Hesitancy to pass Urine .......cccccevvvvviveeeeeencinneeenn. 2
Multiple responses possible Yes: Dribble when passing urine ........ccocecvvveervreenennen. 3
Yes: Other (specify)
FOR MEN ONLY N O ettt ettt sttt b ettt e e b et
7 SEXUAL AND REPRODUCTIVE SYSTEM (Over the past three months)
7.1 Did you have any of the following problems? Yes: Urethral discharge “drops” ......c.cceceeveeneeneenenneene 1
Yes: Groin sWelling ......cccovveviieeiniiieeiiie e, 2
Multiple responses possible Yes: Testicular SWelling.......occovvvevrieeeerernesecreees 3
Yes: Other (specify)
FOR MEN ONLY NO ettt ettt
7.2 Did you have any of the following problems? Yes: Vaginal discharge ... 1
Yes: Vaginal bleeding (other than menstruation)....... 2
Multiple responses possible Yes: Other (SPECify) cveveveviiirieieieiceeeseee e 3
FOR WOMEN ONLY [\ [o J
7.3 | When was the last time you had a pap smear? 0 -6 months ago
6 =12 MONtNS A0 .uviiiiiiieeiieeiiee et 2
FOR WOMEN ONLY 1= 2 YEAIS ottt 3
2 — 4 YRAIS @8O0 uuuueeeeeeeeeeieieeeeereiere e e e e ee e e e e nneees 4
5 =10 YEArS A0 .eeevvvrrreieeeriiiiiieeeesiiireeeeeesirneeeeeenaes 5
More than 10 Years ago ......cceeveereerireeseesieeeseenneenns 6
NEVE ..ottt 7




DETAILED PATIENT HISTORY: Over the past 3 months

SECTION B -
(all participants)
8 SKIN AND LYMPH NODES (Over the past three months)
8.1 Did you have any of the following skin problems? Yes: Skin rashes (local).......cccceevveevieeiieveenieecie s 1
Yes: Skin rashes (generalised) ......ccccccveveevvercieeneenee. 2
Multiple responses possible Yes: Skin rashes (itchy) .......coecevverenerennennecreeeene 3
YS! BrUISES...cooiviiiiieeeiiie ettt 4
Yes: Skin discolouration........ccccceeveerceeeceeseescreeseeene 5
Yes: Other (SPeCify) ..covvevvieciecieeieece e, 6
NO Lot 7
8.2 | Did you have any swollen glands? YES: NECK vttt 1
If yes, which of your glands were swollen? Yes: AXilla....ciiiniiic 2
Yes: Epitrochlear........ccoccveiiiieiiciieciee e, 3
Multiple responses possible Yes: Other (SPeCify) ...oueeveveeeeeeeeeeeeeeeee e 4
NO e 5
9 MUSCULOSKELETAL DISORDERS (Over the past three months)
9.1 Did you have any of the following muscle / bone problems? Yes: Pain in the joints ......ccooveeeeieneniennieeeeeeee 1
Yes: Swelling in the joints ......ccccevvvecvecevieeeeee, 2
Multiple responses possible YES: AFRFILIS .ot 3
Yes: MUSCIE PAIN..cuviiieeeieeeeree e 4
Yes: Other (SPeCify) .oovveveiveceereeeeecee e 5
NO et e 6
SECTION C ‘ SYSTEMATIC CLINICAL EXAMINATION (all participants)
1 GENERAL SYSTEMS
1.1 Pallor Y S et 1
NO ettt e 2
1.2 Rash Yes: SCratch Marks......ccovveeveeneeniieenieeneeneeneeeeeene 1
Yes: Erythematous........ccceevvernenns
Yes: Blanching on pressure
Multiple responses possible YES: PUIPULIC..cvievireeeeeieteetecteereeeee et srer e ere v enene 4
YES: MACUIES...c.eveeeieeieeeeee e 5
Yes: PapUIES......vevieiiieeiieccee e 6
YES: VESICIES ..vvevieeieeeeeeee et 7
Yes: IMPELIZO ...uueeieieeeeiiteee e 8
NO e e 9
1.3 Jaundice Y S et 1
NO e s e e s 2
1.4 Central cyanosis Y S ettt 1
NO e 2
1.5 Peripheral cyanosis Y S ittt 1
NO ettt e 2
1.6 Finger clubbing Y S ettt e e 1
NO e s e e s 2
1.7 General oedema Y S ettt e e e 1
NO e s e e s 2
1.8 Peripheral oedema Y S et 1
NO e 2




secrove |

SYSTEMATIC CLINICAL EXAMINATION (all participants)

