Medical Questionnaire

Name/ 8 /i Date of birth/E=&EHH
Year/ & Month/B Day/E
Sex/t# [OMsie [CFemale (- Years old/&)
Address/ 1R
Tel/ emergeney contact/
BiEER SRR
Height/ & & o Weight/ = kg Temperature/ %8 °c

©How did you know about this clinic?/ SBE&CcmYELES?
DHntroduotmn(Famlly/ Friend)/ #&sr [INewspaper,advertisement/ #f% internet/ kvb [lneighborhood/ iE/F

OMedical depariments you would ke o vist./BEEhaBER
O Orthopedic surgery/ a3 DHnternal Medicine/ 9§ TiDermatology/ BHER

©Circle the place where you are experiencing the symptom.
/EROHLBAITOEFITTS,

©What symptoms do y@u have‘?/ EOEILERTTHY

Ste/EROHHEE __Symptoms/fER

: DOPain/ a4 Clinjury/ 1745
CINumbness/ LUHR / /
[1Other(s)/ Dt ( )

‘LIPain/ & Clinjury/ (+48 ¢
[INumbness/ LUH A
_DOther(siyzow( Sy

.Are VO, GF have you been, under ‘éhe care ofr’ a d@cm? im ﬂse pasﬁ
TR %LTL‘%%%., a~T_I%@%{-.;éﬁt'cmf;&_kii%"vjﬁif@"?’

1 No/ L\L\x s Yes/ Iil,\

DCancer/ 5 DHeart disease/ :ufﬁa‘?ﬁ* E]Bram dtsease/ Ewd"ﬁ% EiL:ver dlsease/ Hﬂ%ﬁ‘%
OKidney disease/ Big#ESR [llung disease/ s UlProstate disease/ BIXIlnES
[IDiabetes/ #iHm [High blood pressure/ BfiFE [Hvperlividemia/ EigMnEE

OGout/ A ORheumatoids Yry<wF [Asthma/ BB Arrhythmia/ FEIE

~ OGlaucoma/ @ Cl0ther/ / &0 ( )
.H&va vou ever had sny aﬁrgew‘?/ %%t%iﬁm&ﬂ%@%‘?ﬁw
O Mo/ LMz
Ll Yes/ 5Ly Approximately: _ vear/#&E __ month/ A {type of surgery/ FHia: )

©Are you using 2 pacemaker?/ R—RA—H—ZEHLTLETM?
N YARAY§ 3 Yes/ I&Ly

©Are you currently taking any medications?/ BERATNBEZHYETTN?
1 No/ LMz
[ Yes/ Iy {Mame of medications/ ZED &R )
+Show us vour medication or a medicine pockstbook./ B, ILIEBEFEEB > TORIE R TESL,

©Are vou allergic to any foods or medications?/ BOBEAWTFLLE—HBTETH?
1 No/ Lz -

0 Yes/ kv — ¢ [IMedication/ &  {(Name of medications/ BOEH: )

i+ LFood/ g4 (

_ [O0thers 2ot

©ls there a possibility that you are pregnant?/ SELTWET . E-20THERBYETH?
CINo/ tvrz  BI do not know/ oty [OYes/ v —  _ months pregnant/ v J

©Are vou breastfeeding?/ BY hodh?
C1 Mo/ Ling [3 Yes/ i3in

L ]




