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NO. Pain Clinic Questionnaire Height cm
REEREAt 59— BIRE Body Weight Kg
UHF 5E-AEFBTEREL TS
Name Age Eﬁ Body Temperatureé °c
Sports History iWhich sports( )% How long( years/ % Are you pregnantiE 8k H or Brestfeeding$ZZLH1?
% Do you have pain anywhere in your body? O Yes [ No * Please be sure to check the number below
EDOEZNZFEAPRHYETHI? to indicate the intensity of your pain
Pain o 1 2 3 4 5 6 7 8 9 10
Scale
Back - & |Nopainatall = O Worst pain possible = 10

Iyp? OThrobbingX#%X¥% ODull X—> OHeavyEf-L\ OstingEJE)
of pain

& 4t |OPricking 7 F%  OShootingE M ES OOtherZ DAt (
Where | areatibfis ( )
When |OAlwaysty D% [OOWhen you move®i<&  [When you touchfii % &
LD |OSometimesBf < [Can't sleep withf#& TERNALY ZF0Dfth (

Does it interfare with your normal activities? BE4EIZXEEHYETHN? OYesHs [No#ily

Medical History

ONone%iL OMyocardial infarctioni3 85483  CAngina pectorisftiyiE O Arrythmia S E Ak
OHypertensionm ME  ODiabates mellitus#EfR®wE O Asthmali 2

[JChronic obstructive pulmonary diseasetg iz mizE  [Gastric duodenal ulcerg8+—isi5:E%

B4 FF [OBrain infartionfx#% [Dyslipidemiaf§Z®%  [dProstatic hypertrophygisziAEX
OCancerhtAs ( ) OGlaucoma#mpe [OLiver diseasefFfiifkE ( )
OKidney disease Bk ( ) OOtherz ot ( )
Surgical HistoryE#if i INone#zL [Yes#®Y What kind of surgery?( )

History of Cancer
DNADEEE

ONone#L OYesdY (

Medications

* Are you currently taking any medications? I7EERA TWVBHBEIXHYET M ?
ONo% L OvYes®Y (Do you have a Drug History Handbook? ZEF1E:Yes Y NO 7#L)

Name of medications $ZE M £ Hij (

B
* Are you taking any bloodthineers (Anticoagulant, Antiplatelet)IR7EHLEREZ SO M/MRELRATOET
»n? ONo#ZL [OvYesdY Name of medicationZEHI4 ( )

Allergy ONo%ZL OYes#Y * Please indicate to what and describe your symptoms below.
FULF— 1o whatad ? ( ) SymptomsfiE 4K ( )
Smokingl=[£Z iONolMMZ OQuitt®&H7F= OYestk>TLV5 (How many 18 / dayZA X How long /years4

ONol Mz OYesl&ir(OOBeerE —JL OSake HAEH OWine ™ A~ [ShochulfEEt (10therZ M th (
Alcohol&57E [Drink everyday# H&kd> = How oftenfk & 48 : How many:B(Z__ times/per week [EIfEE
How much&kd>=: 1[E]l(Z mé/ a time
Religion®# iONoZEL OYes&HY( )
Have you ever fallen within 3 months? -
3 ALAISGARC EEBYETH 2 LINOLrZ - DYes(ay
Do you have orthoses on your feet? -
RICEREOHTNET A ? LNOLrz HYestiy
Do you use a cane or walker? = . ,
BAOBITEE B> TINET 2 ONOWLWZ  OYesldL\(Canett - Walker 4
Do you use a wheelchair? -
Risk of Fall BHEFEFEO>TOETMN? CINOULwWhYz  OYesldiy
Risk of Falls Do you feel dizziness? =
GEIDBERE soozdpyEds- LINOLrZ - Yesiay
Did you take eye drops to widen your pupil in eye exam today? =
A BIRMRETHEIL 5 HEELELI ? LNOhirz DiYesin
HERLELET A7 ONOLLE OYesiEty

Do you have an attendant?

Did you drive your own car, bicycle or motorcycle
when you came to the hospital? £zl C B A TE, B ONOLWhvz OYeslEby
B AL DEEGELTEELN?

*This questionnaire will be used to determine your treatment plan. Please make sure to include as much
information as possible.
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L xS MRBORIBMRIRERT Tk oswia
1. When did the pain and numbness start? What brought on or triggered the pain?
BAHAPLUNIEVDDSIELEYELIZMN ? = S0 FIEHYET M ?

Since when ( JWEXKY, TriggerEo>h )

2. Have you ever been to another hospital for pain or numbness before? If yes, please describe.
WEETITREAOLUNTHIREZZSN-CEEHYET ? HIHGEILRBEH L TEEL,

3. Does your pain or numbness worsen with movement? If yes, please describe.
BAHCLUNDBMEICE>TERTIILEHYETH? HAEEIXEEH L TZEY,
(e.g., Bending backwards, raising hands upwards, pain when touched, etc.)

