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A. Lifestyle and Habit. (Shas1aielr 31X 31ed) :

1.

Can you describe your typical daily routine, including waking and sleeping times? (39T

AT feaTorar ar §, o 3aa 3R @1 &1 Io anfAa §2)

What are your regular activities throughout the day?(fe=TsR 3t fafaa sifafafear
FATR?)

Do you engage in regular physical exercise or activities?(FaT 319 HIAT RIS
SIIITH AT ATATa e 7 enfAer §2)

What types of exercise do you enjoy, and how frequently do you participate?(3Tdeh!
PiA-leTH SIATH TG &, R 3T fohdsil IR HET o 872)

Do you smoke or use tobacco products?(FT 3T FHIRT AT el IUANT Fc 82)



6. How often do you consume alcohol, and in what quantities? (31T RTS fahcsir IR 3R
foraett AT 7 dia §72)

7. How do you typically cope with stress or challenging situations?(37T9 & T ﬂﬂ’k—ﬂ'ﬂ?‘f
Tl &1 TrFaT F7 AT §72)

8. Are there specific stressors in your life that you would like to discuss?(3aT 3T SiideT &
IS VA ] § foles 3T Tl et arger?)

9. What do you enjoy doing in your free time? (31T @Tell TAT H FIT AT THG I 67)

10. Are there hobbies or activities that bring you a sense of fulfillment or relaxation?(saT g o

giten T arffaferar St 3imdent FfSe AT 3TRTH T AT &t §72)



11. Describe your social life. How often do you spend time with friends or family?(379e

AT St &r afoTd S| 319 &7 a1 IRaR & Ty fhde= IR G5 f9drd §2)

12. Are there any social factors that you believe will impact your health?(FaT & o AT
Hh AT HTTeh TAELT I 318 H Gl 872)

13. How much time do you spend on electronic devices or screens each day? (39 9fdfcel

SoFeiToleh 30N AT Thiall W ol THT T §72)

14. Do you notice any effects on your well-being related to screen time?(FT 39 ThieT
Y YT ol ST IS T QT 87?)

B. Environmental Factor( SR ERRIES) Ih):

1. Can you describe your living space? Is it urban or rural? Apartment or house?(sFT 319

3791 37TATH T [Aa0T T vl &2 AT T AT AT ATHIUT &2 3TUTICHET IT ER?)



2. Are there any factors in your home environment that you think might influence your

health?(FRT 3T9e BXe] JATARUT H IS HRE § Sl 3T FAELY &l THTTIT T Hebel 87)

3. What is your occupation, and what does your work environment look like?(31T9ahT

SATTTTT T &, 31 3119k 1 &7 9ATaRoT Far 87?)

4. Are there any specific exposures or stressors related to your job?(FT 379 HIH &
TR hrs TAfAIse Jewor a1 darg §?)

5. Are you exposed to any environmental toxins or pollutants in your daily life?(sFT 39

379 foteh Sitdet # TATeRoNg faSTug3it AT Yeuent & €U # §72)

6. Do you have concerns about air or water quality in your surroundings?(3T 3T 3791
3TTH-UTH o HTGIeT shT §aT IT UTeil T 0T & IR # T g?)



7. Are you aware of any allergies you may have, whether to foods, plants, animals, or other

substances? (T 39T FIS Telail &, dTe a8 BN, THeiT, JTTaRT AT 3T Terf ST g17?)

8. Have you experienced any allergic reactions in the past? (3T 39 S & ThaT Tersieh
Sfafshar sl FgEH fonar §7)

9. Have you traveled recently, especially to different geographical locations or

climates?(FaT 3T9=1 gTeT &1 H AT T &, W fafdesT spanferen Tu1et a1 STorary #472)

10. Did you notice any changes in your health during or after travel?(FIT A9 IATAT & GRTA

T §1¢, F 3o TAELT H s IRAT Ale fhar?)

11. How often do you engage in outdoor activities?(37T9 3T3eaR Ifafaferdt & fhder a1k T
qd §?)



12.

13.

14.

15.

16.

17.

Are there specific outdoor environments or activities that you find particularly beneficial
or challenging?(&FaT T HIg faY 3MM3esR gATaRor a1 afafafear & S 3maes forw faey
TR AT FoAtcTqoT §72)

Describe your sleep environment. Is it quiet, dark, and comfortable?(3T9eY e & 3TEITH
T qUTeT Y | FAT Tg AT, HERT 3R Fe §7?)

