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#BRI)V=vY HER

COMBEANTEATBCEITEY . KRYMFELGZHZT SENFARELGYET . LLBEAKLBWNERENHIEE(F.
TR THETY, FLFHKEATEWNEES L. EATWSEBENTE EEZ Y THASEEONDEHRECEA
TEW, BANRROBEIETFONET,

Your answers on this form will help your health care provider better understand your medical concerns and
conditions better. If you are uncomfortable with any question, do not answer it. If you cannot remember specific
details, please provide your best guess. All information given here is strictly confidential. Thank you!

V¥ Patient Information (& 1RER)

Last Name 3 First Name % Gender 3] (MB /F %)
DOB &4 A BH(mm/dd/yyyy) 19 Appointment 9 H B¥ 20
Phone BEEHEE Occupation B %

Email A—JL7FL R
V SEIOZERITE D ESTIERDTI-HTTH ? What is the medical problem for this visit?

O#rnHbdFevers _ _F/C O ESK Chills O HEDJ&EH Sore throat
O £7K Runny nose [t Cough O f=A Sputum production [ MM7f=A Bloody phlegm
[ 5&JF Headache [ ItZF5 Nausea O A8 Excessive thirst

O 2#EM[ESELY Difficulty speaking O M9J& Chest pain O #1Z Palpitations

O Mo EB % Tightness in chest O Bt Shortness of breath

O F@%E(F Heartburn O B & Stomachache [ & ZFEL Dizziness O HREY Ringing in ears
O EAHY5E S Abdominal bloating O B4 Abdominal pain O M&Rft Vomiting

O T%i Diarrhea O M{# Blood in stool

O #8R Frequent urination O MfR Blood in urine

O HEFRJE Pain with urination O LU Numbness O FEJ&F Backache

O %42 Rash O A& Iching O ¢<&* Swelling

O S InE High blood pressue O AE D E Weight loss/gain

O BAXA 1k Loss of appetite O 5L\ Malaise

O ENAT LY Gets tired easily

O $&# Pain in... HELY

ZD4th Other:

X WDEMNSFERMNHYET H ? How long has this been a problem?

Vv RERALTLSEASH T A2 CURRENT MEDICATIONS and SUPPLIMENT
WERALTWAEDSYTYAL LD LR, AEEEIEZETE A TS, Name, Amount and frequency taken
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V X, BRYEFOMICFLILX—DHHBSIETRBET L

List any allergies to medication, food and others:

VEBE{EFE Past Ilinesses and Surgical Histories

O IXIMEESE Cerebovacular disease O BRIEEE Thyroid problmes
O 1[L\&J& Heart disease O fwE Asthma [ #EFRJ" Diabetes

O Bl&%E Kidney disease O BFfiEdR Liver disease O #£4% Tuberculosis

O &%/ Convulsions/Epilepsy [ B/C E!AF 2 Hepatitis B or C [ #¥5#%% B Mental disease

O T4 X HIV O AYA Cancer (##%8 What kind?

O Z 0k Other
LOBREBRDI)RAMIFIvIDHHIGEL. Fmh . REFH. BEFLXFTIBATIL,

(5l : BxiZe e, 1996 £, BN ZE R CEINM—FFRIICE B FE ., = BRID ARD&ZEIEL, )

If you checked any of above list, pleas write the name of the illness, date discoverd and current status.
(Ex, Stroke, 1996, I had minor stroke which caused temporary paralysis in left arm. I was monitored in
hospital for three weeks and recovered. )

V¥ FfitFE Have you had any operations before? [OYES, [ONO

FHEOHZ EE L. FHEZT-FE&E. FHOEEITLEATIL,
If YES, when and what kind?

V I PE Have you had a blood transfusion? OYES, ONO

BMMEHLIESIE. WOEALBEODFEMEZ ToN-NAIEATIL,
If YES, when and the reason?

VR EEEEPE Family Health History

O &mE High blood pressue O 0% Heart disease [ #EFRJE Diabetes

O Bh&is Kidney diseasev O FFhEs® Liver disease [ #5fdEE Mental disease
O s&{zFJ&E Hereditary diseases O AA Cancer & Z® What kind?( )

O IXIMEMESE Cerebovacular disease O Zmfth Other

LOBEERDUANFIVIDHHEEF. ELT-A ENGULDFEHTREONFANTEEATEUY,
AoDIGEIX. EORENEEEZTT I, If you checked any of above list, please write the name of
the illness, who, (if cancer, what kind) and how old.
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V& tEDH Questions for Women
IR AR DOBIE B Starting date of the last period.
SFIRLTLVET A ? Are you pregnant?
ONO OYES BB TTH Weeks , O M i5%LY Not Sure
FZ2F, T H ? Are you currently breastfeeding? CINO OYES
-EITADOE IILERALTLNVET A ? Are you taking contraceptive pills? CINO [CYES
FARRIZAE > 1= FEEh Age of menopause

VA FER Lifestyle
BE(Z1H3BESTLVET M ? Do you have meals 3 times a day?
O YES 0 NO (1 Bfif& ? How often? /day )

EORLBERYPEBANTLVET H ? What kind of food do you eat?

«ZNOZULVET D Do you smoke? [YES [INO
JhndiGE. —HOEXREKIE? FER-H>TLVET H ? If yes, how many a day and how long?

LIBTR S TULM=M S (XA TLVS, Did you smoke before? OYeES [ONO
KH>TW=HE. —BDOEREIL? If yes, how many a day?
LD HHZFELT=H? When did you quit?

« 7 JL3a—)L Alcohol
TEERIICEBEEZERHF T H ? Do you regulary dring alcohol? [JYES  [ONO
BENDEE. —BRBICENGIDEERAFET H ?If Yes, how much in 1 week?

*h7xA> Caffeine [OINO [OYES YESDIFE.—HIZENSLY? If yes, how much a day?

 1E &) Exercise
TEHIRIZEFH L TLVET H ? Do you exercise regularly? OYES [INO
YES DIZE . AZEDFEE ? If yes, how often and what kind?

Vv FOfda A b+ Other Comments

CHRABYMNES TEWELE, Thank You!
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