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NO. N Please circle if any of the following apply to you.
. . 2AEE y gapply to y
UrOlOgy Quesuonnalre/%ﬁ%ﬁﬂ ﬁ:ﬁ RZ 535 Pregnant 3T - Breast-feeding 23 H
Nime of Patient O Male/ 5t Date of Birth ZE4%H H
44Tl Age
| EF years old
D Female/ %tk Ed Year/$ Month/ A Day/H
Occupationki2£: Operationfi:% + Office work## + Unemployed#es + Student:/: * Othersit( ) | «
Body Temperature/{A<ii. :
O I want to have an interpreter if an interpreter service is available./BRMNH 2B E(E. BREMFTIELL,
#u| What is the reason(s) for visiting UROLOGY today? (Check all that apply.)
/ R, BREFIZHNY OBRIZATTD,
Frequent urination . Urinary incontinence Pain when urinating
%
[] Fever/sh (| /SR [] Bloody urine/If1 iR O IR %2 O SRS T
Difficulty urinating Pus in urine Have pain . - -
O gaceiz< i D migncs O i 2 [ Ras/ e 6.0 L1 Phimosis/ &2
[ Scrotum swelling/fE A EN T VS [J Worries about sexual matters./ {4 ¢ 1% 7
[J 1was advised by another clinic/hospital (or at a regular check-up) to come here./fi DEFEEREMN 5 ZZTH LS Do (BZED)
Other(s)
O /D :
When did the symptom start? /Z DERIEVD O HY £T .
Year/5E Month/ A _____ Day/H From about : am/pm /ZA5MH
Circle the area where you are experiencing
the pain.
o LN~
Do you have any pain? &N E THICEAEHY EFTH? [RHDHDEBAIOEMFTT ‘7'_\"
O No/vvivz [0 Yes/IZW (( w)
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. /) C\
[BHOBEEBRFTRT L. EDCHNTIN? ) K
Not at all/£& < £ LY Most severe/f 4 F L Ly
l | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10 S
Type.s of O Throbbing 2% 2% [Dull X—> OHeavy& 72\ Ostingt’ ey N
pain .
Eal OPricking F2F 2 UShooting®E 52345 LlOtherZ At ( Righ
O Always\ o, COWhen you move®i<& [JWhen you touchfilis &
Friq\“;"cy [ISometimesf¥ % CICan't sleep withyg Z THRALZ
O OtherZ o fth ( ) e
Front
Back
Does the pain disturb your daily life?/ B & 4 5& (C X fEAH O Norza O vesivs
Have you had sexual intercourse with someone besides your partner?
/FREDS EHZBRHY E LD,
O No/tvvz [ Yes/IEW
Are you, or have you been, under the care of a doctor in the past?
/BERBLTVSARK, FLERBBITARLTVECLEHYETIM?
[INoneZ2L  [DMyocardia infarction 05 #8%E [JAngina pectorisH0iE [ Arrythmia Rk OHypertension i i
[IDiabetes mellitus# /R CJAsthmalii. 5. [IChronic Obstructive Pulmonary Diseasel® i B ZEM: iy £
OGastric duodenal ulcer & -+ - IB1E5 (Brain infarctionb##3€ [IDyslipidemialfZ 5%  [Prostatic hypertrophy&ii 7 iR A
ClCancerf ) 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?/F#EZHY E£5H?

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

O No/bnzd [ Yo/ Ve @ U e A F I RE ST E S,

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

|Are you currently on any medication? /R#. BRATVWEREHYETH?

&
O No/Winix [ 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? *For staff BT E
/EEDART JALFFRER - SRR or staff 4B BT 5 1

For pain/fifi#- + /High Blood pressurelfi./[f: + Cholesterol/= L' 27 = — /L -

©) Diabate mellitus/#§JRJ5 - Sleep/lEfi - Gastric acid/F % - antidepressant/#it 5 >
Otherfti( )

For pain/fifi#- + /High Blood pressureilfi/[f: + Cholesterol/= L' 27 @ — /L -

@ Diabate mellitus/#§/RJ5 -+ Sleep/IElR - Gastric acid/H % - antidepressant/Bi 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' A7 m— /L «

(©) Diabate mellitus/#/R 4% - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./f: + Cholesterol/= L' A7 m— /L «

@ Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 m— /L «

® Diabate mellitus/#/R 4% - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureiifi./[f: + Cholesterol/= L' A7 m— /L «

® Diabate mellitus/#/R 4% - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

7| Allergies O Nowy O Yes/®»s O  Food(s)/B_R#): O Medicine/Z&: O Others/Z Dt :
/7 LLF—DOFR|  Allergic Reactions/ FEI ( )

Do you have an implanted pacemaker? /R—X 4 —h—ZBHAALTOETH?

~
|
2] O Nofz [ Yesfi  IF yes, do you have a pacemaker handbook/ ID card? [ Nofe [ Yesi [ athome BEcH 2
| BOEEIE, XA A = —FIRETIIID cardZ BFFH TTH 2

riz|Do you smoke regularly? /BHEAYIZ, 72IXZEBNET D,
O No/vvvz [0 Quit/®&t= O Yes/®>TWL% ( cigarettes/day B X years£Efd])

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

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

Do you have religion? /ZHi3HVETH 2
[ No/bvivz [ Yes/IELy ( )

Risk for falls/ #=f8| DfERREE
DfE
(5954

Have you ever fallen within 3 months?

B ALANITIAAICZ EIZHVET N 2

Do you have orthoses on your feet?

[ACHERZ ST TOET ) ?
Do you use a cane or walker?

Risk of Falls KO TR fE S CNET /N ?
#EE DO fEE Do you use a wheelchair?

[ER a2 o TWVET N ?

Do you feel dizziness?

[SDDOEFIHVET )2

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

(A ARER A CHEZ AT DL ELT 2

ONOWWx  IYesidw

ONOWWx  Yesidw

CONOWOZ [IYesil (Canefd - Walker#31T#%)

CONOWOZ [IYesil (Canefd - Walker#31T#%)

ONOVWH 2 OYesidv

ONOVWH 2 OYesidv
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