


Wheezing

Persistent Cough

Coughing up blood





䘀愀洀椀氀礀 䠀椀猀琀漀爀礀㨀 刀攀氀愀琀椀漀渀猀栀椀瀀

䴀攀搀椀挀愀氀 倀爀漀戀氀攀洀猀 ⠀䤀氀氀渀攀猀猀攀猀⤀㨀

刀攀氀愀琀椀漀渀猀栀椀瀀

Patient Name: ________________________________  Date of Birth: _______________
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