Are there any factors in your bedroom that may affect your sleep quality?(3T 319
SSEH & UTH IS HRUTE i IT9h iic hl 0T bl FHTTI T Hehel 87)

Do you have any pets at home? How do you feel around animals?(FaT 379 &R & IS
qTeTc] STTeTe 872 37T SITeTaRT & |1 H8 HFHH lc 67)

Are you aware of any pet allergies you may have?(3RT 3Tqeh! THY &g UTelc] STTeTari ¥
ToTail § oIt 3TTYeh! IdT §72)

How much time do you spend in natural sunlight?(3T YTehfcieh & Sehrer 7 ferctelt T
forama €72)



18. Do you notice any effects on your mood or well-being based on sunlight exposure?(sFr

39T FA Th12T & T H Glot TR 370 73 AT HATSAT T IS THTT ST 87?)

C. Thirst (<I1H):

1.

How often do you experience feelings of thirst throughout the day? (39 e AaE &
HIGTY fehclall IR HEHH I 87)

When you feel thirsty, how strong is the sensation? Mild, moderate, or intense?(Ss

TIhY ST ST &, A a8 3G Thclell HETH, ATETH, IT AT 81T §7?)

Do you prefer cold or warm beverages when you are thirsty?(STe 39! I 31T g, ar
T 319 33T AT IRH U IS, Fld £7)

Are there specific times of the day or night when you tend to feel more thirsty? (a1

feater ar afY & fonddlY fadw Ta IR 31T9h! STET ST Ty £72)

Does your thirst increase or decrease around meal times?(FIT 39T TATH HISTT &
3THYITH §6dl § a7 gedr 87)

Do you experience thirst immediately after eating certain types of foods? (T 319 fh&r
I YR & Wie ofel & §Te i UH HGHH Hd 67)

Are there particular beverages that you crave when you are thirsty?(sa1 g ag grea EGd
319 STe I gl &, A @iel Aigd 872)



8. Do you sip water continuously throughout the day, or do you tend to drink larger amounts
at once?(aFT 39 GAIR & fAafaa & & arelt o §, 1 379 Ueh IR & 31189 AT & dia
£€?)

9. Does the weather, such as hot or dry conditions, influence your thirst?(sFar Alga, S fr
IRA AT G FEATAAT, HTIhT AT R THT STecll 572)

10. How does physical activity or exercise affect your thirst levels? (IR arfafafer ar
SITITH T TATH I hd THTTAT T 87)

11. Have you noticed any recent changes in your patterns of thirst?(FaT 3T9e 319sT TITH &
Aot 7 g1l &1 # FIS IRadT @1 8?)

12. Do you experience changes in thirst based on your emotional state or stress levels? (T
3T 31T HTTATcH [EAT AT FATd TR & HTUR W A H IRl AGHH Fd 67?)

D. A ite( 3):

1. Do you have set meal times, or do you eat irregularly throughout the day? (T 319 91&
Afaa HisTeT &1 TF T §, 1 7471 A9 fGToR Jaaf@a §7 @ @A 87)

2. How often do you feel hungry in a typical day? (39 Ueh €AY &t # fehcell a) 1@
HEqH Fd £7)



10.

11.

How is your appetite in the morning? Do you usually have breakfast?(qsg =hr ST ST
&2 T 39 AT AT HId 67)

Does your appetite change in the evening compared to other times of the day? (23 &

HHY 9T @ AR & 31 FHGT 1 Jofal1 & Hll giehl £?)

Have you noticed any recent changes in your overall appetite?(FaT 3T9e1 gTel & & 39T
Fiel @ H FIs TR Ale T §7)

Are there particular foods you often crave or find appealing?(wﬁ‘agmﬁ—gr’ 39
AT T8 & IT Y T §72)

Do you have strong dislikes or aversions to certain foods? (T 3qehT fordly @eT &
AHI & AT 3HA GO §?)

