MEDICAL Questionnaire

From the questions below, check your answer and please write in details.

Name K4 : Age £ :
Sex %A : (M [/ F ) Smoking B4 : ( Yes / No)
Dominant hand #|/ZF : ( Right handed / Left handed )

Occupation Bz :
X Please circle the applicable items below. FRIcHTEEZHDAHHIE. OH L IFHBALTLIEEL,
Office work ¥zx47—4 [ Sales #% / Standing work izs#% /Hard labor €31 / Housewife *i& /
Unemployed #£8 / Student %4

1. About your symptoms. BEDERIZOVTEEAETEL,

(DPlease circle the affected area(s) in the diagram on the right.
EROHBEBULEARITRLTT S,

(@Please circle the types of your symptoms below. &A&Eikcdmn?
Pain s&# / Numbness Lutn / Swelling ign / Deformation z# /
Hard to move gznEL /Others znit

&\

@When did the symptoms start? LoE» S 20ERNHY EFH 2
Year & ( ) Month B ( ) Date 8 ( )

[Cause of the symptoms EH :

@What do the symptoms occur? EA#HBHERMSHEEL., HBLEBLELETH.

(®Have you been to the other hospital for this symptoms? (Yes/No)
SEQERTHORREEZZ LI EEHYETM?
Name of the hospital w4 (
When was the last consultation? gz L8 (
Treatment content &gz (

®Athletic activities. E&% LTLEAA~
Sports &R :
Team & :
Next scheduled match #& %% :



X Please fill in the reverse side of the all pages as well, where necessary.Z&+ SiEA< £ &L,

% If you have answered the following questions before and have no alteration, please skip them.
PATFIE, 281 B UL EOKEED 5T, HilFGEEs AN A SR RT VLT ARETT,

- Do you have allergies to medications? #ic&37 LiL¥— (Yes/No)
( Medicine %#14 : Symptoms fe4k : )
- Asthma & ( Last attack of asthma &#& 54 : )

- If you have applicable diseases below, please circle them.z% 4 2 SREAHNIZOZFIFTTEW

High blood pressure mm/E / Diabetes #R% / Heart disease g / Brain disease fik#® /
Liver disease ffiss / Kidney disease &fs#s / Other zo#s ( )

2. Are you currently undergoing medical treatment for any other diseases? (Yes/No)
REBEPORREHYETH?
Name of diseases &4 :
Since L\ DM 5 - Name of the hospital #&kz4 :
Prescribed medicine lREAH O :

X If you have the prescription record (note), please present it to the staff.
PEFREBFLOAFRRLTLESLY,

3. Please list all the previous surgeries for diseases or injuries.
SETIITODOONIBEILTAT, AR - FHLHNITTATERALTLLEEL,

Name of diseases(injuries) %% :
When 1o :
Name of the hospital k4 :

4. 1f you have the applicable items below, please circle them. &4+ 2EEAHIAEOZMFTTEL,

Cardiac pacemaker ifg~—=zx »—#h— / Cerebral artery clip s s 1y v 7 [ Implanted metal #m£E
Intraocular lenses EBmL > X [ Contact lenses a>44 ~L>X [ Tattoo ## / Claustrophobia Biar 2 i#sE
Dental implant 1 >~ 75> + / Dental bridge 71 v < / Dental orthodontic &

For women

Is there possibility that you are pregnant? (Yes/No)
TR, XIFEROATREMEIEHY TN 7
Expected date of birth ¥%&8 :

Are you breastfeeding? #ashcdm? (Yes/No)

Thank you.



Please wait until the staff comes.



