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NO. - Please circle if any of the following apply to you.
el : : SHEE
2 o
Internal Medicine Questionnaire/ NF} 2 E Pregnant HEAE - Breast-fecding B3,
Nime of Patient O] Male/ 5 Date of Birth 2E4F H H
4 i Age
| EEER years old
I:I Female/ % ¥ Year/& Month/ A Day/H
Occupationfi3£: Operationft:3# + Office work## *+ Unemployed#i + Student:/t + Othersfi( ) . o«
Body Temperature/ {45 :
[ I want to have an interpreter if an interpreter service is available./5BRA % 2B & L. BEREMFIFTTIELL,
What is the reason(s) for visiting INTERNAL MEDICINE today? (Check all that apply.)
/&B. BRIZHHY = WBRIKFATT A,
[ Fever/%%h [ Cough/m% [J Runny nose/£7K [ Phlegm/#& O /Dlgff;)c\uéyl‘b ie\athing O Palpitation/EF
Feel sluggish Get easily tired Shortness of breath - Loss of appetite . B
O JBIRATE BN O IR O JEYIR [J Dizziness/®HELY [ TR [0 Vomiting/ME Rt
Bloody stool Frequent urination . Weight loss Feel thirsty Hypertension
U D am L1 Bloody wrine/ MR L1 g5, O mgnvig ¢ O ameE
[ Paralysis/FF4& [ Swelling/&3< & [ Hives/ CAZELA [0 Insomnia/FEE O Numtzness [J Nausea/MZ=&
/LUh
[] Diarrhea/ T4 [ Itchiness/MW &  [] Pain/fFHEH [] 1was advised by another clinic/hospital (or at a regular check-up) to come
Other(s) here. /MWD EFREENSRET LS (CEO A= BPED)
/Z D :
When did the symptom start? /Z QERIEVOHSHY FTH.
Year/4E Month/A _____ Day/B From about am/pm /ZAh 5
Circle the area where you are experiencing
1 AN S
Do you have any pain? 4&® & ThICEAH EHY FTHh? the pain/#OHSHAOEHHFTTELY
[ No/bi [ Yes/lEL §2 { }
s =
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. A — —
/BRHADEEZRFTERT L. EDOSHVTTM? ) K
Not at all/£ < £y Most severe/mHHL L
| | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10 e
Type‘s of CIThrobbing X% 2%  [IDull A—> OHeavy 7=\ Ostingt™V Y N’
pain )
Eafe Opricking 292 OShooting@®E&# 4%  [OtherZ 0 ( Left Righ
ClAlways\ o, [IWhen you move&< & [IWhen you touchfiis &
Fre&':e)ncy CISometimesf& CCan't sleep withyf 7 THRALZARV
[1 OtherZ s ( ) Q, j
Front Back
Does the pain disturb your daily life?/ B & 4EICHEA O Norzew O Yesirz
Are you, or have you been, under the care of a doctor in the past?
E |/BEARLTVLEIRER. FLEBERCSHBRLTWVECERHYFEFTH?
[ONoneZ2L  [dMyocardia infarction/ 0% [ Angina pectorisi.Cofi [ Arrythmia Rk CHypertension & ifiL £
[Diabetes mellitusf R CAsthmafi B [ClChronic Obstructive Pulmonary Disease/2f: B ZE{: fifi 125 F
OGastric duodenal ulcer E -+ &5 IB1EE [IBrain infarction## % [Dyslipidemiali§& %%  [Prostatic hypertrophy#fi SZIRHE A
ClCancerf ) OGlaucomaikPNEE  [lLiver diseasefiT i i ( )
OKidney disease B g% . ( ) Cotherz o ( )
Continued on Next Page
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Have you ever had surgery before?/FHTEE(LdH Y T H ?

= ) If you checked "Yes", write the history of your surgery.
No/LyLy Y Ly )
LI No/trinz [ Vel / TRV CBLEFRFEFHELBOTESL,

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/REA /F T4 /FiinE LK /F i % L 1= EREE

Are you currently on any medication? /B, SRATWEEFXHY FdH?

