Medical

Questionnaire Form

E 2 R (&R
Check (M) all corresponding answers. year £ month B day H
Name Date of Birth 4 8H
E4:])] _ year@® _ monthA __ dayB (__ vyearsold)
Sex 4Rl O Male 5B O Female &
Address {FPfT
Phone &EEFEHS
Do you have health insurance? RRREREERF> TOEIH Nationality E%5
O No () O Yes BD

@ Whatisthe problem? &ESUFEUED
Fever_( T BHHD
Ringing in the ears EIR

Stuffy nose £F0

Cough 0%

Bloody phlegm [M#%E

Chest pains f95&

Squeezing chest pain FID'L&HDITSHND
Shortness of breath 21

Backache &¥E*

Burping (72 15%

Vomiting (&0t

Diarrhea 1

Lower backache [24&

Difficulty urinating FRDNTIC <L)
Feeling of incomplete urination F&XFR%
Muscle pain* BHARE*

Shoulder stiffness B 1

Fainting <79

Tired JEND

Can’t sleep BRIL/Z0)

Feel upset or distracted -1 51259 D
Numbness* LU *

Trembling* S\ Z*

Rash* FZ*

OO00OO00OgogoOoOoOooOoOooooOoooodogod
OooooOoooooooocoooooooooono

Do you have any idea what might be cause? R

*Please mark below where you feel the symptom

Headache 52/ +Z OB A EF T S0

Runny nose &3t

Dry mouth ONE<

Throat hurts D& DEH
Phlegm (mucus in the throat) %8
Heart palpitations &%
Tightness in chest V& LU\
Wheezing B\ E\Ea—Ea—
Heartburn @Xb(F

Nausea ITE=S,

Stomachache fE%E*
Constipation {&i

Constant urge to urinate $8fR
Pain while urinating HEERSE
Bloody urine [MFR

Joint pain* BIENE*

Dizziness $HF 1)

Swelling* LB H*

Feel heavy or lethargic /230
Feel anxious {AINARZ

Night sweats 25T

Hard to walk HEIC <Y
Hard to speak 5& L IC<U)\
Other* ZDfth*

ELTRNIBEDCEREHDEID

O No 7%0) O Yes D _( )
How long have you had the problem? ZNIZVDENSTIH
Since year & month B day HH'S

] Do you have a preference for your examination?

RaEHRLE

O Gastric (stomach) camera BHAXS O Large intestine camera AR XS
O Ultrasound T J— OO0 ECG (electric cardiogram) IMWE&XY
O Xray LY T Y O Blood test MRIEE

[0 Would you like a flu shot? 1 V)V TV FoiEEHRL

@ Do you have an appetite? BaEIHDFEIH
O No () O Yes D

€ Do you ever had an allergic reaction to food or medication? EXDEMETPUIFT—EELECENBOEIH
O No fE() O Yes B — O medication & [ food EAY) [ other ZMDit8

@ Areyou presently taking medication? IRTEERA CTU\DEEHDFEIH

O No f&L) O Yes 52 — Ifyou have it with you now, please show me. > TLWNERBETI S

(Please turn to the next side)—



€ Questions for women: ZEDFIANDERBTY
Are you pregnant or is there a chance that you are pregnant? IFIRLUCWEITH. FHEZDOIEEEIIHOFEIH
O No LWWZ O Yes [0\~ months &7 B
When was your most recent period? D AXIS
month B day H ~ month 3 day H
O Regular periods #3889 [ Irregular periods A~#88) [0 Menopause BFfZ
Are you currently breastfeeding? 122, TI H
O No LWWZ O Yes [0

€ Doyousmoke? F/NIZRNEIH

O No L\WZ O Yes (LY — O 18 N cigarettes per day
O | smoked in the past FildIk>TL)\Zz —
from age F~ toage =F

@ Do you drink alcohol? BEZEENMHEITH
O No L\W\Z O Yes (FUY — O Everyday 8 0O & O times a week
O A [O] times a month

@ Whatillnesses have you had in the past? @EICEDRKDFTHFERE LZLED
Brain disease AMDIFER Lung disease fIDES [0 stomach and intestinal disease BSDES
Liver disease BFIEDESR, Heart disease IMEDE S Kidney disease BffDiES,
Tuberculosis #5#% Diabetes #EPRYS Asthma [F2
High blood pressure & [l FEfE Hyperlipidemia = ASINAE Thyroid disease ERIRIRDIFS,
Bladder disease JWRERDFBESR Rheumatism 'J O~ F Eczema 7 FE—MRRER
Cancer & Other ZFMDft
* Has this disease been cured? ZDHERIZBODFILED

0 No LWYX O Yes (F0b)

O
O
O
O

oooood
oooood

€ Have you or any of your family had the following diseases? ZFKIE CRDFERE UL ADNNFEIH

O Brain disease BXMDIBER O Heart disease IMEDBER O Liver disease AFlEDES,
O Tuberculosis f5#% O Diabetes ¥EERS B O Asthma IR2
[ High blood pressure & [ EAE O Cancer fE&

& Have you ever had any operations? FiE=2(FzCENHNDFTIH
O No LWNZ O Yes [0

@ Have you ever had a blood transfusion? #MEZ=Z Iz ENHOFEITH
O No LR O Yes [0

@ Do you have any preferences for your examination? 32Z(IC DT CHLEIEH D F I H

Thank you for your cooperation. The doctor will be with you shortly.
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