OTOLARYNGOLOGY (EAR, NOSE, THROAT)

H SRR R RS 5 Medical corporation JINOKAI
Date of birth
Year  month day
(£ AH)
Name (&#)
Occupation
Age (Fi#) P
(%)
T — Phone number (zszz2)
Home address
. ()
(C1EFR)
Body temperature ({kg) °C
Body weight 4 kg Male () Female () Nationality (%)

Are you pregnant or breastfeeding? (#EtL<EALLEIN?) Yes(  _month) No breastfeeding (2+4)

Do you have health insurance? (emgmes-tngsn?)  Yes(Please submity  No

Y¢Please circle the applicable items. (%43 2HHICOZ DI TTFE W)
(DWhat are your symptoms? (¥5 LE L7225 7?)
I had a fever. (_OC) B35 -7- My head is heavy.#H2 E > have a headache.5E2%f v

[ear problems B ojEik]

right £ -+ left 2 - both 7y

earache B discharge BE7“1 ringing in the ears B earwax B feel dizzy » £\

difficulty in hearing [ x 238> a feeling of ear closure HEfR

[nose problems & n#Eik]

stuffy nose £:ff runny nose §i/k sneezing < L ## bleeding &Il snoring ¥ &

can't smell €\ 23H % 5 7o

[throat problems @ ¥ ®fEik]

have a sore tongue & 23%f\> sore throat ® ¥75#\> cough % phlegm # be hard to swallow fX&AHIC W

hoarseness #7341 afeeling of discomfort in throat @ & o &1

other problems % D fit

[How long have you had these problem? % #LiZ\>0 25 T3 2> ? ]

Since year month

__day

@Do you have any food or medication allergies?ZE L BEYTT LA F—BHE 5 ?
Yes(medication 3£ food B~4%) other Z Dfth) No
(3)Please tell me if you have a medical history. ¥R H N ITHZTTF & »

swollen face/neck B - SR I3 IEN 7=

(@Are you currently taking medication?3RZEKA TV A RKIIHHV T ?
Yes(if you have any with you now,please show them to me. > CTWHIFRETTF X )  No

2 Our hospital strives for 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 Maina insurance card. Personal information is not used outside of medical treatment under the Personal Information Protection Act.




