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Medical Questionnaire

P
Last Name First Name Date of Birth (YYYY/MM/DD)
KA EHEAH / /
Temperature Weight
(LSI7) C IRE kg
Blood Pressure Pulse
if £ / R e
Briefly list current symptoms/complaints:
ARILE S SHE LEH?
Check any of the conditions you have now.
JERODHHHORTIZF =y 7 LTSN,
[0 Fever #\ [0 Headache 5 [J Running Nose 5Kk
[0 Sore Throat MDY [0 Cough % [J Short of Breath 2YJH
[1 Weakness {AD725% & [J Dizziness ®»HEU> [J No Appetite BAUIR
[0 Abdominal Pain /& [0 Diarrhea T [J Constipation {#HF#
[0 Nausea W5 [0 Vomiting MN&nrk: O Cramp 4P
] Pain JEH O Injury I8 [0 Rash %
[] Itchiness FEH [0 Insomnia AHK
O Other ZDfth [ ]

Since when have you had these symptoms?

WODEND IS DIERA & D F 97732

Please list all medicines/supplements that you are currently taking.

HAEFHINTWEERE, 37U A b2 T AL ZE N,

Please list all major illnesses, injuries, and surgeries you have had in the past.

AETICRERFHR, BHR, FINZ SN ENHNTTRALIZE N,

Please inform us if you have an allergy to particular medication, food, or substance.
HOBY, FHEFOMOLDICT LAF—RNHENUTTA LT EEN,

For Women Only %D 7
Check any that apply to you.
FUTHLDOELRTT =y 7 LTLEIN,

[0 Non-Pregnancy #L#z L Ty 7guy [0 Pregnancy iR+ month(s)/» H
[0 Suspect of Pregnancy #FiREE [0 Lactating %9
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