BH 1/2R=T 5 - BT - EBRF @MKRSBY CODRBY - L) English/HFE
NO. 24 T Please circle if any of the following apply to you.
OphthalmOlOgy Questlonnalre/ﬁﬂﬂ— Fﬁ n& s Pregnant IR - Breast-feeding 2%,

Name of Patient Date of Birth ZE4EH A

o O Male/ B Age
| S years old
[ Female/ ki Ed Year/ £ Month/ 8 Day/H
Occupationlfii#: Operationft:# - Office work##% - Unemployed#=i - Student=:4: = Othersfii( )

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

| Where are you experiencing the symptom you are here for at OPHTHALMOLOGY today?
/SBEFEDHRHDERTI 5hELEL

[] Right eye/AER [ Lefteye/%EHR

D Both eyes/ iR D Around the eyes

/AR EE [0 Eyelid/BRER

‘What is the problem today? (Check all that apply.)
/SEREDESBERSBY FIH, (EHMHIAFERALTIEEL, )

Blurred vision Eye discharge . . Eye pain Dry eyes
Oszzcn Hoger O ehiness/ipzs L iw‘:”:i/ B O goms O eentesias 5
Foreign—body sensation in the eye ouble vision SroTied VISIon _ Glaring/ £ L Watery eyes

O ikt | Qfmh Ouacete O rowe

0 Foreign-body in the eye O Write the name of the foreign object in your eye. :
/ROFPIZAMAA ST JIROAIZA=3DEENTLIEEL:

0 I was advised by another clinic/hospital (or at a regular check-up) to come here.
/MOEREENSRET HL S IO N (BZET)

Other(s)
. /Z D :

0 Bright spot in vision
/BREIIXFSESLEANRZS

When did the symptom start? /C OFEIR[E LN DD S H Y FT D,

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

How did you come to the hospital today /4 HIZED & 5 2% E L= ?

by a Private car(somebody give you a ride) *

JHL(flL0> J5 75 TR + FEHE -

Do you have any pain in your eye(s)? /BB®D & ChIfEH#IEHY £TH?
O No/vvivz [0 Yes/IZW [ Right eye/HER [ Lefteye/ZEHR

train * bus * taxi * foot * other

| by a Private car(driving yourself) = Motor cycle * Bicycle 0
INA e Z g SR - ZOM,

“N 4y - BERE

] Both eyes/miER

If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below.
[EHOEEERFTRT E, ENCBNTIM?

Not at all/£ { 5L

Most severe/# L L

0 1 2 3 4

OSqueezing pain/fEH T IT 5N b & 5 @A
Types of OTingling pain 5 5 5 & 5 HEH
OThrobbingA¥ A%  ODull X—

pain
EATR
OShootingfTEX N3 ES

OSometimesh %
O OtherZ MDAt

Frequency
VD

5 6 7 8 9 10
OBurning pain/Bt (T % & 5 I EH
OStabbing pain/F 9 & 5 %@

OHeavyE 7=\ Ostingt’VEY

OOtherZ Dt ( )

OCan't sleep withJi & CHRALZ2L

)

[ No/zevs [ Yesin

Does the pain disturb your daily life?/ B &4 &I EA

Are you, or have you been, under the care of a doctor in the past?
/BEBRLTVSRA, FEEBRISARLTVESLEHYFTH?

CINoneZ2L  [IMyocardia infarction 0 518%€ [ Angina pectoris$&0MiE [l Arrythmia R R [CHypertension & IfiLJ £

CDiabetes mellitus$# /R CIAsthmaWs & CIChronic Obstructive Pulmonary Diseasel8: B FEM: ik £

U Gastric duodenal ulcer & -+ 815 1E % UBrain infarctionfié{#% [Dyslipidemialfi§ & #%  [Prostatic hypertrophyffi SZ A AE K

OcCancerf ( ) OGlaucoma#kPIfE  [ClLiver diseasefi Tl it ( )
[UKidney disease g i ( ) Llotherz o ( )

Continued on Next Page
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EEDE 2/2R—=2 WS - /BT - EHTF BAKBY CDR(BY - # L) English/

Have you ever had surgery before?/F#EZHY E£5H?

= If you checked "Yes", write the history of your surgery.
AR AY
O No/z O Yoo/l g LU AR T EREEENT LA,

=
REE

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/KB /F i % /FiirE LI-FHA /F iz L= ERmE

Are you currently on any medication? /B7E. fRATWAEFHY F3h?
O No/LWhz O Yes/lZi *If you answer "YES", show us your medication or a medicine pocketbook.

/BR, HLIL TERFIR] 2o TLAHIE, RETIESL,

Name of medlgatlons What is your condition for\ prescribing? *For staff W45k B 2 1l
/BEDLH JALTTERE - FEAR
For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 @ — /L -
©) Diabate mellitus/#§JRJ5 - Sleep/lEf - Gastric acid/F % - antidepressant/#it 5 >
Otherfti( )
For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' 27 = — /L -
@ Diabate mellitus/#§/RJi5 - Sleep/IElR - Gastric acid/FH % - antidepressant/Hi 9 >
Otherfth( )
For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 @ — /L «
(©) Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )
For pain/fifi#- + /High Blood pressureiifi./f: + Cholesterol/= L' A7 m— /L «
@ Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )
For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 m— /L «
® Diabate mellitus/#5/R 4% - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )
For pain/fifi#- + /High Blood pressureiifi./f: + Cholesterol/= L' A7 m— /L «
® Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )
7L |Allergies O Nozevy [0 Yes/o?d [ Food(s)/B<#: [0 Medicine/%: [ others/Z Mt
*— /7 I/)L=\’—'—G)J§9ﬁ Allergic Reactions/ JEfK  ( )
7|Do you have an implanted pacemaker? /R—2 A —h—£EHAALTHNETH?
E
| i‘ [ No# [ YesH  IF yes, do you have a pacemaker handbook/ ID card? O Nof [ Yesi [ athome BEcH 2
I HHHEE, N—RA A= —FIREILID card & I5F B TH 2
=& | Do you smoke regularly? BN, 72IEZ 2R NETD,
1 [ No/bvz [ Quit/®st= [ Yes/®m>TW3 ( cigarettes/day H x yearsZE[H])
»m|Do you drink regularly? FB1BIZ 3L~ EF 5> Please circle if any of the following apply to you.

R¥

H

O No/vvz [ Yes/IFLy  (Beer/E—/L  Japanese sake/ H A Wine/V - > Whisky/ 7 A A% —  Other(s)/% Dt
*drink everyday/4& H fk¥e *drink times|F]/weekif ml/time[A]

Do you have religion? /Z#iZHVETH ?
O No/LWh & O Yes/I&Ly ( )

e |Risk for falls/ #f8| D fERREE

Dfs
3 4

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? O vz CIvesitin "
Riskof Falls _ /BLS0ARA TRRAM o CU T 0 2 NOLMA  LlYeslidl MCancht Walker

pa—ysis}

TAr

i o fERE Do you use a wheelchair? A
VG -2l > TN 9 CNov vz OYesig

Do you feel dizziness?

N ONovvz Oyesidus

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

A B IR A R A T % A A L E L7702 CNOV e CVesitie
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