General Medical Inquiry Form ERMZZE @

Month
&F B

Year

20

Day

m

It is very important to know your medical history and state of health. All information given here is strictly confidential.

HE=OREELAFEENIBEL THEBERDLETYT, EABHOREFTFTLNETS,

General Patient Information BE OB
AT

Last name # J First name(s) &

Male O 2  Female Oj{ Occupation f§iZE

J Nationality E £

Date of Birth £ A H  Year: Month: ] Address
in Japan
) Bxco

| e

Day:

Language(s) 58
Phone number E:F
E-mail /fax A—IL-T7vI A J

Chief Complaint(s) Eif

Fever, high QO Itching hM P&+ (O High blood pressure & i FE (O Weight loss/ gain {4 5> - 880

(Etempcraturt; # O Nausea HE& O Chest pain 945 (E.Pain in... FdH
— € O Vomiting K&t (O Shortness of breath £ 11

O Chills & O Stomachache &8 O Palpitations & O Burns $IF&
o Headache 8848 O Diarrhea T#i O Dizziness & &L O Injury 44§
O Sore throat WEEA O Blood in stool M{& O Ringing in ears E-I§Y O Sprain g
O Runny nose 7K O Bloody in urine IFR O Numbness LU O Lump LY
O Cough B O Discomfort urinating O swelling &< QO Tumor &
O Rash %5 HERR QO Fatigue 271 O Hemorrhoid %

Q'Other (please write) 1t

—

How long have you had this? £ED<{5LN 7?7

hour(s) EFfE day(s) B week(s) 1B month(s) 4 A

s) G fE

year(
—

‘ |

lliness and Surgical History BfEE. FHE

Please select any illnesses you have had. %9 & BICHIZ DT TREWN

(O High blood pressure &1 E O Kidney disease B s

O Diabetes # FRi5 O Liver disease [

(O Heart disease & 8 O Thyroid problems B kg 2%
QO Cerebrovascular disease M &E&K®E (O Asthmatic bronchitis &

Q.Other (please write) ft

o Convulsions or Epilepsy Ly A TADA
QO Tuberculosis #&#%

(O Hepatitis Bor C B/CEIFF#

QHIV (X

Have you had any operations before? Fiif&

NoQ YesO» What? AOFHH

—

Have you had a blood transfusion? EgingE3

No() Yes(O» What was it for? D%

—

Do you tend to bleed much? & No() Yes() Notsure Q) bhdiL

Family History Ri&EE

Please select any illnesses your immediate family have had. MmETO
O Kidney disease &%

O Liver disease fTigH

(O High blood pressure i FE
O Diabetes i R i5H

Q.Other (please write) fth

QO Cancer #
O Hereditary diseases i {&FREER

Go to REVERSE SIDE



Allergies 7 L )V ¥ —

Have you ever been allergic to anything? (medicine, food, other) FLIL¥—DHF | (E, B~ 9. {ih)
No(Q) YesO» What? i

Have you had side effects caused by medicine? ZED&|{E D7 &

No(Q) Yes(O» Which medicine? ¥4

Have you had problems after having a local or general anesthetic? £ & X (/5 it 7 B3 BE

No() Yes(O» What? fallc
Questions for Women A 0 ¥R

Are you pregnant? BEIRL TLVET

I\]uo Yes O Not sure O HhsiEly

Are you currently breastfeeding? 4. 235 TTH

Noo Yes O

Are you taking contraceptive pills? . BEFROELERALTETH

NoQ YesQO
Medication ¥

Are you currently taking any prescribed or over-the-counter medicine(s)? 4. LAFEXITFTEEZRALTOETH
No(D Yes (O Which medicine(s)? 0 %%
OBufferin  QAspirin () Warfarin (‘Coumadin,' 'Warfilone,' '"Marevan')

(O Other: Please write the medicine name(s). ¥£% B #MI-BL TR

—

—

—

Why are you taking it/them? {f]D 2

S—

Alcohol and Tobacco &ifi& #/12

Do you regularly drink alcohol? £7% EMA0IZ A £ H A 1 beer (500ml) 1 glass of wine ‘!1;1::}.1.]1;}1? Other: €Mt
No(D Yes(O» How much in 1 week? BIZEDLBLN? —» ” 5 5%
E—L500ml TR JFa—IL

Do you smoke? 2/52(&RUNET H
NuQ Yes O) How many a day? —HIZ A  How long have you smoked? £D<i500 months 4 A years 4[]

Did you smoke before? ELATIZIk 7= &dhYEd H
Nno Yc!-'-Ob How many a day? —HI= &  Whendid you stop? LoRhELEM months ago A #i years ago ERI

Treatment Preferences and Medical Fees ifBOFZLLERR

Do you have Japanese Health Insurance or private medical insurance? B AQHEEIE XX bOIPERREIEEZHFETT H
Noo Yes O

Do you only want treatment for your main problem? BEBR-TWAHBBOBEROAFLELETH

NUO Yes O Not sure O HhheiEiy

Please return this form. Thank you.
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