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PART ONE:

NG B
PATIENT INFORMATION

224615 KL General Information

o ON Lk i Y I NS B N7 C2E 5 TR RS2

Patient Record Number

Did the parent/guardian sign the Guardian Consent form? Yes

Oz O

(KR BEA NS S A FERZEHTT)
No
Please proceed only if VES

* ik SHUIEZ % KSR R / /
Surname/Last Name Middle Name Given name/First Name (I H/%F)

Date of Birth (dd/mn/yyyy)
o 0% Ok OAEE | Fk OmFt A OafA  OBA OfFesE2 AN OfE
Gender (0 Male [ Female [ | Race MAsian  [Caucasian (white) OAfrican (black)  CNative
Unknown American  [JOther
Houik: BU/K /ST b
Street Address Town / Village / City Province
Hx HS Zh LT 5 EIRARTEWERERY? O O DOARME
Country Zip/Postal Telephone Is the patient sponsored by Smile Train? Yes No
China code Unknown
L SR (RIRE R IV AR RS B K BEBEA4 R - Hx

CCF Name of the Hospital

Name of the Partner/Organization

Country China

LB/ Wi A5 B Parent/Guardian Information

Ktk SIS %
Surname/Last name Middle initial Given name/First name
5 % AK X R O k% WE'%SS OfHA B} mhwE Ol &k
O O 4k MBI/ O K OXeE
Relationship with patient Mother  Father Grandparent  Brother Sister
Aunt Uncle Cousin Friend Other
WNE L AP IRE T RS 42 OzEHLY Okeki/ B I [ S A
mIPSESE ORI A Ol
How did the patient hear about The Smile Train? Charity Organization Hospital/physicians
Newspaper and TV Internet
Friend and relatives Other
FEESR ¥ Family History
Z M A OIS ZAR I AR EH I RAE? O % OfF  OAf%mE
Length of pregnancy: months Don’ t Know | Did the mother have complications during pregnancy?
Yes No Don’ t know




ARHBETREFHEE? 02 OAGIE

Were there any complications during birth?

o ZERARRRTRM? O 2 O OA%NE

Did the mother smoke during pregnancy?

Yes No Don’ t know Yes No Don’ t know
FA PR R R T BT ? O O O %niE
Did the mother consume alcohol during pregnancy? Yes No Don’ t Know
NI SCEER/ BT SR R R E B B, PR AER M B/ R 0% OfF OA4%E

Do any of the patient’ s parents and/or siblings brothers/ sisters have a cleft lip, cleft palate, or cleft

involving the face? Yes No Don’ t Know

RAMEEFRE R, SUHAHELE) REFER, EANAEENE/ B 0% OfF OAwE
Do any other relatives (cousins, aunts, uncles, grandparents) have a cleft 1ip, cleft palate, or cleft involving
the face? No

Yes Don’ t Know

FARAETiZ K Diagnosis

mAS®
Patient Height

wON A E
Patient Weight

WA EWHT R~ RTIEME/BRFA? 0% 0Of

Did the Patient have 1lip or palate surgery before this evaluation?

Yes No

WRE, FEERETAKE

If yes, pick type of surgery the Patient had

OERFAR

ORIEATA
Cleft Palate Surgery

SITETESN
Cleft Lip Surgery
Cleft Lip and Palate Surgery

LW CGEHLF B RS T A 2R AR BT

Diagnosis (Description of Lip and Palate at birth or before and surgeries)

E i Hia wiEE i Hia
Lip Patient’ s left Patient’ s Right Alveolus Patient’s left Patient’ s Right
KERFER 1-E O O O ABEREL 1-EF O O
Type of Cleft Lip Not Cleft Type or Cleft Lip Not Cleft
2- w0 O 2- w4 0 O
Complete Complete
AEae® O O a0 O
Incomplete Incomplete
3 ysul Hi B
Hard palate Patient’s Left Patient’s Right Soft palate
*ERER - A #H O 0 KERER - A # O
Type of Cleft Palate Not Cleft Type of Cleft Palate Not Cleft
2- e 0O O 2- e 0O
Complete Complete cleft
3-AsEaRO O AEaeit O
Incomplete Incomplete
AR O O AN O
Submucous Submucous




WAE LEL TR R T2 Ot iy OAGnE

Are there additional craniofacial deformities? Yes No Don’ t Know
MAERT — KBRS EFREREH EEIREAL? O O OARG0E

