Medical Questionnaire B2 E Date =#H : Y4E IMB /DH
Name K% Date of Birth &£ 8 H Y M /D
Age i Sex #5 : OMale® [Female%
Address {EFh Tel EFEES Home BHE
Mobile # &
Height HBE& ( ) cm Weight {82 ( ) Kg
1. Symptoms HKICEET SEEIR
[(OPaim S{&RDEH (Where FBAI - [JStiffness &AM & D (Where ZR1iL : )
[JEdema #©< & (Where EBfI : Cltch D kpdA (where BBAZ )
[JRash %% (Where R : ) [ISwelling BEtv  (Where 2B : )
[(JChest Pain f&j& [JAngina Pectoris iDL $HDIF 515
[(JPalpitarions EZE [JShoulder stiffness/pain < D - & D@ H
[IDizziness fc 5 < 5 & (ILethargy B&EH 250N
[JOther Z= Dt ( )
2. From when have you this symptoms? WDMN5S ZDFERMH D XTI H?
( )
3. We ask your medical history. Choose following illnesses if you have had before.
BAEEICOWTBEZLERT, INETICHD 2 LIWR[ITUTICB TEERZ2H DB NIETBATL LI,
[JTuberculosis #&#%  [Stroke BxZ~ [JHeart disease /0\Efm ~ [1Diabetes #EFRIR
[(JCancer H'A [CJKidney disease &% (JHypertension &IME  [CLiver disease AFfigjm
[JSurgery 1ifif( )  [JOther Z0ftt ( )
[INo, | have not had any iliness written above. W NDETH R o Tc T EIFHRLN,
4 . Are you currently attending other hospital? IRTE. BFELTWEITHM?
[1Yes(Hospital: ) [INo
5. Do you take any medication? TEHIRIICERATWBRENH D XTI H?
[1Yes( ) [INo
©6. Have you ever had any allergic reactions to drugs or injections?
EPERTILILF—RIGZERI LI ENBDERIM?
[1Yes( ) [INo
7. Currently do you smoke cigarettes? IREY/NOZFRWVWERTH?
[JYes. | smoke ( ) cigarette (s) a day. [INo
8. Do you drink alcohol? &BEZ AR T H ?
[1Yes (To 8-1) [ INo(To 9)
8-1. How much doyoudrinkaday? —HICENSSWERRAXITH?
( )

9. What is your emergency contact details? 2R DEFEILIFMAI TITH ?

Relationships #:& (

)

Tel (

10. A question for woman. ZIED ANDEM T,

Pregnant #F#x ([(JYes [No)

Thank you very much

Menstrual B#& (M

/D )

Menopause FEA#F(Age

)



持田妙子
受診日

持田妙子

持田妙子
受診日


