PEERE

Medical questionnaire

Full name ( )
Birthday ( / / ) Age( ) Sex( Male/Female )
Address ( )
Tel ( — — )

Height ( ) cm Weight( ) kg Occupation( )

What brings you here today? 4rizessnsien

(
(
(

Please list your illnesses you have had 4= wi&icororz tixsbo 45
Ag Illness Hospital

X ) )
(o ) )

Do you have any allergies?  s<cg~mo7Lrx—izho x4n
Medication( ) Food ( )
Others ( )

Are you taking any medicine? SR L T B EIEH 0 EF 0 KRR S DB L E T
If you have a medication note, please show it at reception, or please write the name of medicine.

( )

Do you smoke? TS
[ONo/ [OYes — how many do you smoke a day? ( )

N N’ -’

Do you drink alcohol? SSHUIES /2% S
[UNo/ [JYes ( everyday / sometimes

For women LMD F~

Is your menstruction regular ? A RJE N IET T3
[UNo/ [JYes
Date of last period Bl A RIT N> TF
Are you pregnant? IR LT ETH
[INo/ [JYes Week of pregnancy( )

Breast feeding B LCOETH
[UNo/ [JYes

Thank you for your cooperation. Please bring this file to reception.
If you have referral letter, please show it at reception.