4. Please check that apply to your pain and numbness.
FEAPLUNDOREIZ OV TH TEEZEDIZOEDIFTEELY,

It's persistent FEAIIZdH S It's paroxysmal/sudden FEERIIZH S

5. We would like to ask about the type of the pain or numbness in detail. Please mark the following items that
apply to you. EAHAPLUNDHERICOVTH I BHEZLET . L TORBTH TLESILDICEZEDIT TS,

O Throbbing XF> X+ LARITD O Heavy EELLY

O Shooting ¥IvEFES O Tender &hb&

O Stabbing ZREFIEN DK% O Splitting Eld&>57%F

O Sharp LY O Tiring—exhausing I & EHIZTSASTYT BHE5%
O Tightening/Cramping L&ODIT5NB K57 O Sicking RN MNELLDLELSE

O Gnawing BLVAL KS57% O Fearful BALLED K%

O Burning BElF<{&57% O Unspeakable it Z 2L\, D HEEETHH LN
O Aching 59 <&K5%

6. We would check for any prominent pain such as throbbing or shooting pain today.

SHIHORENGE (RXvET2LRED)BHDIKRELHRLET,
Unimaginable pain 10, No pain at all O
How severe your pain is at this point? Please check the number below.

0] 1 2 3 4 5 6 7 8 9 10

7. We would check the persistent pain today?
4 B1BOFRMGEADIREEHERLET,
Unimaginable pain 10, No pain at all O
How severe your pain is at this point? Please check the number below.

(0] 1 2 3 4 5 6 7 8 9 10
8. Please check all that apply to the following questions. XKD YHTIFEBREDIZOZEDITTLEELY

(DI sometimes wake up at night with pain. RfE. A TENEHBIZENH S, Yes(&LY Nol € VZ
)1 think about pain every day. B BEAHD_EEMYEZTLES YesldlY Nol VA
(@ The range of pain is getting bigger and stronger. E&HDEEMN AL AKEL, #{t>T: YeslklY NolMW &z
@I'm losing motivation because of the pain. JEH D T=HIZPBRMNELELTETL V2 Yes LY Nol € VZ
Bl think I'm liked by others. EHDT=HIZRIZWNBZEMNZLY Yes(&LY Nol € VZ

®)I think this pain and numbness will gradually lessen.

COEAOLUNIEE R -8B T ERS YeslEly  NolMAZ

9. If there is anything else you would like to add, please include it below.

COMTRMATENVEL=S, FREICRREHL TS,

* There is one more questionnaire. Please cooperate with us.

BZREHELITNRHYET CHHEEREOILET,
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10. For each item, please mark the square ([) that best describes your current health condition.
FHEBIZBWT. HLE-0O5BOEEKREEZRLIERLTOAIA (O)1DIZHZEDIFTIZELY,
(1) Mobility BBIDIEEIZDLNT

|

Ooooao

I have no problem walking around. Z5=[B]5 D IZRE LAY

I'm having a little trouble walking around. Z==E 5D IZ/LEELH S

I have a moderate problem walking around. HF=RIADIZHEEDEENH D
I have quite a lot of problems to walk around. 2xEREIZDIZHEYREEL B S
I can’'t walk around. FEEBZEMTELLY

(2)Personal care HDEIYDEEIZDLVT

ad
a
a
a
ad

I have no problem washing and dressing myself. B CRAZE-T-UBEBEZZ T HDIZRRE T4
I have a little problem washing and dressing myself. B TEB & ER-T-UBEZEZTHDIZLLEENHS

I have a moderate problem washing and dressing myself. B4 TEAZEHK-T-YBEBZETADIChEEDOBEIHD
I have quite a lot of problem washing and dressing myself. BHT&EEK--UBEZETHDICHEYBELNHS
I can't wash and dress myself. BN CTH R ZHUBBZEZTHIENTELL

(3) Regular activities (e.g., work, study, family/leisure activities)

AREADOES (F: 435, M58, KK REFE) ISOWT

OooOo0Ooao

,—~

I have no problem doing my regular activities. 5\ IZADFEENZITODIZFERE (XA

I have a little problem doing my regular activities. 5\F2ADEEZTIDIZADLREENH D

I have a moderate problem doing my regular activities. S5\ T2ADEFENZFITOIDIZHEEDEIELH D
I have quite a lot of problem doing my regular activities. S5\TZADFENZITODIZHLZYEELH S

I can't do my regular activities. S\ FZAD FEEITIZENTEALY

(4)Pain / Discomfort JE#&/FREEIZDUINT

|

Ooooaod

No pain or discomfort. A+ P AR [T

A little pain or discomfort. D LIEH O RENH D
Moderate pain or discomfort. PEEDEAH O RBENHD
Severe pain or discomfort. MEY DFEH CRIRELH S
Extreme pain or discomfort. {BE DFEHAH O RELH D

(5) Anxiety / Depression TR/ SSERAIZDNT

|

O oOooao

Neither anxious nor depressed. &L THSHASTFIAATELVEL

A little anxious or depressed. DLARELLIESIFRAATID
Moderately anxious or depressed. FEEDATEHLLILSIFRAA TS
Very anxious or depressed. MEYT R ELLESHSTFIRAATILNS
Extremely anxious or depressed. i BEDARELLLSTEFAATINS
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