Medical Questionnaire For RJ:2Z (ZE5E)  Ver.2020
Check ([/) all corresponding answers. year month 73 day B
Name &5] Date of Birth &£ 88
yearDE month 3 dayB(___ vyears old)i%
LMale ¥  [Female Zztt
Address {¥Ff Phone &35&

LlYes 2

Do you have health insurance? RREERFF > TNXI N
LINo 750

Nationality E£&

Language S35&

€ Whatis the problem?

O

O0Oo0ooo0o0gogopboooobooooooooaogoao o

@ Do you have any idea what might be cause?

esuFLED
Fever ( C) #nBd
Ringingin the ears EIEV

Stuffy nose 270

Cough %

Bloody phlegm m#s

Chest pains 19 /&

Squeezing chest pain I L$HDITEND

Shortness of breath 25111
Backache &5%&*

Burping 7o/

Vomiting &0t

Diarrhea T4

Lower backache [ /&

Difficulty urinating FRHO'TIC < L)
Feeling of incomplete urination 5% FR &%
Muscle pain* f5RE*

Shoulder stiffness EC 0

Fainting 2<##

Tired /NS

Can’t sleep 8RN0

Feel upset or distracted ¥ 51 >9 3
Numbness* LUN*

Trembling* 52 % *

Rash* &

O No 720\ OYesd B (

Ooo0oooooooo0oDobooooboboooooooao o

Headache 3 &

Runny nose & +

Dry mouth OH%8<

Throat hurts D EDFEH
Phlegm (mucus in the throat) 5§
Heart palpitations &) 1%
Tightness in chest A% LU
Wheezing L\ El\ea—kEa—
Heartburn fgxbd(7

Nausea It =%,

Stomachache fgfE*
Constipation {&

Constant urge to urinate 58 R
Pain while urinating BEFR%E
Bloody urine I fR

Joint pain* BE&ENE*

Dizziness $H& L)\

Swelling* L H*

Feel heavy or lethargic 1230\
Feel anxious fgH\A~Zz

Night sweats 2 ;T

Hard to walk HEIC< )

Hard to speak 55 LIC< ()
Other* Zmft*

*Please mark below
where you feel the symptom
*ZDEPAICXENZAT T T E 0N

RRELTRNBLEDTEEHDFEID

)

® How long have you had the problem? ZNENDEHNSTIH

Since year & month 8

day HH'S

@ Do you have a preference for your examination? #&#&EFHE
0 ECG (electric cardiogram) INEX

O No 7z0)

ONo 70\

O Ultrasound T3—
O X-rayL>YroY

O Blood test MRIEE

O Would you like a flu shot? r voToUSmzEse

Do you have an appetite? B8RIZHDFEIH
ONo 7306\

O Yes H 2D

Are you presently taking medication? IRTEERA TV DEEH D F I H
O Yes »23 — If you have it with you now, please show me. F>ThnIFEE T E&)

Do you ever had an allergic reaction to food or medication? EVEME TP UILF—EELECENDBOEIN

O Yes 2 — O medication & O food E N\¥) O other ZDftt

(Please turn to the next side)>




€ Questions for women: D H~DERTT
Are you pregnant or is there a chance that you are pregnant? {#ig L TW 3. £/ZzoaEXIEHY £TH
CONo WLy LW 2 (I Yes |& Lv> months 4 B When was your
most recent period? & D AR L
month B day H ~ month B day H

(JRegular periods # BIFY [ Irregular periods 7~ #8 B [J Menopause B #2
Are you currently breastfeeding? EZ. -3 »

ONo Ly LW 2 O Yes (& W

€ Doyousmoke? Z/NJzFWETH

0J No Lhvz OvYes i \x > O 1H 7N cigarettes perday
[ 1 smoked in the past BT lZW& > TWL 7= >
from age F~ toage &

€ Doyoudrink alcohol? B % &8k& £ 9 H

O No LWL 2 OYes &\ > O Everyday # H O A [B] times a week
O A [[] times a month

€ Whatillnesses have you had in the past?@8&ICED L S BmRz L £ L7=h

[] Brain disease B{DES CLung disease DS [JStomach and intestinal disease B DS
[ Liver disease FFiEDmS [JHeart disease D dfES  [IKidney disease BiEDHR

[ Tuberculosis # # (IDiabetes #&/R % DAsthma i 2

[ High blood pressure &ImERE [Hyperlipidemia Efsmie  Thyroid disease FIRER DB

(] Bladder disease s#Efioms  [IRheumatism Y 7 < F [JEczema 7 b &' — 1§ 2%

[J Cancer ¥ [(IOther =z oty

* Has this disease been cured? ZoEXILEY £FL1=D
LONo W WZ [Yes (& UL
€ Have you or any of your family had the following diseases? RETRDFETR%E LIZADRWETH

OBrain disease B¥DES [(OHeart disease IMNEDHBS, OLiver disease fFigiDiBE S
OTuberculosis #& % ODiabetes ¥&R%= OAsthma I 2
OHigh blood pressure SIMMAESE  CCancer $2

€ Have you ever had any operations? FiMieZlfl-cehrHY £9H
[INo L LW 2 L Yes (& W

€ Have you ever had a blood transfusion? &l z 7= 2 &hH Y 3 H
[INo L LW 2 L Yes (& W

€ Do you have any preferences for your examination? ZRICOWTIHZEHY FIH

Thank you for your cooperation. The doctor will be with you shortly.
~ZHABYHESITITVE LT, ZRETOLBFHLALI L~
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