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NO. . . N \ " Please circle if any of the following apply to you.
2 E
Gastroenterology Questionnaire/{H{LaA B, 0 imi5e - Breast-feeding 125,
Nime of Patient (] Male/ 2t Date of Birth ZE42H H
4Tl Age
| S years old
D Female/ et ¥ Year/& Month/ A Day/H
Occupationki2£: Operationft:# * Office work## *+ Unemployed#es + Student:/: * Othersit( ) | «
Body Temperature/{A<i. :
[ 1want to have an interpreter if an interpreter service is available./BRMN H 2/ E L. BREMITTIELLY,
1 What is the reason(s) for visiting GASTROENTEROLOGY today? (Check all that apply.)
/%R, HEBRIZHD Y VBBEFATT D
[J Nausea/H =K O vomiting/mg et [ Diarrhea/ F#i [J Burping/I¥ > &% [ Constipation/f& i [ Heartburn/Rg%01+
Vomiting blood Appetite loss Weight loss . S L =
O /i E < O JRRE O Sk B [ Food stuck in throat/ BEAD EIZ DM Z S
[] 1 was advised by another clinic/hospital (or at a regular check-up) to come here./ftt D EEHBEIMN 52T H LS @O LN (BZED)
[ other(s)/ = Dt -
Check all that apply about your stool. EDMHRICA L T L &Ly,
[ Normal/&& O /C;j_r(aéiséwhite [ Brown/Z [ Black/Ef& [ Bloody/m{& [ watery/7k#%
*Stool frequency per day .
[ soft/&x{E [ Hard/BELME /B HERE S time(s)/day/[B]/ B
When did the symptom start? /Z QFERIE VDA S HY T H,
Year/5E Month/ A _____ Day/H From about am/pm /ZAMH
Circle the area where you are experiencing the
Do you have any pain? /AD E ZHIZEAHIEHY FTh?
[ No/bsivz O Yes/I&Ly (’}
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. /5 -
/BHADEEERFTRT L, EOCBVTTHI?
Not at all/£ £ ZR Ly Most severe/& b3 L LY ) k
| | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10 —_—
Type.s of OThrobbing ¥ X%  [pull x—> OHeavy®& 72\ Ostingt"U Y N
ain
g:lv)/ufot Opricking 2%~ OShooting®5234%  LlOtherZ d i ( Righ
CAlways\ o [IWhen you move&< & [IWhen you touchflis &
Frebq\u,e)ncy CJSometimesHf # CCan't sleep withyf 7 THRALZR
[ OtherZ ol ( ) Q,
Does the pain disturb your daily life?/ B &4 EICKEA LI Norze O ves»s Front Back
Are you, or have you been, under the care of a doctor in the past?
/BRERBLTVIAESR, FLEBEISARLTW I ERBYETH?
ONone72L  OMyocardia infarction.0># %€ [OAngina pectoris/0ME T Arrythmia REEk OHypertension i I &
ODiabetes mellitus# /R O Asthmaliiy S OChronic Obstructive Pulmonary Disease 8 4: B 284 fifi i
OGastric duodenal ulcerE + 551815 OBrain infarctionfi%##3€ ODyslipidemiaflf & ¥ %  OProstatic hypertrophyii-
OCancer# ( ) OGlaucomafkfE  OLiver diseaseffT e & ( )
OKidney disease & i £ ( ) OOther& D )
Continued on Next Page
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Have you ever had surgery before?/F#EZHY E£5H?

O No/LWWzx O Yes/l£L *If you answer "YES", show us your medication or a medicine pocketbook.
/B, BLLE TEEFIR] 2R-oTVAHE, RETIESL,

Disease names Name of your surgery When you had the surgery Hospital where you had the
/RS /F i % [FMiE L1-F TS

|Are you currently on any medication? /B#E, BRATVWERIEHY FTH?

Sy
= *If you answer "YES", show us your medication or a medicine pocketbook.
Divo/vinz DI Ye/BU e "6 U is THRTMI 2o TOAHME, BETS &0,

Name of medications What is your condition for prescribing?
/BEDRH MATTER - EAR

For pain/Jifi 4 + /High Blood pressureiifiL/t: + Cholesterol/= L A7 = —/L «
©) Diabate mellitus/#§JRJ5 - Sleep/lEfi - Gastric acid/F % - antidepressant/#it 5 >
Otherfti( )

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

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

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

(©) Diabate mellitus/#/R 45 - Sleep/lMElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

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

@ Diabate mellitus/#5/R 4% - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

*For staff W ZEIRFHE 5 i 2 Al

For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' A7 m— /L «
® Diabate mellitus/#/R 45 - Sleep/lEl - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

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

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

7L | Allergies O Noizevy O Yes/dns [ Food(s)/B_R¥: O Medicine/ZE: [ Others/ D
= |/ZLILX—DFE Allergic Reactions/ ik ( )

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 [ Yesi [ athome BEcH 3
| BOEIE, XA A= —FIRETIIID cardZ BFFH TT N2

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

; Do you drink regularly? /BB IEE A £ 35> Please circle if any of the following apply to you.
1 [ No/bhz [ Yes/IFLy  (Beer/tE—/L  Japanese sake/ H A%  Wine/V - > Whisky/™7 A A% —  Other(s)/Z D1t

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

»|Do you have religion? //REIIHVETH?
O No/LWh & O Yes/I&Ly ( )

=
=

e |Risk for falls/ B38| DfERREE

DfE

B Have you ever fallen within 3 months?

137 B AAICIEA T LB T 70 2 Oivovwrz Hvesiany
Do you have orthoses on your feet? .
JRICHE A DT T ET A 2 CNovwez Clvestat
Do you use a cane or walker? _ e
Riskof Falls | /HL S P2 o Tl 0 2 CINOUMAZ  DYestLCaneft- Walker <4722
=@ ofEE Do you use a wheelchair? §
e N CNovvz Oyesidus
Do you feel dizziness? 0 s O .
[SDOXIHIET 2 NOwx et
Did you take eye drops to widen your pupil in eye exam today?

AL IR A IS IR L L2 2 HINOw . HlYestts
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