\Medical Questionnaire Form REiZE&

Name (BERES )

Weight (only under 12years old) Kg

@®What is the problem today? ABIZES ShFL=MN"?

@Please write your problem in details. EEDENEZAFETIBALEELY,

* From When? days ago weeks ago months ago years ago unclear
WOINBLTIM? =N:T] N EED] M AR i TH
- Do you have fever? H(IxHYEIM?
°C °F no fever maybe not maybe have have fever unclear
°c L BEED HYES HY N

F: C=5/9%x (° F=32)
- Do you have pain? JEH&ITHYEFITH? Yes [&LY No L%
* Do you cough? BlxdHY FITM? Yes &Y No LWVZ
To those who said, yes...What kind of cough? BM#H3&EEBFZ LI-EEHEA
cough with phlegm #&#&# without phlegm ZEm% with slight phlegm 4> L#&&>
- Do you have a runny nose? SXKIiZHYEITM? Yes (L No LM%
To those who said, yes...Is that colored? ®I[EDWWTWEITM?
no color #EBA slightly yellow »OFEELY  yellow F|EN
- Do you have any symptom of ears? EDFERIZHY FTH?
No iz L Yes Y ( right & left & both side Ml )
If yes, please write in details. =
)
* Do you have any other symptoms or anything you wish to mention?
ZTNLUSNDIERS, BEALTHEES-VEEHY FIHN?
No LWMZ  Yes (&L (

@Are you taking any medicine?IREBA TWBEIHY FI M2

No ZL Yes %Y (name of medicine %4

For cold or sore throat— prescribed since (date ) for ( ) days

BRI I HENHI=A— A B & YRAHk. BfERA
@®Do you need painkiller or mouthwash? ( painkiller mouthwash )

EOAR mALEDHFE INNEFRE

For children...Do you prefer powdered medicine or syrup? ( powdered

syrup )



INRDBEERA MEFE Oy ITHRE
Please turn over (EmI<Hi<)
@Vhat kind of medical examination do you wish? ED&K 3 HBEEFLEHATIM?
- Full examination +%73#&%& - Cure for the time being &Y HZFEREMZ =1L
- Wish to remove earwax HEiEfREHFE
- others £ D1th ( )

[Only for first visit patients #EZDADH ALY, ]
@Have you been indicated these disease? S ETIZCTFERDFBERICOLTIEEIN=C
EEHYFEITM?
No (zzL) allergic rhinitis quis-#&8% ) glaucoma (gmE)
enlarged prostate (FTsziRIEX) hyper tension (ZHmE) diabetes (iER®)
asthma (&) heart disease (s  mental disease (###%)  brain infarct (i@
®) brain hemorrhage (itimn) spasm (1FLvhA)
others ( )
Z0ih ( )
@Past medical history
REGHEK - AR - FHOER
Severe desease (k=nms) ( )
Hospitalizations (AR ( )
Surgeries (F##) ( )
@®Do you have any allergies for medicine? ZEIZFZLILX—IEHYEITMN?
No Yes (name of the medicine )
wL HY (FE4 )
@For women only: Do you have any possibility of pregnancy? EIRMDAIEEME
No L Yes HY

If you are pregnant, how many weeks? ( weeks)
BEYRA ( )

Are you presently breastfeeding? Yes No

RELPTIN? (= J AN AYAY-4

Thank you very much for filling this form. Please submit to the reception.
BERNIETL Rz, JTEBARKRDOYFELZS, ZFICTIRHELTLZELY,



