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NO. =, Please circle if any of the following apply to you.
SAEE y g apply toy
ENT Questlonnalre/ Egnmn{%ﬂ F“i l:l? Pregnant , breast-feeding
Ig%me of Patient O Male/ 5t Age SR =R
y FEES years old Occupation%: Operationf?ﬂfﬁce Work S % -
D Female/ 4t ' ¥ Unemployed HEJi + Student™#/E + Othersfthi( )
7 I want to have an interpreter if an interpreter service is available. Body Temperature :
/BIRNRHZBEIT. BREMFFTIELL, MR °C

Did you have a fever of 37.5°C(99.5°F) or higher or any cold symptoms such as cough, sore throat etc. Body weight

within the past 10 days? /10 F SAPIIC37.55 5L EOFEB, Fe iR RIBERIEHYELID, ,(@O“gy(j}f.‘%ﬂl 2 ' ke

[ No/%L [ Yes/1xLy
What part do you want to have examined at ENT today?
/ABERBEBERET, CORLEOBEECHRETTH.
[ Ears/E 9 [ right/& [ Let/%E [] Both/@A
[] Nose/2 9 [ right/& O Lefi/%E [] Both/@A
[ Throat/® &
*Please check all that apply./ #3d 2 Hi3EEM L T 7Z& 0
0 I was advised by another clinic/hospital (or at a regular check-up) to come here./
MDEREENSZZTEESICBD LN (BZED)
. If you checked "Ear", what is the symptom? (Check all that apply.)
/ TE1 EZ?S#Lf.?:‘It&(DJ: STHERNHY FTH., (EHHIARBRERALTIEZL, )
Ringing in the ear S Difficulty hearing Ear discharge Clogged ear feeling
D zmy [ Barache/ BALY L1 gy O rrn D zme
- Foreign body in the ear ~ *Write th f the forei bject i :
[] Dizziness/&h % L O /El:g%b“)y\ o /H{;;oefzzn;)%%i\%r?%g S\CC In your ear

[] Other(s)/ % D1tt :

If you checked "Nose," what is the symptom? (Check all that apply.)
/TR ICAENT=HFREDE S BERRBY EFTH (EBHLIHEFEBAL T EZEN, )

E] Nosebleed/ £ 11 D Runny nose/ &7k E] Difficulty smcllin\g E] Nasal congestion D Sneezing D Snoring/l,\'(jé‘

/IZBVDHMN B LY /8&3FY /{ Lo#H
Something is stuck in the nose *Write the name of the foreign object in your nose:
72 3 :
L1 Suongsmel/ &R L1 /3oy o e JRIZASELDEBNTL &L
[ polienallergy/7e#5E ~ [] Other(s)/ % Mt
If you checked "Throat,”" what is the symptom? (Check all that apply.)
/TOE) ITBINFAREDLSBERNSH Y ETH EBHIAFEBLALTIESL, )
Py Bleeding from the throat/ Difficulty swallowin Hoarse voice Tongue pain Sore throat
O Orluieer/Bm%t Ol gysisins O oganaccn O msnns Oz mamu 0o e s
Swelli f the fz i
O Sl O et O conin 3 P (s
O Something is stuck in the throat *Write the name of the foreign object in your throat:
/RSB 2D DTS /HRIZE oMM TLBHIDEENTL S
D Feeling like something is stuck in my throat
/R EE 1L
[ other(s)/ & Dt :
When did the symptom start? /Z DIERZ LD S HY FFh, Circle the area where you are experiencing the
pain. /JEHDHBEROZEMIFTTT SN,
Year/5E Month/ B _____ Day/H From about : am/pm /T A0 D _
. - f \
Do you have any pain? /0 & CHISHEHEHY FTH? \)‘3‘“’/
O No/tvivz [ Yes/IEW - -
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. ’ ’
Not at all/£ < 1) Most severe/&H# L LY
| | | | | | | | | l | -
0 1 2 3 4 5 6 7 8 9 10
Types of Myrobbing2% 2% Cpull X—> OHeavy@ 7=\ CstingtVEY I ' M
pain
vt UPricking 7757 UShootingTE5 2345  LlOtherZ ot ( Righ Left Righ
OAlways\ o [OWhen you move<& [IWhen you touchfiis &
Friq\u;my [ISometimes/i# « CICan't sleep withyf 2 THRALZR
[ Otherz oAt ( ) >
Does the pain disturb your daily life?/ B & 4% |2 A O Norzzis O ves»s front Back
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Are you, or have you been, under the care of a doctor in the past?
/BEBRLTVAIRA., FLEBRITEMLTVEILBHYFTH?