Only for diabetics
Multiple responses possible

1.9 | Lymphadenopathy Yes: Neck
If yes, please specify the position Yes: Axilla
Multiple responses possible
1.10 | Hydration
If dehydrated, specify the grade / symptoms Dehydrated (mild-moderate)
Restlessness / irritability .......ccccceeeveeviveenieciecceecieens 2
Multiple responses possible SUNKEN @Y@S......oveeeeeeieeeteeeeeeeeeeteeeeteneeseeeeveseaeanenean 3
[ [T 1o - Lol o 1< DR 4
Decreased Uring OULPUL.......cceeeeciiieeriieeciiee e, 5
Skin turgor <2 seconds
Dehydrated (severe)
Sleepy/IethargiC........ceccveeieeeiieecieccieecee e 7
Sunken eyes.......ccceerveeceeennen. .8
Dizziness or light-headedness .........c.cccceevveeeriveeennnen. 9
Skin turgor >2 seconds ........cccecveeeiiieeniiee e, 10
1.11 | Dysmorphism Y S et 1
NO et e 2
1.12 | Hearing 1\ [ Y 2 1 = RN 1
LOSS Of NANING ..vveeieeieee et 2
1.13 | If loss of hearing, record which of the following are present Inability to hear people clearly and fully .................... 1
Frequent requests for repetition or clarification........ 2
Multiple responses possible Tendency to bIUff ......coovveireeeeeee e 3
Tendency to lip read........cccoeveeeviieeciiiee e, 4
None.....cccccevvvninnneenn.
1.14 | Vision Normal
LOSS Of VISION w.eeiviiiiinieeiienieeiiee et 2
1.15 | If loss of vision, record which of the following are present Blurred ViSion .......c.ccevveinicininiicinccccecen 1
Need for more light ........ccceeveeeeiecie e 2
Multiple responses possible Gradual loss of peripheral, or side, vision .................. 3
Difficulty driving at night......c.ccoeoviiiniiiiieeeee, 4
Double vision.......ccccceeuvueee.
Difficulty in reading
Difficulty in distinguishing colours..........ccccceevuveennnnen. 7
Straight lines look wavy
Sensitivity to glare ......ccvvvveveeieiei i
1.16 | Fundoscopy: Macula 1\ [ Y 2 1 = RN 1
Abnormal: 0edema .....ccccueecveeveerieeee e 2
Only for diabetics Abnormal: Lipid deposition ........c.cceccevvereveneniienienenns 3
Multiple responses possible Abnormal: Capillary obliteration ...........cccococueeveueuene.e. 4
Abnormal: Other (SPecify) ....ccccvevverceeceerie e, 5
1.17 | Fundoscopy: Retina

Abnormal: Microaneurisms........ccceeeeveeveerveerreeseeennes 2
Abnormal: Intra retinal haemorrhages....................... 3
Abnormal: EXUdates .......ccceceeveercieenieeeesee e 4
Abnormal: Neovascularisation .........ccceceeevevercveeneennne. 5
Abnormal: Vitreous haemorrhage.........cccccceeevveeennnen. 6

Abnormal: Other (specify)




SECTION C ‘ SYSTEMATIC CLINICAL EXAMINATION (all participants)

2 EARS, NOSE AND THROAT

2.1 Mouth sores YBS ettt e e et 1
NO e 2
2.2 | Nasal Discharge Yes: Yellow.......
If yes, specify the type of discharge Yes: Watery
Yes: Bloody
Multiple responses possible YES: Other...ocuiivicviieeeeietececteeeee ettt 4

