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NO. . . 3 ZAEE Please circle if any of the following apply to you.
Surgery Questlonnalre/ %ﬂ ﬁ:ﬁ 2 >33 Pregnant 374k - Breast-feeding %3+
Nime of Patient O Male/ 5t Date of Birth ZE4%H H
44Tl Age
| R years old
[ Female/ et Ed Year/& Month/ 8 Day/H
Occupationki2£: Operationfi:% + Office work## + Unemployed#es + Student:/: * Othersit( ) | o

Body Temperature/{A<ii. :

O I want to have an interpreter if an interpreter service is available./BRMNH 2B E(E. BREMFTIELL,

a1 What is the reason(s) for visiting visit SURGERY today? (Check all that apply.)
/AR, SHIZAD Y IVEBEIEATT D,

O] Swelling/fE8E [ Pain/&a O Lump/LZ Y O Fever/S8h [0 Hemorrthoid/& [ %;“Sﬁpaﬁon/ &
O /B{lé)?:d Jiiélbsi‘t;‘(éoté O ﬁ;%}ﬁk,)j\s O I/“Oé%;;?go ft\ite [ Diarrhea/ 51 [ Nausea/M =& [ Vomiting/g&
[ Sprain/Ba A& [ mjury/ 1443 [ Food stuck in throat/ BEAD EIZDMNZ B

T

When did the symptom start? /Z QFERIE VDA S H Y TFH,

Year/5E Month/ A _____ Day/H From about : am/pm /ZAMH

Circle the area where you are experiencing
the pain./fEHD H B ERIZOZATITTTELY,

77| Do you have any pain? /0D & SMITHEHEHY FTH?

O No/vvz [ Yes/lZ §_} §_>
s =
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. L — ~

/BADBEERFTET L. EOCHNTTM? ) k
e
Righ

Not at all/£ { 2 [\ Most severe/S 4B L LY
| l l l l l l l l | |

0 1 2 3 4 5 6 7 8 9 10

Type.s of O Throbbing A% X%  [Dull A—> OHeavy 7=V Cstinge" Ve

ain
g:lv)/ufot Opricking F2F 7 CIShooting®TE5 2385  [Other& D (

CAlways\ o [IWhen you move&< & [IWhen you touchflis &
Frebq\u,e)ncy [JSometimes# # CICan't sleep withyf 7 THRALZR

/ .
Left
O Other = 1t ) %
. Front Back
Does the pain disturb your daily life?/ B & 4 5& (C X fEAH O Norza O vesivs
Are you, or have you been, under the care of a doctor in the past?
/BERBRLTVAESR, F-EARITERLTNV=CERHYETM?
[INoneZ2L  [Myocardia infarction 05 #%E [JAngina pectorisHUiE [ Arrythmia Rk OHypertension i

[IDiabetes mellitus# /R CAsthmalii. &, [IChronic Obstructive Pulmonary Diseasel& i B ZEM: iy £

OGastric duodenal ulcer E -+ 15185 [UBrain infarctionif#%€  [Dyslipidemialfi§ & %%  [Prostatic hypertrophy#ii S IRAE K
ClCancerf ) OGlaucomaikNfE  [lLiver diseasefT i it ( )
CIKidney disease B % # ( ) CIOther# o, ( )

Continued on Next Page

202549 A th#m
(BE£F7E%2018E3A M5 A) 1/2R—=2



ﬁ;ﬁ 2/2R—=2 WS - /BT - EHTF BAKHY CDR(BY - # L) English/HEE

Have you ever had surgery before?/FHEIX&HY TFFH?

If you checked "Yes", write the history of your surgery.

O No/LZ O Yes/BL 0 [CAL BRI HEERNTS £ &,

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

|Are you currently on any medication? &#. KATVIREHYFTH?

&
O No/Winig [ Yes/lZbr *If you answer "YES", show us your medication or a medicine pocketbook.
/B, LI TERFIR] Z2RoTVSAHIFE, RETIEEL,

Name of medications What is your condition for prescribing? * AT B
/BEDEH JLFELE - SRk For staff 24 ZZRpHi 5 0 75 Al

For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' 27 = — /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/#§/RJi5 - Sleep/IElR - Gastric acid/H % - antidepressant/Bi 9 >
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 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 NoZzvy [ Yesis [ Food(s)/&~<#: [0 Medicine/%: (1 Others/Z Mt
=|/PLILX—DHE Allergic Reactions/ JEfK  ( )

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

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

Do you smoke regularly? /SERIC, 72IEXZ2 WV VET D,
O No/vvivz [0 Quit/®&t= O Yes/®>TWL% ( cigarettes/day B X years£Efd])

Do you drink regularly? /M2 HHEEEAAET 5, Please circle if any of the following apply to you.
O No/bvz [ Yes/I&Ly  (Beer/E™—/L  Japanese sake/ H AN{l  Wine/V A ' Whisky/ 7 A A% —  Other(s)/<¢ DAl

*drink everyday/fg H fikte *drink times[a/week i ml/time[H]

Do you have religion? /=2#i3HVET D2

1 [ No/LWE [0 Yes/IEL ( )
[-| Risk for falls/ &8 D fa R e

DfE

534

ithi 9
al Have you ever fallen within 3 months? ONOVNE [JYesidts

3 H U PICHR AT Z EI3 0 372 2

Do you have orthoses on your feet?
[RITIEBZ DT TUVES )0 ?

Do you use a cane or walker?

Risk of Falls IO TRRAAHT S CUNET )y 2
x| o fERE Do you use a wheelchair?

(B Lo CNET 2

Do you feel dizziness?
[SHDOETIHVET N2

Did you take eye drops to widen your pupil in eye exam today?

(AR A Tl AT 2 HREELELT 2

CONOW W2 OYesidwn

ONOWW % OYesiV Y (Caneft s Walker 21T 2%)

ONOWW % OYesiV Y (Caneft » Walker#21T 2%)

CONOW W2 OYesidwn

ONOV WAz OYesidwn
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