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Internal Medicine Questionnaire/R¥l 2=

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
/EE£AR (FEE) ( Years old/&%) 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 Fever/#%h O Cough/%% O Runny nose/£7K O Phlegm/#& O ?gf;itgyfiiathing O Palpitation/Ei%F
Feel sulggish Get easily tired Shortness of breath Dizziness/$HE Loss of appetite iting /G

O swrran Bognere B san 0w O s O Vomiting/REAt
Bloody stool Frequent urination : Weight loss Feel thirsty Hypertension

D me Ry O Bloody urine/MR O )1y 15 O gncss < /EnE

O Paralysis/FFEE O Swelling/@&3<#& O Hives/ CAFELA O Insomnia/A~ER O 7tngl;xss O Nausea/mt &5

. ; . s I was advised by another clinic/hospital (or at a regular check-up) to

O Diarrhea/ T%#i O Itchiness/m P& O Pain/fEH O come here./ () EEEHEER /N > B4 5 & 5 =B bt (RSS

O Other(s)
/D :

Check all that apply about your stool fEDHERIZAL TL 2L,
O Normal/& & O f}jzagw{%whne O Brown/A< 2 O Black/2f O Bloody/ & O Watery/7K#%
O Soft/8{E O Hard/EME *Stool frequency per day time(s)/day// B

/—BEOHEEL :
When did the symptom start? /Z DEKF DM S HY TTH,
Day/H =rom about

Year/% Month/ B : am/pm [ZA0 5

When does the symptom occur? /fFERIF ED K S & ZITHBhFET H,

. . . While in When waking up Irregular
O Morning/%A O Daytime/& O Evening/% A O bed,/511E O JRRERES O IR
O Other(s)
/ZDith:
What is the symptom like? /EERIEZED & 5 BEEFEHE >TLETH,
= - + The symptom is gradually worsening
O Constant/# 2 7% <. #ELITLS O JRRIZDEL A TETIND
O The symptom comes and goes/fERD = UEZ =Y LTS O other(s)/zn4n | Circle the area where you are experiencing
the pain.
Do you have any pain? /4&® & S IZEAHIEHY £ThH? IRADHLEWAICOEMIFTTT =L,
O No/LW vz O Yes/I&Ly

If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below.
/BADEEEZRFTRT L. EOCBLTIH?

Not at all/£ < £ Ly Most severe/& & B L LY
l | | | | | | | | | |

0 1 2 3 4 5 6 7 8 9 10
Types of OThrobbingx% X%  ODull X—> OHeavyH 7=V Ostinge’JEY

&E?Jr;g OPricking F27F 2 OShootingTEX 23425 [OtherZ ol (
OAlways\ 21 OWhen you move®i<&  CWhen you touchfilio &
Friq\lie)ncy CISometimeshs % CICan't sleep with3 & THRALZR
O Other i ( )

Front Back

Are you, or have you been, under the care of a doctor in the past?
/RERRLTVIAER. FLEBEISHRLTW I LRHYETH?

ONoneZzL  [CIMyocardia infarction:U#7#82€  [JAngina pectorisB.0iE O Arrythmia Sk CHypertension & 1L+
ODiabates mellitusHEfR5% CAsthmalii £, CIChronic Obstructive Pulmonary Disease2 1: B ZEME ik 2

OGastric duodenal ulcer J + 51515 OBrain infarction/i%f#%€  CDyslipidemiaf5 & &%  OProstatic hypertrophy#if 32 IRAE R

OCancerf# ( ) OGlaucomasiskNiE  CLiver diseaseff Tl & ( )
OKidney disease& g & ( ) CJOtherZ A1, ( )

Continued on Next Page
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Have you ever had surgery before?/F i ElXH Y TIH 2

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

O No/L\hvz

O Yes/BL T cALEA R TIEMEEROTL RS,

Disease names

[BBA

Name of your surgery

[F i

When you had the surgery
/F % LB

Hospital where you had the surgery

[FEiE L - EREE

Are you currently on any medication? BR7E. SRATWAEFHY T3 ?

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

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

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

Name of medications How to take or use your medication Name of medications How to take or use your medication
/BEDRZH] /BRAHF - BNV /BEDEH /BRAHF - EWNA
@
7 v |Allergies O No/evy O Yes/»% O Food(s)/B_R#: O Medicine/Z&: O Others/Z Mt
/P LILXE—DOFHE Allergic Reactions/ fEdk  ( )

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

. . = : . Year when you stopped smoking
0 o H]
Cigarette consump.tlon/"xﬁig Duration of smoking,/E21{& #A sl @A DT
c}lé]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.
/RELEEEZHITOEIHIE, BEZOHEREEROETICLTHENTLESL,
Do vou drink reqularly? FZ1EHICISTBEZR S E 55>,
O No/LWvZE O Yes/I&Ly O Used to drink regularly/ ARTERET 2 BEMNRH o 1=,

O Beer/E—JL ml /Day/ B O Whisky/™9 4 R¥F— ml /Day/ R

O Japanese sake/ B &5 ml /Day/ R O Wine/74 > ml /Day/H

O Other(s)/ % M fth ml /Day/ B

Do you have religion? /5Z#ixHVETH ?
O No/L\hvz O Yes/I&Ly ( )

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

1377 H UNIZERATZZ L3030 2
Do you have orthoses on your teet?
[RIZEE RS COET 2
Do you use a cane or walker?
IR T o TV ET N2
Do you use a wheelchair?
Risk of Falls [HLRF 2> CQUNET N ?
fixf o fEkE Do you feel dizziness?
[SEOXTHNET N2
Did you take eye drops to widen your pupil in eye exam today?
IR A IREHR A ClEA A2 H3EALELTZ0 2
Do you have an attendant?
I ERDEZVET N2
Did you drive your own car, bicycle or motorcycle when you came to
the hospital? SkBEEZ B /) CTH, HERH, A — M A DiEiIRZ L CEELT-

CONOW WOz OYesidwn

CONOWV Wz OYesidw

CONOW 2 DIYesidl y(Caneft - Walker 517 27)

CONOW 2 DIYesidl y(Caneft - Walker 517 27)

CONOW WAz OYesidwn

ONOW WAz OYesidwn

CONOW WAz OYesidwn

CONOW W2 OYesidwn

O 1 want to have an interpreter if an interpreter service is available./BERH H D15 E (&, BIREMFIFTTIZFL LY,
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