[ No/W iz [ Yes/lEL *If you answer "YES", show us your medication or a medicine pocketbook.
/B, HLLIE TBEFIR] 2HoTWSHIZ, RETEEL,

Name of medications What is your condition for prescribing? . T
JREOZ L TERH - SR For staff 4 B2 IRFH B 0 5 1

For pain/jifi % + /High Blood pressure/&iffi./f: « Cholesterol/= L 27 @ —/L «
©) Diabate mellitus/§§/R 55 -+ Sleep/IER - Gastric acid/Ff# - antidepressant/ft 5 >
Otherftti( )

For pain/jifi % + /High Blood pressure/&i(fi./f: « Cholesterol/= L 27 @ —/L «

@ Diabate mellitus/#/R % + Sleep/HENR - Gastric acid/™# - antidepressant/ft 5 >
Otherftti( )

For pain/jifi% + /High Blood pressure/&i(fi./f: « Cholesterol/= L 27 @ —/L «

(©) Diabate mellitus/§/R % - Sleep/HENR - Gastric acid/™H# - antidepressant/ft 5 >
Otherftti( )

For pain/jifi% + /High Blood pressure/&i(fi./f: « Cholesterol/= L' 27 @ —/L «

@ Diabate mellitus/§§/R % + Sleep/HENR - Gastric acid/™# - antidepressant/ft 5 >
Otherftfi( )

For pain/jifi % + /High Blood pressure&i(fi./f: « Cholesterol/= L' 27 @ —/L «

® Diabate mellitus/§/R % + Sleep/HENR - Gastric acid/™# - antidepressant/ft 5 >
Otherftti( )

For pain/jifi% + /High Blood pressure/&i(fi./f: « Cholesterol/= L' 27 @ —/L «

® Diabate mellitus/§§/R % - Sleep/HENR - Gastric acid/™# - antidepressant/ft 5 >
Otherftfi( )

Aty O NoZzvy [ Yesis [ Food(s)/ B O Medicine/ZE: O Others/Z DAt
/PLLX—DHEME  Allergic Reactions/ &t ( )

*|Do you have an implanted pacemaker? /R—2 x —hH—#BHAATOETH?

~N
|
2] O Note [ YesH  IF yes, do you have a pacemaker handbook/ ID card? [ Nof [ Yesti [ athome HEICH 3
I HOBEE, N A A =T —FIRE D card & 3555 T 2

i |Do you smoke regularly? /BB, 72X 2 RUVET A,

—1 [ No/bvvx [ Quit/®éf= O Yes/®oTW3 ( cigarettes/day H X years£F A,

g Do you drink regularly? FB1ERICIHEZ I~ E T 5>, Please circle if any of the following apply to you.

—1 [ No/tbvzx [ Yes/I&Ly  (Beer/E—/L  Japanese sake/ H A{# Wine/7 A > Whisky/V A A% —  Other(s)/Z Dffi( )
*drink everyday//g Hfikie  *drink times|Al/week ) ml/timel[&]

; Do you have religion? /Z#iIHVES 0> ?
— [ No/L vz [ Yes/IEL ( )

s | Risk for falls/ =80 B

a Have you ever fallen within 3 months? CINOW % DlYesitin
By B U PICEEA TS L3 ET 7 2 NOuHx e

Do you have orthoses on your feet?
[RICHEBZDIT TNET ) ?

Do you use a cane or walker?

Risk of Falls TR E o CDVET N 2
= O fERE Do you use a wheelchair?

(B Ao TUNES 7 2

Do you feel dizziness?

[SEDEFHY FF 702

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

A AIRERA Tl AT AEALELT 2

ONovw vz Oyesidny

ONOWLZ  [dYesl&Ly(Caneft: - Walker 81T 25

ONovw vz Oyesidny

ONovvz Oyesidn

ONovvz Oyesidn
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