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NO. . . . 3 ZATEE Please circle if any of the following apply to you.

7 Z il

Orthopedics Questionnaire/BE/ £ M2 E Pregnant FERF - Breast-feeding 3L

Name of Patient - Date of Birth =4 1 H
o O Male/ B Age

| AR years old

L] Female/ stk Ed Year/£ Month/ 8 Day/H
Occupationlfii#: Operationft:¥ - Office work##% - Unemployed#=i « Student=:4: = Othersfi:( )
Body Temperature/ AR = Height/& & cm Weight/{A & : kg

[ 1 want to have an interpreter if an interpreter service is available./;S@RM &% B HE (L. BREFMFITTIZL LY,

=4 YWhat is the reason(s) for visiting ORTHOPEDICS today? (Check all that apply.)
IR F . BRI D f2 Bl AT T %

O Swelling/& <& [ Pain/f&E#H [ Fever/5% Circle the area where you are experiencing the symptoms.
HERDHBEFOZFFTTTELY,

O Numbness/ L UL [] Non sensetion/BEE ALY

E=) \( \)
[1 Sprain /R A& [ Difficulty bending joints/BE&iASH (¥ S 7z Ly )\"/L 3 €
o . =
O Injury/ (4% [ stiff neck and shoulders//8 Z Y ) k
. . o Difficulty moving hands and feet
[] Dislocation/BtE3 [ JERABE(Z < r . E——
n I was advised by another clinic/hospital (or at a regular check-up) to come here. 4 ~r s N, 7
MDEFBEBN D=2 T DI b (2 E L)
O Other(s) Righ Left Righ
/Z D :
When did the svmptom start? /Z DFERIZ LN DM S H Y £T H. Front T Back
Year/5E Month/ A _____ Day/H From about : am/pm /ZAMH
Do you have any pain? 46D E ZHIZHEH(EHY FTH?
O No/Wbivz [ Yes/I&L
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below.
/HEADBEEZBRFTRT L, EDLBNTTM?
Not at all/£ < £y Most severe/ B8 L L
| | l | l | l l | l |
0 1 2 3 4 5 6 7 8 9 10
TypeF of OThrobbing2 % 2% [Dull X—> OHeavy®&E 72\ Ostingt" VY
pain .
Can OPricking 252 UShooting®E5 2345  LlOtherZ Dt ( )
CAlways\ o, CIWhen you move®i<& [JWhen you touchfili% &
Friq\“,gncy [ISometimesf# % OUnable to sleep due to pain.Jfg & TRV
O Otherz 0l ( )
Does the pain disturb your daily life?/ B &4 5% (C X fEA O Norzzw O Yesws
Are you, or have you been, under the care of a doctor in the past?
/BEABRLTVSAR, FEBEICHBELTVECERBYETHM?
[(INone”2L [Myocardial infarction/C>#5#3€  []Angina pectoris 00 [ Arrythmia R IRk OHypertension s i
[IDiabetes mellitus# /R CAsthmalii. &, [IChronic Obstructive Pulmonary Diseasel& i B ZEM: iy £
OGastric duodenal ulcer B -+ - IB1E5 [UBrain infarctioni4f#%€ [Dyslipidemialfi§ & %%  [Prostatic hypertrophy#ii S IRAE K
U Cancerf# ) 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?/FHEIX&HY TFFH?

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

Disease names Name of your surgery When you had the surgery SR TP

RE i i e surgery
/REA /F % /F % LB 2% LI B

Are you currently on any medication? AR7E. SRATWAEEHY FTH?
D No/L VR D Yes/IZ L *If you answer "YES", show us your medication or a medicine pocketbook.

/B, HLLIX TEEFIR 2Ho>TLIAHIF, RETIEEL,

Name of medlgatlons What is your condition for\ prescribing? *For staff W4 L B 2 1l
/BEDLH JALTTERE - FEAR
For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' A7 = — /L -
©) Diabate mellitus/#§/RJ5 - Sleep/IElR - Gastric acid/H % - antidepressant/Hi 9 >
Otherfti( )
For pain/fifi#- + /High Blood pressureIfi/f: + Cholesterol/= L' 27 = — /L -
@ Diabate mellitus/#§/RJ5 - Sleep/IElR - Gastric acid/H % - antidepressant/Bi 9 >
Otherfth( )
For pain/fifi#- + /High Blood pressurefilfi.[f: + Cholesterol/= L' A7 @ — /L «
(©) Diabate mellitus/#5/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )
For pain/fifi#- + /High Blood pressureiifi./f: + Cholesterol/= L' A7 @ — /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/#5JR 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( )
7L |Allergies O Noizevy [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 *—h—£EHAALTHNETH?
E
| i‘ [ No# [ YesH  IF yes, do you have a pacemaker handbook/ ID card? O Nof [ Yesi [ athome BEcH 3
I HHHEE, N—RA A= —FIREILID card & I5F B TH 7 2
| Do you smoke regularly? /BERNZ, X2 2B NET D,
1 [ No/bvz [ Quit/®st= [ Yes/®m>TW3 ( cigarettes/day H x yearsZE[H])
»m|Do you drink regularly? FB1BIZ 31 E K7~ EF 5> Please circle if any of the following apply to you.

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#IIHVETH?

. O No/LM\hvz O Yes/I&Ly ( )

e |Risk for falls/ #f8| D fERREE

Dfs
3 4

Have you ever fallen within 3 months?

137 B AAICIEA R LB T 70 2 Oivovwrz Hvesiany

=
REE

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

x| o fERE Do you use a wheelchair? A
VG 2l > TN 2 CNov vz OYesigny

Do you feel dizziness?

N ONovvwvz Oyesidvy

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

AL IR A IS 5 IR L L2 2 HINOw . HlYestts
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