How does your emotional state affect your appetite? Do you eat more or less during
times of stress or sadness? (3TUh! HTdeATcH FEATT TTHT 3@ T HH THT STerclr 72
FIT 3T JATT AT 3GIET o AT AT IT HA W 67)

Are your meals typically large, small, or moderate in size? (ST 39 HioTel ATHI: &3,
OIC ITALTHA A 67)

Do you experience increased thirst before or after meals?(FT 3T HioTed & Ugel AT &1G &
e AT HEHH I 67)



12. Have you noticed any significant changes in your weight recently? (T 379« &TeT &1 7
3 Fofel H IS FeATGGH TR AlC [T §7?)

13. Are there any digestive symptoms such as bloating, gas, or indigestion related to your

meals?(FAT 3T 1oTel § HATAT IS TTfeteh F&TT &, o1 T Hored, I, AT UT Feret?)

E. Perspiration

1. How much do you perspire on an average day? Is it minimal, moderate, or

excessive?(3NAd &t # 3T Fohdel THaT SgTd 872 AT TG T, HLAH AT AT §7?)

2. Which parts of your body tend to perspire the most? Are there specific areas wh.ere you
rarely perspire?(3Tdeh R & hleT-ahlet F B FoA SATET THIAT X &2 F91 T8l $O
T &1 § T8 31T9eh! AT GEIAT sTaT 3TT?)

3. Are there particular situations, activities, or emotional states that trigger increased
perspiration?(aFaT ¥Y faQy aRfufan, srfafafer, ar saarcas fufaar & s 31w
THAT 3cToed XA 87)

4. Does your perspiration have a distinct odor? If so, how would you describe it? (T 39T

AT T TILAY 378y §2 U7 8T, o 3T 5H H JuId Hiar?)
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5. How does your perspiration change with different temperatures or weather

conditions? (3T THIAT TAfe argaTe a1 Hige $r FFufat & arer H& sgadr g?)

6. Do you experience excessive perspiration, especially during sleep? If so, how often?(sFar

3719 §TeITd & Jeolel & hRUT 378 =TT hid &, [FAvet ig & eluer? var g, ar forasir
IR?)

7. Does your perspiration cause staining or discoloration of your clothing?(&aT 3TTdeRT T&IAT
39ek Ut Sl T AT AT T 1T 82)

8. Have you noticed any recent changes in your patterns of perspiration?(FaT 3Tqe1 &l &1
H 3197 g & 377e H 15 IRadd e fFar §?)

9. Does an increase in perspiration correlate with an increase in thirst? (a1 9HT=T & a;qft\r

CIT T ge i § Hefd 87)

10. Do you notice changes in perspiration related to your emotional state, such as stress or
anxiety? (T 319 37911 HTa=TTcHs Eufa, S o darg ar Rian, & g gl & gRade
HEHH I 87)

11. How does your skin feel after perspiring? Is there any stickiness or discomfort? (It &

ITE 3TIhY caam Shall STy §2 T 98T s RIRuTge a1 3/afgsedr §7?)

F. Menstrual history (for females) [F1f8% sfagr (AfRamsil & fom)]:

11



How regular is your menstrual cycle? Do you experience any variations in the timing?

(31T9eh AT =I5k feohclal TATAT 872 T 3MTeh! HHT 7 1S TaTeleT HGHH BT 87)

. How many days does your menstrual period typically last?(3Tae A1 &eT 6 e
3af FAT8?)

Can you describe the flow of your menstrual blood? Is it light, moderate, or heavy? (33T

| 319 3191 AT T o TaTg i TdaI0T X Tehdll 62 FAT Tg godhl, ALTH T ART 872)

. Do you experience any pain or discomfort during menstruation? If so, how would you
describe it?(F/T 39T AT &3 & SRIeT g && AT IrATESCar HgHH il &2 TaT gl dr
319 38 ¥ JUIA A7)

. Have you noticed any clots in your menstrual blood? (a1 3T9et 379 AT I&d H fohalT
93 TS H W1 8?)

Do you experience any emotional changes or mood swings before or during your

menstrual period?(FFIT 39 Y= ATTAS Tk § Tgel AT AT fohdl [AAY @Wied &1 3Tt a1
AT Fr87?)

. Are there specific food cravings or aversions associated with your menstrual cycle?(sFar

3TYF ATTHS Tk & AT DI TAAY HITATT IT 3AR-TSIT &)
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8. Are there any other symptoms or changes you observe during your menstrual period,
such as headaches, bloating, or skin issues?(wmﬁmﬁﬂma’m?rm ot 3=
o707 1 aRadeT & T &, o1 foh e, sanfear, It caar gaeam?)

