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Gastroenterology Questionnaire/;g1L 88 f B E

£

Name of patient BT= °C
/BEKA PR= /5
For staff only
= H
Date of birth Year/ £ Month/ A Day/H /ERBET AR S;_ m/mﬁ 9
/E£EAB (BEE) ( Years old/m%) N
SPO2= %
Height/Weight/ & & - & E om ka Sex/tE 51 O Male/ B4 O Female/%&

What is the problem today? (Check all that apply.)/$ BIZED & 5 ZEKRMHY Fh., (BWEHIARBFEHEALTLESLY, )

O Nausea/HZES O Vomiting/M&Rrt O Diarrhea/ %1 O Burping/IF > XX O Constipation/{E## O Heartourn/fx>1F
Vomiting blood Appetite loss Weight loss . S L -

a /M E < O JRRHE O TN O Food stuck in throat/ BEAD EIZDOHNZ B

O 1 was advised by another clinic/hospital (or at a regular check-up) to come here./#th D EBEEBEMN S ZBT 5 LS ICBH LN (BZED)

O Other(s)/ Z M
ith -

Check all that apply about your stool /EDHEIRICAL TL &L,
Grayish white

O Normal/E& O IR B O Brown/Jsa O Black/2& O Bloody/ Ifi{E O Watery/7K#k
O Soft/&(E O Hard/BL\E ;S_toé’l'ggg‘ggégef day _ time(s)/day/E/B

When did the symptom start? /Z DIERIE L 2D S H Y FFh,

Year/$£ ___Month/B __ Day/BHFromabout _____: __am/pm IZA»D
When does the symptom occur? /fERIFED & S57E & FITHRAF T H,
. . . While in When waking up Irregular
O Morning/& O Daytime/B O Evening/% 7% O bed,/ShEEch SRR O JEE
O Other(s)
/%Dt

What is the symptom like? /fERIZED &L S HHBFEZFHE>TULETH,

= - + The symptom is gradually worsening
# ARG ” BLSEIN
O Constant/#&z % <. LTS O JERIZDEL BT ETIND

O The symptom comes and goes/fEJRASH =Y EZ =Y LT3 O other(s)/Zo# | Circle the area where you are experiencing
the pain.
Do vou have any pain? @0 & THICEH EHY ETH? [FEHDHHBAICOEM T T,
O No/L\hvz O Yes/I&Ly i} {7 }
==
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. A —
/EADBEEZBFTRT E, EDLBNTTM?
Not at all/£ < £ > Most severe/ B4 B L Ly ’
| l l l l l l l l I |
0 1 2 3 4 5 6 7 8 9 10 e
Types of OThrobbingA¥x%  ODull X— OHeavyTE 7=\ Ostinge’V e’y E
pain

a2 OPricking 7277 OShootingEE&3E%  OOtherZ 1t (

OAlways\ o, OWhen you move®i<& CWhen you touchfifis &
Friq:ﬁncy C1SometimesfiF % OCan't sleep withfiii 4+ ClALZ20
O OtherZ At ( )

% 4} L
Jk QLA

Front Back

Are you, or have you been, under the care of a doctor in the past?
/BERBLTVLIAER, FERBEICHRLTW=CERHYFTM?

ONoneZ2L [CIMyocardia infarction.0 7 #5%€  CJAngina pectorisBi.LiE CIArrythmia A%k CHypertension & Ifi =

(IDiabates mellitus# R [ Asthmalis &, CIChronic Obstructive Pulmonary Disease = 1: B ZE4: fifi ¥ 28

OGastric duodenal ulcer & -+ —f5 1515 OBrain infarctionfidf#2& CDyslipidemialfisZ 2%  CProstatic hypertrophyii 32 AR K
OcCancerfz ( ) OGlaucomafkPNfE  ClLiver diseasefiTHiiiz £ ( )
OKidney disease’& g% & ( ) CJOtherZ DA ( )

Continued on Next Page

Have you ever had surgery before?/F i ElXH Y TIH 2

= If you checked ""Yes", write the history of your surgery.
AR AY
O No/birz O e/ iy AL B TS HEEE LT L,

20214E1 Ak

=
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MR 2/2R—T
ID:

WL - BHIT - BERTF

BAKBHY CO-R(BY - i L) English/ZEEE

Disease names

/BB

Name of your surgery

[F i

When you had the surgery
/F % LB

Hospital where you had the surgery

[FEiiE L EREE

Are you currently on any medication? BR7E. SRATWAEETHY T2

O No/L\hvz O Yes/I&Ly

*1f you answer ""YES", show us your medication or a medicine pocketbook.

/B, HLLIX TEEFIR 2H>TWIAHIR, RETIEEL,

7L i
v |Allergies

Name of medications How to take or use your medication Name of medications How to take or use your medication
/BEDZH] /BRAHF - BN /BEDEH /BRHAF - EWNA
@
O No/Zev» O Yes/dbd O Food(s)/BR#: O Medicine/Z&: O Others/Z M4th:

=l/7ri¥—otg

Do vou smoke reqularly? FBIEAIZ. 72IEZ 2R\ E3h,
O No/LvZE O Yes/I&Ly O Used to smoke/ LARTIR > T ULV

Allergic Reactions/ JiEfk  (

Cigarette consumption/B24E & Duration of smoking,/ 21 £ s G W/hug éo%s)g)g);fi ;moking
c}ié]ar;lttes/ Day Year/ 5 Year/ % Month/ B
*1f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.
/RELEEEZHEITOIHIE, BEZOHEREEROEFICLTHELNTLEEL,
Do vou drink reqularly? FB1ERICIIBEZR A ET D
O No/LWvZE O Yes/I&Ly O Used to drink regularly/ ARIERET 2 BEMNRH o 1=,
O Beer/E—JL ml /Day/B O Whisky/7 4 R¥— ml /Day/H
O Japanese sake/ B &;B ml /Day/H O Wine/74 > ml /Day/H
O Other(s)/ % M fts ml /Day/ B
Do you have religion? /ZR#3HVE$ D> ?
O No/L»vz O Yes/I&Ly ( )

sm |Risk for falls/ BRI DfERREE
DfE
B Have you ever fallen within 3 months?

1377 H UNIZERA TZZ L3I0 E 3700 2
Do you have orthoses on your teet?
IR B 2SI TUVET 7 2
Do you use a cane or walker?
IR TR o TV ET N 2
Do you use a wheelchair?
Risk of Falls [HR L2 S>TONET N ?
fixf o fEkE Do you feel dizziness?
156X THNETN?
Did you take eye drops to widen your pupil in eye exam today?
IR A IREHR A ClEA A2 H3EALELTZ 2
Do you have an attendant?
IS ERVIZNET 2
Did you drive your own car, bicycle or motorcycle when you came to
the hospital? kBEEZ B /) TH, HERH, A — M A OiEIRZ L CEFELT-

CONOWV Wz OYesidw

CONOWv Wz OYesidw

ONOWW % [IYesi\ y(Caneft - Walker 47 25)

ONOWW % [IYesi\ y(Caneft - Walker 247 2%)

CONOW WAz OYesidwn

CONOW WAz OYesidwn

CONOW W2 OYesidwn

CONOW WAz OYesidwn

O |want to have an interpreter if an interpreter service is available./ RN H Z15E L. BREMIFTIELLY,

20214E1 Ak