2.3 Swollen tonsils

2.4 Ears

Multiple responses possible

3 RESPIRATORY SYSTEM

3.1 Nasal flare Y S ettt e e 1
NO e s e e s 2

3.2 Chest shape 1\ [ Y 2 1 = N 1
Pectus carinatum........cccceeeiiiieniiieenniceeeceec e, 2

Multiple responses possible PECtUS EXCAVATUM....cueieieeeeeeiieiiee e 3
SCONOSIS cavveeeveeite ettt 4

KYPRNOSIS .ttt 5

Gynecomastia (Male)......cccvverveerceeereeree e 6

Barrel chest deformity......cccccceevciieeniiieciciee e, 7

3.3 Rib retraction

3.4 | Tachypnoea

3.5 Cyanosis

3.6 | Trachea displacement

3.7 Percussion

Abnormal: Consolidation.......ccccevveeieeceenee s, 2
Abnormal: Pleural effusion........ccceeeveeveenieniieeneennne. 3
3.8 Auscultation 1\ [ Y 2 1 = RN 1
Abnormal: Unequal bilateral air entry.......cccccoeeueeee. 2
Multiple responses possible Abnormal: Crepitations .........cceveveererieereeeneseereeeneene 3
Abnormal: RhONChi....ccoviieiiiieceeceeece e 4
Abnormal: Wheezing........cccceveevveeeeeeceesee e 5
Abnormal: Consolidation (Bronchial Breathing)......... 6
4 CARDIOVASCULAR SYSTEM
4.1 Apex N Lo o - | S
Visible pulsations
Multiple responses possible DiSPIaCed ..c..eveeeieieeierieeteee e 3
4.2 Pulse N Lo o - | SN 1
> 10 Years: 60-100/min
Record Pulse in Section E TAChYCArAIa ettt 2
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SECTION C

SYSTEMATIC CLINICAL EXAMINATION (all participants)

4.3 | Auscultation: Heart sounds NOFMAL ittt
Abnormal: Systolic Grade |
Multiple responses possible Abnormal: Systolic Grade Il ........cccoeeeevreereeeereeenenns
Abnormal: Systolic Grade Il
Abnormal: Systolic Grade IV
Abnormal: Diastolic Grade l......cccceecvveveervercieeseenee. 6
Abnormal: Diastolic Grade l......ccccevcvveveeniennieeneennne. 7
Abnormal: Diastolic Grade Hl........ccceevveveerceerrieennenee. 8
Abnormal: Diastolic Grade IV .......ccceceeveeviennieeneennne. 9
4.4 | Auscultation: Arrhythmia Yes: Tachyarrhythmia......ccoceeveveieecieneceeeeeceeveenens 1
Yes: Bradyarrhythmia
Yes: Atrial Fibrillation
NO i 4
5 GASTRO-INTESTINAL SYSTEM
5.1 Distension Y S ittt aaaea 1
NO e 2
5.2 Tenderness Yes: Upper central .....cceceveceereeecieeeie e 1
If yes, specify location Yes: Lower central ... 2
Yes: Left hypochondrium........ccceevveeiveceeneeceeeeee, 3
Multiple responses possible Yes: Right hypochondrium ... .4
Yes: Left inguinal ....c..cooviveiiiiiiiiiiecee e, 5
Yes: Right inguinal .....ccocvveceeiiiiiee e, 6
Yes: Left flank
Yes: Right flank
Yes: SUPTaPUDIC ..cccuveeieeeieee e 9
NO e 10
5.3 Abdominal mass Yes: Upper Central......ccccveevcieeecciveeciieeeccieeeevee e 1
If yes, specify location Yes: Lower central ... 2
Yes: Left hypochondrium........cccccveeiiiiiiiiieeccieeeee, 3
Multiple responses possible Yes: Right hypochondrium .... .4
Yes: Left ingUiNal .....ocvveeeveiieee e 5
Yes: Right inguinal ......cooovviiiiiiiiiiiicieecec e, 6
Yes: Left flank ....ooveeeeeeieeeee e, 7
Yes: Right flank ....cceeveeriieieeeeeeeee e, 8
Yes: SUPrapubiC ....c.ccvvieiiiiiiieeciee e, 9
NO e e 10
5.4 | Organomegaly Yes: Hepatomegaly... .1
Yes: Splenomegaly.......ccoeevvieeiiiiieciiiecee e, 2
NO e e 3
55 Renal mass Y S et 1
NO e 2
5.6 Hernias Y S ittt 1
NO e 2
5.7 | Bowel sounds Normal... ol
7 o 1Y =T | 2
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secrione |

