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NO. ZAHE Please circle if any of the following apply to you.
DermatOIOgy Questlonnalre/ﬂifgﬂ— Fﬁ n? Pregnant IR - Breast-feeding 2%,
Nime of Patient O Male/ 5t Date of Birth ZE4%H H
44Tl Age
| EF years old
D Female/ 1tk Ed Year/$ Month/ A Day/H
ccupationfi#: Operationft:% « Office work## * Unemployed#ii * Student:4: « Othersfi(

Have you had a fever within 10 days?
o« 0B LNIZRBTH Y F LTz
Body temperature / {47 : Body weight (Only child)/xE (/12D &) kg O No/vhz [0 Yes/dwn

[ I want to have an interpreter if an interpreter service is available./;BRM % BB AKX, BREMFIFTIFELL,

What is the reason(s) for visiting DERMATOLOGY today? (Check all that apply.)
/&R, EREIZHHY 2 DBHIZATT Mo

[ ltchiness/mMp#&  [] Eczema/:8% [ Rash/55 O Hiyes Circle the area where you are experiencing the
/CAELA symptoms.
AN
| Dry skin | Spots O Atopic symtoms O Mole ERDHSHACOER/TTTSL
/R IE DFLIR /L& /7 FE— /IEL B Y ( \
Osei/tesn OIS O Pt buise [ pum/oir & L
0 Insect bite | Wart Not sweating m Athlete's foot
/BEEh VARES normaly/ S F AN TAELY /HBFTEOL
0 Skin sensory disorder 0 Other(s)
/REDBRERE /Z D
m I was advised by another clinic/hospital (or at a regular check-up) to come here.
MO EFHEBIN S22 T I8 LT (2 ETe)
When did the symptom start? /Z DERIEVDN DS HY T, Front
Year/4E Month/ A _____ Day/H From about : am/pm /ZAND
Do you have any pain? f&®D E Ch(CRAEHY £I+H?
[ No/bivz [ Yes/I&Ly
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below.
[BHOBEEBRFTRT L. EDCHVTIN?
Not at all/£ £ £ Ly Most severe/ &b H L L
| I | I | I | | I | |
0 1 2 3 4 5 6 7 8 9 10
Types of O Throbbing 2% X%  [Dull A—> OHeavy 7=\ Cstinge" Ve
pain
Eae OPricking 72752 OlShooting®E523E%  LOtherz DAt ( )
CAlwaysy o [IWhen you move&<& [IWhen you touchflis &
Frebq\u,e)ncy [JSometimesf CICan't sleep withyf 7 THRALZR
O OtherZ o fth ( )
Does the pain disturb your daily life?/ B &4 5% (C X EA O Norzzw O Yeswn
Are you, or have you been, under the care of a doctor in the past?
/BERBLTVLEIAER, FLEBEICHRLTW=CERHYFETM?
[INoneZ2L  [DMyocardia infarction 05 #8%E [JAngina pectorisH0iE [ Arrythmia Rk OHypertension i i

[Diabetes mellitusB§ /R [ Asthmali B [IChronic Obstructive Pulmonary Diseasel& i B ZEM: iy £

OGastric duodenal ulcer & -+ - IB1E5 [UBrain infarctioni#%€ [Dyslipidemialfi§ & %%  [Prostatic hypertrophy#ii S IRAE K
ClCancerf ) OGlaucomaikNfE  [lLiver diseasefT i it ( )
CIKidney disease B g% # ( ) CIOther# o ( )

Continued on Next Page
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Have you ever had surgery before?/FfiElXHY TFH?

= If you checked "Yes", write the history of your surgery.
AR AY
Dino/virz - LI ve/lB0 ) I a LA T EREE B TL £,

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/IREBR /F i /F i % L= /F T E L= ERHEE

|Are you currently on any medication? B#E. BRATWEIREIHY FTH?

S
= *If you answer "YES", show us your medication or a medicine pocketbook.
No/L Ly Yes/I£ LY y y p
O Novrz L ves/ /B, HUCIE TBRTH] £HoTLHR, BETIHEEL,

Name of medlgatlons What is your condition for\ prescribing? *For staff W45 L B 2 Hl
/BEDLH JALTTERE - FEAR

For pain/fifi#- + /High Blood pressurelfi./[f: + Cholesterol/= L' 27 = — /L -

©) Diabate mellitus/#§JRJ5 - Sleep/lEfi - Gastric acid/F % - antidepressant/#it 5 >
Otherfti( )

For pain/fifi#- + /High Blood pressureilfi/[f: + Cholesterol/= L' 27 @ — /L -

@ Diabate mellitus/#§JRJ5 - Sleep/lEfi - Gastric acid/F % - antidepressant/#it 5 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' A7 m— /L «

(©) Diabate mellitus/#/R 4% - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' A7 m— /L «

@ Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 m— /L «

® Diabate mellitus/#/R 4% - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureiifi./[f: + Cholesterol/= L' A7 m— /L «

® Diabate mellitus/#/R 4% - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

7L | Allergies O Nozews O Yesds [ Food(s)/ B~ [ Medicine/Z: O Others/ % M th:
=|/PLILX—DHE Allergic Reactions/ JEfK  ( )

Do you have an implanted pacemaker? /R—2 *—h—ZBHAALTVETH?

~
|
2] O Nofz [ Yesfi  IF yes, do you have a pacemaker handbook/ ID card? [ Nofe [1 Yesti [ athome BEICH 3
| BOEEIE, XA A = —FIRETIIID cardZ BFFH TT N2

=& | Do you smoke regularly? BN, 72IZZ 2R NETD,
1 [ No/bvzx [ Quit/®st= [ Yes/®>TW% ( cigarettes/day H x years£E[H])

»m|Do you drink regularly? FB1BIZ 31 E K7~ E$ 5> Please circle if any of the following apply to you.
—1 O No/vvz [ Yes/IFLy  (Beer/E—/L  Japanese sake/ H A Wine/V - > Whisky/ 7 A A% —  Other(s)/% Dl

*drink everyday/4& H fk¥e *drink times|]/weekif ml/time[A]

; Do you have religion? Z#iIH0ETH ?
—1 O No/LWWz O Yes/I&Ly ( )

e |Risk for falls/ B38| DfERREE

of
al Have you ever fallen within 3 months? CINOV 2 ClYesidte
B A LANICERA T2 Z L3 ET 70 2 e

Do you have orthoses on your feet? .

JRICHE A DT T ET A 2 CNovwez Clvestat
D lker?

//\ .

Do you use a wheelchair? CINOV 2 Clesidte

[HH TR TOET 722 NOv R e
Do you feel dizziness? 0 s O -

5B OXITHNET? NOvZ LiYesl
Did you take eye drops to widen your pupil in eye exam today? N

N CONOUV Y OYesiv
i TS H A L E LT 2 Ounnx U¥estii

Risk of Falls
AR 0D i R 3
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