As=r=ragizmou—vwo
Medical Questionnaire

Date:
Name Date of Birth
Cell Phone #
Address

E(pleose check the appropriate symptoms below.

What brings you here? saiessnsuin

Cold & Flu [lfever [ cough [Jrunnynose [l phlegm [ sorethroat [ jointpain [ chill
(RIBEEIR) () (1) (87K) (feh) (KR DFH) (Ba#YR) (EX)
Stomach [ stomachache [ nausea [ diarrhea [ constipation [ stomach upset ] no appetite
(BEEREEIR) () (tEK) (FH#1) (™) (BOBFHE) (BHRH7EW)
Chest O chest pain [ tight feeling [ oppressive feeling [ palpitation [ choking

(BIEBEER) (k%) (B LY (EBR) (1%) (B&ELW)

Head [] headache [ dizziness [ weak feeling

(BREREEIR) (58%8) (BHFEW) (Z3W)

Anus [l bleeding [l pain [ swelling [ pus

(ALF&F0 ) (Gl (&) (FEn) (B)

Your injury below. (EzonzzTFRicezAREW

Injury

(B)

Skin Orash  Oitch [ pain
(REER) Ce2) (D) (&)

g ge

Health Check | [1breastcancer [1bowel cancer [ brittle-bone disease [ stomach cancer [ thyroid gland

(&2 - RE) (FLHA) (KEBH ) (BHEL&SE) (BHh) (FRIRAR)
Other [ follow-up appointment [ normal health check  [1 out-patient for quitting smoking
(ZDft) (BiR2 (f2ERE2HT) (FIESLH)

Describe how long you have experienced these symptoms? (zikizvonscyn)

If none of the above symptoms are applicable, please describe your condition below. (rzomiricscEzssngea)

Please turn over @