SYSTEMATIC CLINICAL EXAMINATION (all participants)

6 CENTRAL NERVOUS SYSTEM
6.1 Face, Head shape, neck NOTMA e 1
If abnormal, specify which of the following are present Abnormal: Facial tics .....ccccvvririereiinenenirereecinenennes 2
Abnormal: Bell’s palsy ......ccceeveerieenieeeesee e 3
Multiple responses possible Abnormal: Padget’s diSease ........cceeevrverireerenerrenennan. 4
Abnormal: Acromegaly........cccceevciieiiiiieiciieeccieeee, 5
Abnormal: Cervical arthritis........ccceeevevieercverceeseenee. 6
Abnormal: Thyroid....
6.2 Motor function: gait 1\ [ Y 2 1 = RN
If abnormal, specify which of the following are present AbNOrMal: AtaXia...covereeerreireeeirieerreeres e 2
Abnormal: SPastiCity.......ccccevueeiriieeeiiieccee e, 3
Multiple responses possible Abnormal: Staggering.......ccveeererveeereeresrenreeeeere e 4
6.3 Motor function: movements NOFMA e 1
If abnormal, specify which of the following are present Abnormal: Unable to sit/stand..........ccoeviniiiinnennnnne. 2
Abnormal: Tremor....
Multiple responses possible ABNOrMAl: TICS.cueviuiieteeeeieeeeeeeee et
Abnormal: Rolling eye movements ..........ccceeeevveeennnen. 5
6.4 Motor function: tone 1\ [ Y 2 1 = RN 1
If abnormal, specify which of the following are present Abnormal: Hypotonia ........cocceereeeenenenenececeeeeene 2
Abnormal: Hypertonia.......cccccceevcveeeciieeccciee e, 3
Multiple responses possible Abnormal: Limited movements.........ccccoeeeveeververeenenn. 4
Abnormal: Uncontrolled movements. .5
Abnormal: Brudzinski’s Sign ........ccccoeeveeviieeiiiieeennnen. 6
6.5 | Motor function: coordination NOFMAL ettt 1
If abnormal, specify which of the following are present Abnormal: Change in walking.......ccccccceverenenecncnnne 2
Abnormal: Dropping things more than usual.............. 3
Multiple responses possible Abnormal: Spilling fluids more than usual ................. 4
6.6 Level of consciousness NOFMA e 1
If abnormal, specify which of the following are present Abnormal: Hyperexcitability
Abnormal: Unresponsiveness
Multiple responses possible Abnormal: DFOWSINESS .....c.ccveveeeeeeereeeeeereeeeee e 4
Abnormal: SEmMI-CONSCIOUS ....ccuverveeriieieeniierieerieenee 5
Abnormal: UNCONSCIOUS ....ccveeveeerieereireieeneeeeveeseee e 6
7 MUSCULO-SKELETAL SYSTEM
7.1 Muscle weakness
7.2 Bone swellings Yes: Long bones and joints .......ccccceeveiieeiiieeiiiiieeeennnes 1
YES: RIDS e 2
Multiple responses possible YES: SPINE ettt 3
YES: SKUIL .oveiiiieiieieeeee e 4
NO e e 5
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SECTIOND ‘ Referral (identified participants)

PROVISIONAL DIAGNOSIS

Clinical impression/
provisional diagnosis

GP / Privat Oth bli
Referral to (please tick) / .rllva € Clinic Day hospital er pu ' Private hospital
Practitioner hospital
. Y S e 1
Referral letter given
N O 2

SECTION E ‘ Blood pressure and pulse rate (participants 8yrs and older)

Measurement type Recorded measurements Final Blood Pressure

1  Systolic (mmHg)

2 Diastolic (mmHg)

3 PULSE RATE (bpm)

SECTION F Step fitness test (participants aged 18-40 years)

Note: Participants can be excluded from this test on clinical grounds.

