Medical Questionnaire Form

B 2 T (FEE
Check (M) all corresponding answers. body temperature {#;& T
Name Date of Birth 4£&F8HB
E=4=] year £ month B day B (___ yearsold)
Sex MRl O Male B 0 Female &
€ Whatis the problem? &S UEUED
Fever ( oC) g&b‘@% Headache an% *Please mark below where you feel the symptom

Ringing in the ears HIg Y

Stuffy nose 80

Cough %

Bloody phlegm [1£%

Chest pains Hf955&

Squeezing chest pain BN L&HDITSND
Shortness of breath 2t

Backache E5¥E&5*

Burping [F 2 /&%

Vomiting IR0t

Diarrhea i

Lower backache FE5E

Difficulty urinating ERD'TIC <\
Feeling of incomplete urination 5%ERZX
Muscle pain* EHPOE*

Shoulder stiffness B _ 1)

Fainting 25t

Tired END

Can’tsleep BRNRLN

Feel upset or distracted f 51 59 D
Numbness* LU *

Trembling* (S\dX*

Rash* FZ*

O00O00OoobOO0O00000b0O0o0O00gooOooog

OO0o0oOOoO0O0oo0OoOooOoooooOoOoooooa

Runny nose £t

Dry mouth OH%EL
Throat hurts DEDEBH
Phlegm (mucus in the throat) % \
Heart palpitations )% Y f
Tightness in chest BIAYE LUY / /i" L f
Wheezing FUL\EW\Ea—ta— ,;'1 (| )\
Heartburn @Xb(7 | )
Nausea 1T ES
Stomachache J8J&* ]
Constipation {&H% \
Constant urge to urinate $&5R
Pain while urinating BEFRB
Bloody urine [MFR

Joint pain* BEERRE*

Dizziness ¥\

Swelling* L H*

Feel heavy or lethargic 723U\
Feel anxious {@HARZE

Night sweats =T

Hard to walk HEIC <)Y
Hard to speak 5&ULIC <L)
Other* FMDfth*

Do you have any idea what might be cause? RRE UCTRNHELEDCEEHOETH

)

day HH'S

Do you ever had an allergic reaction to food or medication? EXORMETPLUINF—ELEURECENBDEITH
O Yes B — [ medication & [ food /XY [ other ZDfth

O No Z&L) O Yes D _(
How long have you had the problem? ZFNII\DEBEHNSTIH
Since year £ month
€ Do you have an appetite? B&RIZHOFEITH
O No L) O Yes D
2
O No £EL)
2

O No £E() O Yes D —

Are you presently taking medication? IRTEERA TUVNDEIIH D FEITH
If you have it with you now, please show me. F-> TWNIERETLEEWY

(Please turn to the next side)—

1/2

*ZDEFAICAENZEFITTIIESNY



L 2

*

*

4

*

Questions for women: MO NDERTY
Are you pregnant or is there a chance that you are pregnant? IHIRUTVNETH. FEZ2DOTREREHOEITH
O No LW\Z O Yes [V — months & B
When was your most recent period? FTDARIZ
month B day B ~ month £ day H
O Regular periods #REIA O Irregular periods F#REI O Menopause BR#R
Are you currently breastfeeding? 12, TIH

O No LMWZ O Yes [0
Do you smoke? /NI ZIRNEIH
O No LWhYZ O Yes VY — O 18 & cigarettes per day
O Ismoked in the past BjldIR>TL\Z —
from age F~ toage =i

Do you drink alcohol? BBEBRHBFE T H
O No LW\Z O Yes {ZUY — O Everyday 88 0O B[O times a week
a A [O] times a month

What illnesses have you had in the past? BEICEDKDIBZBIELZUED

O Brain disease BDES, O Lung disease fODRI [0 stomach and intestinal disease BIEDHES,
O Liver disease ATIEDHES O Heart disease IMBEDES O Kidney disease BigDER

O Tuberculosis 5% O Diabetes ¥EFRSS O Asthma K8

O High blood pressure & M FE4E O Hyperlipidemia =S IE O Thyroid disease ERIRIFDIBES

O3 sladder disease BREBNOER 0 Rheumatism ')~V F O Eczema 7’ FE—MRZEN

O Cancer & O Other ZDith

* Has this disease been cured? ZFDHEIJUTBDFEUED
O No LWYZR O Yes (&)

Have you or any of your family had the following diseases? FRIE CROBRE UIEADWETH

O Brain disease BNDFER, O Heart disease IMBEDHFST O Liver disease FFIEDBER
O Tuberculosis #E#% O Diabetes ¥EERE O Asthma K8

[ High biood pressure = IMASE O Cancer &

Have you ever had any operations? FMiZEZRIIcCENBHOFITH
O No LWYZE O Yes IEWN

Have you ever had a blood transfusion? i ZZIFECENHVDFEIH
O No LW\Z O Yes (b)Y

= F"!Ex

Do you have any preferences for your examination?s32ZRIC DN\ TCHEREREHODEIH

Our hospital strives to provide high-quality medical care by acquiring and utilizing medical information.
In order to obtain and utilize accurate information, we ask for your cooperation in using the Myna Insurance Card.
HIRIFEZEBRZNS - EAITDICELICKDEDESNNEBEDRERBICEDTNET,
[FHERBHRERS - BAITDICH. VA IRIBEOFBICCRHESREVWNE UET,

Thank you for your cooperation. The doctor will be with you shortly.
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