OBRAZAC ZA ANAMNESTIČKE PODATKE ZA STRANE RADNIKE IZ VIZNOG REŽIMA
Epidemiological Questionnaire for Foreign Workers Requiring a Visa
Ovaj obrazac potrebno je ispuniti čitko i u cijelosti te je dostaviti prilikom prvog zdravstvenog pregleda. Ukoliko posjedujete medicinsku dokumentaciju, potrebno ju je donijeti na uvid. Podaci iz obrasca koriste se isključivo u svrhu procjene epidemiološkog rizika te se obrađuju sukladno važećim propisima o zaštiti osobnih podataka.
This questionnaire must be completed clearly and in full and submitted at the time of the first medical examination. If you have any relevant medical documentation, please bring it with you for review. The information provided in this questionnaire is used solely for epidemiological risk assessment and is processed in accordance with applicable personal data protection regulation.


OSOBNI PODACI Personal Information

Ime (First name)_____________________________________________________________
Prezime (Last name)__________________________________________________________
Datum rođenja (Date of birth )_________________________________________________
Spol (Sex):☐ M (Male) ☐ Ž (Female)
Iz koje zemlje dolazite (Country of origin)________________________________________
Adresa boravišta u Republici Hrvatskoj (Address of residence in the Republic of Croatia) 
__________________________________________________________________________
Datum ulaska u Republiku Hrvatsku (Date of entry into the Republic of Croatia)
___________________________________________________________________________
Telefon (Phone number):_______________E-pošta (E-mail)_________________________



EPIDEMIOLOŠKI PODACI  Epidemiological Information
1.Jeste li boravili izvan Republike Hrvatske unazad 12 mjeseci ?
 Have you stayed outside the Republic of Croatia during the past 12 months?                  
☐ DA (Yes) ☐ NE (No)
Ako da, navedite državu, mjesto i duljinu boravka
 If yes, please specify the country, place and duration of stay
__________________________________________________________________________
2. Jeste li tijekom posljednjih 30 dana imali neki od navedenih znakova bolesti ?
 During the past 30 days, have you experienced any of the following symptoms?
	Simptomi   symptomes                                                                                                            DA(Yes)    NE(No)
	
	

	Povišena tjelesna temperatura Fever                                                                                                 ☐              ☐             
	
	

	Dugotrajan kašalj (dulje od 2 tjedna) Persistent cough (lasting more than 2 weeks)                        ☐             ☐                                    
	
	

	Otežano disanje Shortness of breath                                                                                                  ☐             ☐                                                                            
	
	

	Noćno znojenje Night sweats                                                                                                             ☐             ☐                                                                                                                                                                                                                               
	
	

	Neobjašnjiv gubitak tjelesne težine Unexplained weight loss                                                           ☐             ☐
	
	

	Krv u iskašljaju Coughing up blood                                                                                                   ☐             ☐
	
	

	Proljev ili povraćanje Diarrhoea or vomiting                                                                                    ☐             ☐
	
	

	Osip Skin rash                                                                                                                                    ☐             ☐
	
	

	Žutica Jaundice                                                                                                                                  ☐             ☐
	
	


Ako je odgovor "DA", navedite detalje  If your answer is YES, please provide details
___________________________________________________________________________
3. Jeste li tijekom posljednjih 30 dana bili hospitalizirani? 
Have you been hospitalized during the past 30 days?
☐ DA (Yes) ☐ NE (No)
Ako da, navedite mjesto, datum i razlog hospitalizacije If yes, please specify the hospital, date and reason for hospitalization
___________________________________________________________________________
4. Bolujete li od kroničnih bolesti? Do you suffer from chronic diseases? 
☐ DA (Yes) ☐ NE (No)
Ako je odgovor da, navedi If yes, please specify:
___________________________________________________________________________
5. Uzimate li lijekove? Do you take any medications ?
☐ DA (Yes) ☐ NE (No)
Ako da, navedite koje: If yes, please list them
___________________________________________________________________________
6. Imate li alergiju na lijekove, medicinske proizvode ili druge alergije?
Do you have any allergies to medications, medical products or any other allergies?
☐ DA (Yes) ☐ NE (No)
Ako je odgovor da, navedi If yes, please specify:
___________________________________________________________________________
7. Jeste li trenutno trudni? (ispunjavaju žene) Are you currently pregnant? (Women only)
☐ DA (Yes) ☐ NE (No) ☐ NE ZNAM (I don't know)
Ako je odgovor DA, u kojem tjednu trudnoće? If yes, please indicate the gestational week: 
_________________________________________________________________________

IZJAVA ISPITANIKA 
Declaration of the Applicant
Potvrđujem da sam razumio/la sva postavljena pitanja te da sam na njih odgovorio/la potpuno, točno i istinito. Svjestan/na sam da davanje netočnih ili nepotpunih podataka može utjecati na procjenu mog zdravstvenog stanja i daljnje postupanje tijekom zdravstvenog pregleda.
I confirm that I have understood all the questions in this questionnaire and that I have answered them completely, accurately and truthfully. I understand that providing false or incomplete information may affect the assessment of my health status and any further medical procedures.
Mjesto/Place: ___________________Datum/Date:__________________________________
Potpis ispitanika/Applicant's signature:____________________________________________