1 | Was the step test performed? Y S et 1
NO e 2
2 | If the test was not done, specify the reason Cardiac.....oooeiiieeececeeee e 1
ReSPIratory..cccccovvieeiciec e 2
OthEr e 3
3 | AGE

4 | MAX PULSE RATE FOR AGE (from the table)

5 | PULSE RATE (bpm)

6 | Systolic (mmHg) (POST EXERCISE)

7 | Diastolic (mmHg) (POST EXERCISE)

Doctor End time H ol M| ™
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INSTRUCTIONS ‘ Section G to be completed by the Clinic Assistant

Clinic Assistant Start time ‘ PR TR M| ™
SECTION G ‘ Anthropometry
Measurement type Unit Recorded measurements
hp € || 1] ]
(all participants) J ’ ’ ’
Unable to obtain
’ ’ a measurement
Height
- cm
(all participants) ’ ’ )
Unable to obtain
’ ’ a measurement
Mid upper arm circumference om ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
(3 months and older) ’ ’ ’
Unable to obtain
’ ’ a measurement
Triceps Skinfold cm
(3 months and older) ’ ’ ’
Unable to obtain
’ ’ a measurement
Sub scapular Skinfold cm ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
(3 months and older) ’ ’ ’
Unable to obtain
’ ’ a measurement
Biceps Skinfold cm
(18 years and older) ’ ’ ’
Unable to obtain
’ ’ a measurement
Supra-iliac Skinfold m ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
(18 years and older) ’ ’ ’
Unable to obtain
’ ’ a measurement
Waist circumference cm
(3 months and older) ’ ’ ’
Unable to obtain
’ ’ a measurement
Hip circumference m ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
(3 months and older) ’ ’ ’
Unable to obtain
’ ’ a measurement

Clinic Assistant End time PR TR M| ™
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INSTRUCTIONS ‘ Sections H —J to be completed by the Nurse

Nurse Start time H aol Ml m

SECTIONH ‘ Spirometry ( 18 yrs and older)

Note: Participants can be excluded from this test on clinical grounds (eg. asthma)

1 | Was the spirometry test performed? YES ottt 1
NO et 2
2 | If the test was not done, specify the reason ASthMA . 1
Other (SPECITY)..cirrerierirecie e 2

Please record the following:

Temperature (°C) . Humidity(%) Pressure (hPa)
. Final
Measurement Units Recorded measurements
Measurement
3 Forced vital L
capacity (FVC) ’ ’ ’ ’
4 Forced expiratory L
volume (FEV-1) ’ ’ ’ ’
5 | FEV-1/FVC ratio L , , , ,
Forced expiratory
6 | flow 25-75% L ) ) » ’
(FEF 25-75)

SECTION | ‘ Bioelectrical impedance (18 yrs and older)

Note: Participants can be excluded from this test on clinical grounds

Note: Variations in body composition may occur in patients pre-menstrually, during menstruation, with renal failure, on

some prescription medications (particularly Diuretics) and other conditions causing water retention or water loss

1 | Was the bioelectrical impedance test performed? Y S e s 1
N O s 2

2 | If the test was not done, specify the reason Pace Maker ..o 1
Artificial limbs/JOINtS.....ccvecviecierecieeeee e 2
HEearing @id.......ccceevvieiiiie e 3
DIUFELICS ceeeee i 4
Alcohol consumMed.........ceeceerireceerieecee e 5
FUIl BIAdder ...ooeiieieeieeieecceeee e 6

Final
Measurement Recorded measurements
Measurement
3 | Z-ohm value ohms ) ) ’ ’
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SECT ‘ Blood collection

No. | Biomarkers Respondent category (age) Specimen Collected
1 Full blood count 2 years and older
5 Cholesterol (total) 6 years and older
3 HDL 6 years and older
4 LDL 6 years and older
5 Triglycerides 6 years and older
6 Glucose (plasma) 6 years and older
7 C-reactive protein 6 years and older
3 Cotinine 10 years and older
9 Zinc status 0 -5 years, and
women 16 — 35 years
10 Vitamin A status 0 -5 years, and
women 16 — 35 years
11 Iron status 0 -5 years, and
women 16 — 35 years

Nurse End time H bl M| ™
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