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Ophthalmology Questionnaire/ERBE} FIESE

Name of patient BT= °C
/BERS PR= /%
For staff only
BP= mmH
Date of birth Year/4 Month/ B pay/B | /ERHEEAGEAM RR= P g
/EE£AR (FEE) ( Years old/ &) N
SPO2= %
Height/Weight/ & & - A E om ka Sex/tE5Hl O Male/ 514 O Female/Z %
Where are you experiencing the symptom you are here for?
/SHIEEDBEHEDERT 5hFE L
O Righteye/&HR O Lefteye/ZfR O Both eyes/ Wi AR O %r;g;]dﬁt eyes O Eyelid/B&
What is the problem today? (Check all that apply.)
/SRR EDESHERNHBY FIh. (BEEHIFBFHEBEALTIESL, )
Blurred vision Eye discharge - : Eye pain Dry eyes
O JBRIZ< | /B O ltchiness/HM i & O Swelling/fEh O TR D& m| SRS B
Foreign-body sensation in the eye uounyz_wsw_n = U'SIOEI:S wsion = Glaring/ £ AL Watery eyes
D oz O /oni=2i<Rz O MsEATRz O ) O seninz
Lacking vision Floaters in vision - Bright spot in vision
O jassxicazs U /anangis O RSVTELO O Redeyes/RMl O Lggiieses | rgnmis
O Foreign-body in the eye O Write the name of the foreign object in your eye. :
/ROFPIZAMAA ST [ROFICAS=3DEENTLEZEL:
O I was advised by another clinic/hospital (or at a regular check-up) to come here.
/MOERKENSRETHLI 1B LN (BZED)
O Other(s)
/Z D :

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

Year/%E Month/ B ____ Day/H From about am/pm IZ50 5
When does the symptom occur? FEIRIFE DL 2L EITHIVET D,
. . . While in When waking up Irregular
O Morning/& O Daytime/B O Evening/% 7% O bed,/ShEEch O SRR O JEE
O Other(s)
/Z D

What is the symptom like? /fERIEFED & 5 BB EH>TULETH,

O Constant/# 2 7% <. #ELITLS O The symptom is gradually worsening/#& R IO EL HE>TETLD

O The symptom comes and goes/SERM Iz YEZ Y LTS O Other(s)/Z MOtk

How did you come to the hospital today /S BIZED K S IZEZELI=M?

O by a Private car(driving yourself) = Motor cycle - Bicycle O by a Private car(somebody give you a ride) - train « bus * taxi - foot - other
JE N {h - BERE JEL(f oD J5 3 TEHE) « FBHL « NR « X7 U— - R - Z O
Do vou have any pain? /& TN ICEH EHY ETH?
O No/L\MZ O Yes/I&Ly O Righteye/AHR O Lefteye/ZEHR O Both eyes/MHR

If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below.
[EHOEEERFTRT E, EDCBNTIM?

Not at all/£ < %2 Ly Most severe/ B+ L
| | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10
Typgs of OThrobbingA* =% ODull X— OHeavy® 7=\ Ostingt’ Ve
ain
&E/uf; OPricking F27F 2 OShootingTEX 23425  [OtherZ ol ( )

OAlways\ o1, OWhen you move®i<& [OWhen you touchfiis &

FIedueny’ Csometimesh OICan't sleep withiii  THRALZ2
O OtherZ i ( )

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 mellitus#ffR7% O Asthmalii B CIChronic Obstructive Pulmonary Disease 1: B ZE M it 2

OGastric duodenal ulcer E + 5 1515 OBrain infarction/i%f#%€  CDyslipidemiafl5 & &%  OProstatic hypertrophy#if 32 JRAE R

O Cancery ( ) OGlaucomaiskNEE  CLiver diseaseffFligi#k & )
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

O No/L\hi O Yes/lZ\> If you checked ""Yes", write the history of your surgery.

/ TV [CALEARTICFHREZENT S,
Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/[EER /FE i /F % LB /FiiE L ERHEE

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

O No/L\hi O Yes/lE1 *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
@ @
71 |Allergies O No/Zav O Yeslbs O Food(s)/ B~ O Medicine/ZE: O Others/Z Mth:
/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
BE & O FE

cigarettes/Day
*/H Year/ 5 Year/ 5 Month/ B

*1f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.

/BELEEEZHEITITOIAE, BEZOHERLXERMOEFICLTENTLESL,

Do vou drink reqularly? /BRI ISTEZR A ETH,
O No/LWvZE O Yes/I&Ly O Used to drink regularly/ ARTERET 2 BEMNRH o 1=,

Cigarette consumption/E2{E & Duration of smoking,/ B2 & #A f5

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/pay/BH

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

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

1377 H UNIZERA TZZ L3I0 3700 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 [ oS TOEFT /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 H3EA L ELTZD 2
Do you have an attendant?
IS ERZNET N2
Did you drive your own car, bicycle or motorcycle when you came to
the hospital? kBEEZ B /) TH, HERH, A — M A DiEiRZ L TEELT-

CONOWV Wz OYesidw

CONOWV Wz OYesidw

CONOW 2 DYesidl y(Caneft - Walker 517 27)

CONOW 2 DYesidl y(Caneft - Walker 517 27)

CONOW WAz OYesidwn

CONOW WAz OYesidwn

CONOW W2 OYesidwn

CONOW W2 OYesidwn

O 1 want to have an interpreter if an interpreter service is available./BERH % B 15 & (X, BIREMFIFTTIZFL LY,
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