9. Have there been any recent changes in your menstrual history?(FT 379 AT Sidgrd
# gTeT €1 # g IR g3 §7)

10. At what age did you first start menstruating?(3Tdel A& €& & 8ot T fehar 3 & S@m
ar?)

11. If applicable, have you noticed any changes in your menstrual cycle since using
contraception?(Jfe IUIF &Y, A FIT T IR FT 3YTNT et F §1¢ 3Ty ATTAR
T 3 S TRE Z@8?)

12. Have you been diagnosed with any menstrual disorders, such as PCOS or

endometriosis?(FT 3Taeh! fohdT ATAS AR, S8 o PCOS 1 TSIACTAAH, &1 AT R
L)

G. Urine (H9):

1. How often do you urinate in a typical day?(Teh TTHT T & 3T fohdeil IR T2 it
8?)
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Do you feel a sense of urgency or pressure when you need to urinate?(ST& 37T9eh! 9ITe

| T T TIIHAT Bl &, AY FIAT 3TIH TcURAT IT ST T HTG=T it &)

. Can you describe the color of your urine? Is it pale, dark, or have you noticed any
changes?(F3T 319 379 9T & 3T T gUT X Tehcl &2 FIT I§ §odhl, IET &, AT FAT
39T H1S IRadT @ §?)

Does your urine have any distinct odor? If so, how would you describe it? (3T 39

| alT T TS TR 37T &7 U Y, oY 37T S 3 quier )

Do you notice variations in the volume of urine you pass? (3T 3193 YITd T ATHT H

' ofvade RS 3T )

. Have you experienced any pain or discomfort during urination?(aT 3Tqe U2 It
FHY fordT ot TehR T &¢ AT JrafRsedr Hedqd &1 §7)

. Have you noticed any recent changes in your patterns of urination? (T 39T 379e U2
el o cIoh # gTel &1 H SIS Jeolld ST 87?)

Does an increase or decrease in thirst correlate with changes in your urine output?(sFar

o 3 ST 3 O T 3 hToreY # S GRadeT giel §7)
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9. Do you experience any involuntary loss of urine, especially when coughing, sneezing, or
|aughmg'>(a—'mmmﬁa:aﬁ GrHe GiHT, Sierc T EHT & GNIT, F{F T 3eTdiied

foYepTeTet T 3731 31T §7)

10. Have you ever felt a burning sensation during or after urination? (a1 3=t HafT e
I T §1G H SToleT T AT ThaT §7?)

H. Stool (2it=r):
1. How often do you have bowel movements in a typical day or week?Can you describe the
consistency of your stool? Is it loose, formed, hard, or watery?(Teh AT &t IT TTATE
# 3 fohaer S et Ta T 3TaeTRar gidY §72 T 39 319 T it Uy &1 gvie
HT ool &2 FIT Jg Glell, I, HideT IT Ul STET §7)

2. What is the usual color of your stool? Have you noticed any changes?(3TTaehr it dhr
ATHTT 13T AT &2 &7 3797 e GRadeT S@r £7?)

3. Does your stool have any distinct odor? If so, how would you describe it? (3T 3T9ehr eiter
ST g fQw ey §2 WA § o 3179 38 el quid hir?)

4. Have you noticed any changes in the size or caliber of your stool?(aaT 3T9eY 319eT it=r Hr
3T AT 0Tl H IS TGolld S@T 8?)
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5. Does the frequency of bowel movements relate to your meal times?(sTater H@ﬁt}f Fr
T T AT 3Tk ATl HHT & Ha §?)

6. Have you experienced any pain, discomfort, or straining during bowel movements?(s1

39 Qe Y WA &8, IATESed, AT delid HgHH fhar 8?)

7. Have you observed any blood in your stool? If so, is it bright red or dark in color?(sFar

39T 3791 2iter & 3RS I&Fd 3 ofTeT IT el T SWT §72)

8. Have you noticed any mucus in your stool (3T 31TdeT 319e1 it #H SIS Hendl FoTT §7)

9. Have you experienced any recent changes in your stool patterns? (T 3T9et &TeT &1 &
YT QT Yol 7 IS Taelld HeHH AT 87)

. Sleep (Hie):

1. Can you describe your typical bedtime routine? What time do you usually go to bed? (T

31T 3YAT TTATT oY I FET AT fAGR0T I Tehd &2 3T TTAIT: 7T T77 AT £2)
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. How many hours of sleep do you usually get per night? (3T I H AT fohdet ¢
| §7?)