[INone”2L  [Myocardia infarction 0 #%€ [JAngina pectorish.0iE [ Arrythmia Rk OHypertensions ifiLJ£

[IDiabetes mellitus#R5% CAsthmalii &, [IChronic Obstructive Pulmonary Diseasel® 1 B ZE: i £
£

OGastric duodenal ulcer &+ #1585 UIBrain infarctioni##%€  [Dyslipidemiaffi§ & %  [Prostatic hypertrophy#ii SZERAEA
CCancerf# ( ) OGlaucomai@kE  [ClLiver diseasef/ Tl B ( )
CKidney disease gk H ( ) Clother# o ( )

Have you ever had surgery before?/FHEIXHY T H?

= If you checked "Yes", write the history of your surgery.
YA S \
DO vovnz DI Ye/Bl ) g0 ca L R R RE RN TS A,

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

JAre you currently on any medication? /B, 5RA TS EEHY ETH?

S}
O No/Wvz [ Yes/lEL *If you answer "YES", show us your medication or a medicine pocketbook.
/BE. ELLIE TEEFIR] 2H->TWBHER, RETLEEL,

Name of medications What is your condition for prescribing? * S -~
- . For staff 2T B A i 5 A
/BEDEH] MLITERE - JER

For pain/f##- - /High Blood pressure& ifil /£ + Cholesterol/= L' 27 @ —/L -

) Diabate mellitus/b5 /R4 - Sleep/BER + Gastric acid/F - antidepressant/ft 5 >
Otherfti( )
For pain/f##- - /High Blood pressure& ifil /£ + Cholesterol/= L' 27 @ —/L -

@ Diabate mellitus/b5 /&7 - Sleep/BER + Gastric acid/F - antidepressant/ft 5
Otherfti( )
For pain/f##- - /High Blood pressure& ifil /£ + Cholesterol/= L' 27 @ —/L -

® Diabate mellitus/b5 /&7 - Sleep/BER + Gastric acid/H - antidepressant/ft 5 >
Otherfti( )
For pain/f##- - /High Blood pressure& ifil /£ + Cholesterol/ = L A7 @ —/L -

@ Diabate mellitus/B /R « Sleep/MEAR - Gastric acid/F % - antidepressant/#ii 5 >
Otherftti( )
For pain/f##- + /High Blood pressurer& ifil /£ + Cholesterol/= L A7 @ —/L -

® Diabate mellitus/f /&3 « Sleep/MEAR - Gastric acid/F % - antidepressant/#ii 5 >
Otherftti( )
For pain/f##- - /High Blood pressure& ifil /£ + Cholesterol/ = L' 27 @ —/L -

® Diabate mellitus/B /R « Sleep/MEAR - Gastric acid/F % - antidepressant/#ii 5 >
Otherftti( )

7L | Allergies O Now O Yes/®»sO  Food(s)/BAY: O Medicine/Z: O Others/Z Mt :
L
/T ULF—DOHEB  Allergic Reactions/ SEIk ( )

Do you have an implanted pacemaker? /R—2 *—h—ZBHAALTOETH?

~
|
2] O Nofz [ Yesfi  IF yes, do you have a pacemaker handbook/ ID card? [ Nofe [1 Yesti [ athome BEICH 3
I BOHGEHEIE, RN AA I —FIRE/ITID cardZ 555 H T A 2

riz|Do you smoke regularly? /EHERIIC, 72IXZ BNV ET D,
O No/bvivz [ Quit/4eséh 7= O Yes/®->TLV3 ( cigarettes/day H X yearsZEfH])

; Do you drink regularly? /ZBHICIIEZE A ET 5>, Please circle if any of the following apply to you.
— [ No/bvvz [ Yes/IFLy  (Beer/E—/L  Japanese sake/ H A  Wine/7 A > Whisky/ 7 A A% —  Other(s)/Z DAl

*drink everyday/fg H fikie *drink times[A/week ml/time[H]
%Do you have religion? /ZHi3HVETH 2
O No/bvivz [ Yes/IELy ( )

s | Risk for falls/ S8 D fEBREE
DfE

= Have you ever fallen within 3 months?
13 A UNIZERA T2 Z L1300 E 300 2
Do you have orthoses on your feet?
[RICIE B2 DT TUNES 2
Do you use a cane or walker?

Risk of Falls /R0 TR Al > CUNVET /) 2
O fEE Do you use a wheelchair?

ONOVWH 2 OYesidv

ONOVWH 2 OYesidv

ONOWW % OYesiIV Y(Canefd » Walker 21T 2%)

TININL NS T VacH AN (Canakt e Wall-arHe 27 B2
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/E%%%’fﬁ/)fb\i‘j‘ﬁ)o LUINUNY VAL L LD Y \CALIVLA VY AIRULZZN | T
Do you feel dizziness? LA S |
I3 X BN EF A 2 LINOVv WAz [Yesidy
Did you take eye drops to widen your pupil in eye exam today? N
N N AR W
IR IR 2 TR AT F A L E L7702 NOwNRA s
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