I__.#__'- Nihon Clinic

= 5200207 IR % Patient Health History

K4 Name :

(4 Last)

(% First)

W3
©

BH: / /
(B Month) (g Day) (4 Year)

1KRBIEFEDLSGIERTZEZ EINEI AN ? What is the reason for today’s visit?

2 ZDEKIZWLDEM S T H ? When did the symptom begin?

Eh o

3 BE. ARETOITHEKIEHY EFIH? Are you currently under any medical care?
0% LY No odHd Yes=> RBETRRUICLGEONT-FHHAZHEEZ Sy Please list.
f&4 Diagnosis Bl (L\DEEMH B) Duration (Since~)
1
2
3

4 IRADSRDOEEILSH Y FI H ? Are you taking any medications?
0% LY No odHd Yes=> BEDBFEMEEHRZHLEZ LY Please list.

# X4 Names of medication

IREDIEH Reason for use

G WIN|F

S5SFETIZT UL —REEFREILE-ZENHYEFIMN?

Do you have any allergies?

oLy No obhdVYes=> 7 LILXE—DHAHAEDEFvY LTHELTL LI, Please list.
R=1) > Penicillin B Food >
7 A E 1) > Aspirin %) Animal >
)L 7 7 &l Sulfa K& Plant >
Z~BH Unknown Z D fth Others >

6 SETIZROBERKIIID o= ERHYFEITM?

Past Medical History

#EFR%& Diabetes

B & Kidney Disease

fB[R%F Collagen Disease

= IM/E Hypertension fixi Il & & 28 Stroke M A Cancer
IV&E & Heart Disease & Asthma & JE Gout
FF& & Liver Disease B KBRF& B Thyroid Disease Z M 4th Others

fifi¥k & Lung Disease

fa M iR& £ Mental Disease

TSETICARLEYREGFHER T ENBYFET M7

History of Major Surgery / Hospitalization

B/ % F#F Surgery
Month/Year

f&bT4 Hospital Name FrTEH  City/Country

=

N

w




8 CRIEICROBFEGHERAICHM oA LS > LeVETM? Family History

W% Disease 2 | & |@mx | w® | o5 | ¥
Father | Mother S;{ahne(i ,&g?ﬁgr Siblings | Children
Cancer NA
Heart Disease DEE
Stroke i Ifn 5 %K R
Hypertension SimE
Diabetes W& FRIA
High Fat Level = A5 M e
Seizure TADA
Thyroid Disease | FBiKIRE &
Hepatitis FF 2
Rheumatism )< F
Mental Disease | ¥R E&E
Other
Other

9 H£FEEICOVNTSISMALET, Life Style Questions
a) 7ILa—)LIFEkFENF I H ? Do you drink alcohol?

olMYZ  Never
oldlyYes=> BE - EDCHLV?  How often? How much?  (
b) MB2EL TULVET H ? Have you ever smoked?

olMYZ Never
olZlyYes > SE - EDCHLV? How often? How much?  (

c) ERFEMII—BENSSHWNTTMN? How long do you sleep per day?

d) EFHLTWLWEITM? Do you exercise?
olMYZ  Never
oy Yes=> A/ EDCBHLV? Whatkind? How much?  (
10 XD AIZS5 A WVET,  For Female Patients:
a) IEIRENTEIMN?  Are you pregnant?
olyYZ No
ol&ly Yes= {HMH? How many weeks?
b) IMAEHRELFTIHA? Are you breast feeding?
olyYZ No
oldly Yes

)

RS hours )

11 zofh, BEShF-WOWI EABNIE. FEEZT I, Please state if you have any questions.