. Would you describe your sleep as restful and rejuvenating, or do you wake up feeling
tired ?(FF3T T =AY ofie; T AMACR 3R TeASHIAT HYe ATl e, IT AT T 2k §T
HAEHH Bl 87)

. Do you have any difficulty falling asleep? If so, can you identify any specific factors
contributing to this? (T 3TTeR! siE 31T F IS HiSATS §2 VAT &, AT STH IR Flat arel
Rt TaAY FRPT T TgdTeT Tohdl 6 7)

. Do you wake up in the middle of the night? If yes, is there a particular time you
commonly experience this? (T 3T T & §1T H 35 &2 8T, dT FIT 319 30 AT
e THT HggH A 87)

Do you tend to wake up earlier than desired? If so, what time do you usually wake
up?(FIT 3T 3TOT ¢ o 3T sTood FHT A Ugel 382 VAT §, df 39 IrA=ad: fha aag
354 8?)

. Do you have a preferred sleep position? Does it change during the night? (T 3Tgehr
qHcIer sig $r Fufa g2 ag afF & g sgerar g #a17?)

17



8. Is your sleep environment comfortable, quiet, and conducive to rest?(sT 3T i &
ATATER T ! GG, 2Niel, 3R TAATHIS AT ST Fehell §72)

9. Do you take naps during the day? If yes, how long and how often?(sFaT 37 fe=Ter & ie;
A £2 &f, ar frde @& dep 3R fvcrstr aX?)

. Dream

1. How often do you recall having dreams during the night?TT & 319 fohdell SR Tt
TAROT X 87)

2. Would you describe your dreams as vivid or faint?(sT 31T 3791 T ot afaer ar #g
FeI?)

3. Are there any recurring themes or patterns in your dreams?(&T 319 HY=1T 3 h1s 3T
7 Yot §7)

4. How would you characterize the emotional tone of your dreams? Are they usually
pleasant, anxious, or disturbing? (3T 39eT AUl T #TaATcHb &t T el FRATIT HYaT?
T d AATI: 3TTeieve, 3cgh, AT Rt gld 87?)
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. Do you experience nightmares or particularly distressing dreams? (T 39! 3ITdeT et
1 AT T F dhelitheg T 37T &7)

Have you identified any specific triggers or factors that seem to influence the content of

| your dreams?(FIT 3] 3oT TG oh ATHIT GT JHTT STelet dTel fohd! TAAY FHReT AT HIROT
T ggaTe T 8?)

Do certain individuals or types of characters frequently appear in your dreams? (a1 &

| Taferse SFTFAAT AT ThR & 9T 31T9h AIAT H 3FAR The 8l 67)

. Have you ever experienced lucid dreaming, where you are aware that you are
dreaming?(eFT 39 3T TACALTOE 37eTeTa o &, STl JHTThT TG I GIcll © Toh 3T T
T W E?)

. How well do you typically remember your dreams upon waking?(3T9 STATId; T
THROT et H fohdelr &t g1 82)
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10. Do you notice any patterns in the timing of your dreams, such as occurring more often in
the early morning?(sFaT 3Tdeh HY=AT T 37afer & hig Yot gIaT 8, S foh d AT gag
I 31T8H gl 82)

11. Do your dreams have any noticeable impact on your mood or thoughts during the

day?(FRT 3Tk TU=AT &1 TEAHR F 319 H{3 A7 TR W HIS 1 giell 82)

12. Have you observed any recent changes in the nature or frequency of your dreams? (a1

3TOeY 39Y {YAT hT FFTE AT I 7 gt & 7 1S aRader qar g?)