Does this patient have velopharyngeal insufficiency following prior cleft palate repair? Yes No Don’ t Know

WWNFELA T TR B R WTE? (5L 4577 738 M 92 7)

Does this patient have abnormalities in any of the following areas? (check all that may apply)

LRE O O BT O£ OF FHRAWE 0206 | KEODL OF REBRZ O OfF
Heart Yes No Nose Yes No Fingers or toes Yes No | Skull Yes No Retarded Growth Yes No
WRARSL Ok Of | B4 Ox Of B O O FBEROL OfF
Urinary system Yes No | Ears Yes No Skin Yes No Mandible Yes No
HREF O O FRMME 02 OF | Fk 0% OF B Of Of A O£ O
Eyes Yes No Limbs (arms/legs) Yes No | Tongue Yes No Speech Yes No Mental Retardation Yes No
U §d O o OAJnE GEELE LUK
Does the Patient have allergies? Yes No Don’ t Know Medication allergies
et HiFs e RE R
Other allergies Other Health Problems
b ¢ EIN ERANRSEG Oa=T/HENR OFJIEA HR IR / /
Name of Evaluator Ot OHe (11//1/%)
Title of Evaluator Date or Evaluation
Clerk Surgeon (dd/mm/yyyy )
Nurse Other




FEH4y: FARIER Part two:Intervention Information

WANBE HH / / FARBH / / Hi B H 39 / /
(H/ /) (H/11/%) (H/1/%)
Date of admission (dd/mm/yyyy) | Date of Surgical treatment: (dd/mm/yyyy) Date of Discharge (dd/mm/yyyy)
* ETIEEH S e BRI T 2242 BT O04&% OR%
Name of the Surgeon Name of the Anesthesiologist Anesthesia Method General
Local

Kk FARIT 1k gt # 27ad )
Type of Operation (check all surgical procedures that were conducted at the time of this hospitalization)
O XS 2/ S 20 1 (e i e 42) O RN s / 52007 1E. (S8 42 Bl AN 58 42)

Primary Lip/ Nose Unilateral Repair (partial or complete) Primary Lip / Nose Bilateral Repair (partial

or complete)

O B RS2 IE 28 X2 IE (FWE BB )
Primary Cleft Palate Repair Secondary Cleft Palate (Velopharyngeal) Repair
O &/ & PR IE O AN
Lip/Nose Revision Fistula Repair
OB BHEE ST fE R O
Alveolar Bone Graft Other:
*F R R 2R Ojiee et OF = flk OHe
Type of Repairs Unilateral Lip Rotation—-Advancement Variant Triangular Variant  Others
X EH OHZ&%ABE OMTERE I A Oy
Bilateral Lip Straight Line Forked Flap Others
3 O2KFR O WEHEFA OXw
Palate Langenbeck Variant Pushback Variant Others
FARIETRER HIEE, ZHIRASET BN W T 15 EFH T FARGE O O
Were there any complications, injury, or patient mortality? Yes No

If no, please go directly to Additional Comments on Intervention Below

TFREGRETERRNIET EGFROBEHTERIEW? 21877, 157 LR GHAIR 52 BV Okt o
If yes, did these complications result in patient death or serious physical or psychological injury to the
patient? Yes No

If yes, Please complete the Event Report Form(Part Four)

WMREA, EEFHRIERFE mE OO IR i) ¢ O 2T OIS 933t f
O3 OHERFRE OAHERE IR
If no, please indicate type of complication
Blood transfusion Breathing problems Dehiscence Delayed oral feeding
Fistula Return to OR Unsightly Scar

LEFARFER:

Additional Comments On Intervention (Optional):



FE=5a: &R
PART THREE: RESULTS
i N Photographic Information

AR A ANEBA ARrA Gk LA, FHHA) RIEHEF Gk L, #5EB75L)
Pre-Frontal Post-Frontal Pre—Worm's Eye/ Interior/ Nasal Post—operative photo (Worm's

Eye View/Interior/ Nasal Bas

AR A (DT AJE A (D) AT A (OHEA) AERA (OHR R, DO

3% NER)
Pre-Intra—Oral Post — Intra—Oral Pre—Cleft Side Lateral Post — Cleft Side Lateral
RJER A (EM/M%)

Post— Frontal/ Smiling