K. Craving (ST&I):

1. Are there particular foods that you frequently crave?(FaT $& V& Tl ety § foerehT 3ma
HTHAR 9T 30T aXd 87?)

2. Do you notice any patterns in the timing of your cravings, such as specific times of day

or in relation to meals?(aFT 31T9 3= 3T&T H IS TAT & FefOd deT @ &, A F
feeTert & forelt faferse @oa a1 e & @afae)
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3. Do your cravings lean towards any specific taste preferences? (3T 3Tqehl SToT fohar
ferery TaEaTe #r IR @R gl 2)

4. How strong are your cravings when they occur?(ST& @ gIdiT &, df 3TT9ehr STaT fohdelr
HSTCT Il 87)

5. Are there specific foods you crave that you may avoid due to dietary restrictions or
preferences (s $ TW1ed gerd § foieg 319 5T0T HXd &, offehed 31T eI Ufaedr a1
UG o HRUT AT 872)

6. Have you observed any recent changes in the types or frequency of your cravings?(sF1

3T ST T g AT 3afy 7 g1er & 7 IS aRad= S@r 8?)

L. Aversion (37=1%fd):

1. Are there particular foods that you consistently dislike or avoid?(FT F& T8 Wi Yerd §
oo 319 FEeRar & A9 e & I1 BIsd £7)
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How strong are your aversions when you encounter or think about certain foods?(3T9

| U W YeTdi & HIH 37 AT Hi<el TR Fohclel Aol 3rATese 81d 87?)

. Are there specific textures or smells that you find particularly aversive in foods?(aT o

TaY SA1ad ar arer § i 319 Wiy gerdi H fIAwdr ¥ 3rafgse ad §?)

Have your aversions developed as a result of past negative experiences with certain

| foods?(sFaT 3Taeht ATorafer fanelt faQy Wier uere & |ry Fer JiRIeTolt & aRumHEawT
T E?)

Have you noticed any recent changes in your aversions or dislikes? (3T 3T9s Tl && &

3Tl AT AT AR I aRadeT S 37)

. Are there foods you avoid due to dietary restrictions, allergies, or ethical reasons?(sFar

W Wieg verd § Sie 319 3mgTRes ufaesl, versiier, a1 Afdes R & camerd £7)
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M. Thermal preference (dT9HT JHE):

1.

Are you generally more sensitive to hot or cold temperatures?(sFT 39 ATHTEIT: IRH AT
&S dTIHTAT & Uier 31T HdgaTeiier 87)

Do you find comfort in warmth, or do you prefer cooler environments? (T 319 IT#HT 3

U FEHH X &, I FAT 31T A cTehTelleT ATATEROT FT 3HTh T8 R 67?)

How do you typically dress in different seasons? Are you more likely to wear layers or
light clothing?(3TTT faffiesT FI31T H ATATI: HE TgeTdl &2 AT 3T TR TR arel IT
godh 9ET Ugelal o J&TITAT 872)

Do you often feel the need for additional heating or cooling in your living or working
environment? (T 31T 3191 AT IT T H 3faRed 3t a1 33 ¥ 3maegeran
HEHH A 87)

How does your body react to sudden changes in weather or temperature?(FH&e ar

dT9HTeT & 37dTeTeh IRAde! I 3TIeRT IR S FTAThaT aXdT 87?)

Do you prefer hot or cold beverages? How do your body and mood respond to

them (T 31T 31 AT &3 U TG It 82 3T RN 3R 73 3o TN H8 wiafehar i £2)
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7. Do you experience discomfort or symptoms (like headaches or fatigue) in extreme
temperatures?(FT 31T e Teeh ATIATAT H AT 53 ATTHATAT H IGIALT IT F&T0T (S8 T
e a1 >ehreT) HgHH FA 87)

8. How do you prefer the room temperature when you sleep? Warmer or cooler? (319 Sid

I &, A HHAR T JATIHTT IR ITHT IS, &2 IR AT 3377?)

9. How does your body respond to exposure to sunlight or direct sunlight?(3T9eT qRIX q:ér
fanott 2 Al e & 9y har gfcfshar shiar 87)

Mark the part of body where you have issue (2R & 37 &0 & RIFad & S8 39t

ABDOMINOPELVIC
REGIONS 0-12

gergrm

ight upper
Eggastnum
Left upper
Left flank
Left lower
Pelvis
Right lower
Rigth flank

Upper jejunum
Lower jejunum
Upper ileum
Lower ileum

N0 ANONRWNSO

wh b b

24



0

¥ 3

(o
-

N\

R

N

N

N\
\

N

Parietal Bone
Frontal Bone

Sphenoid Bone

Temporal Bone Ethmoid Bone

> Nasal Bone

Zygomatic Bone

Occipital Bone Maxilla

Mandible

SKULL DIAGRAM WITH LABELS




