Year Month Day

Ophthalmology Inquiry Form BBFEZE 20 % A =

It is very important to know your medical history and state of health. All information given here is strictly confidential.

GO EELAFALZRNBEL TEERIRUABETT, AABROMEFTFONET,

General Patient Information BEZn 153k

VAT
Last name #£ 1 ] ] ] ] ] ] J First name(s) % ]
Male Q% Female(Q#x[]  Occupation Bz | Nationality E%& |
Date of Birth £4 5 H[ Year: O OOMonth: Day: | Address

== in Japan

Language(s) S &5 ] =7 KTD
Phone number &5 J AT
E-mail/fax A—JL - T7 Y5 R J
Eye Test i 1 DIRE
Do you wish to have an eye test? SR IDREDZZHE
No O Yes O
QO Pain in eye(s) BhYEL QO Discharge from eye(s) B+l QO Sensitivity to bright light L1
QO Eye injury BED4ME QO Foreign body in eye(s) BENE#H (O Tired eyes N B
QO Bloodshot eye(s) BDFs M QO Blurred vision 19 B (O Headache %%
O Watery eye(s) % &1=H (O Double vision #18

QOther (please write) 1t

Which eye? E550E  LefteyeOQZEMDE  RighteyeQHNE
How long have you had this? ED<5LN? hour(s) FrfEl) O Oday(s) BEO O Oweek(s) 3#E 0O O month(s) - A year(s) £

Please write any other general eye problems you have. fllZ5272 52 EEENVTREL

Eyesight Correction R &1E

How is your eyesight? #8711& ? Near(short)sighted O 37 1 Far(long)sighted O %18 Good vision(Q) B#F
Do you wear glasses? *A#xEMNFTUETA No (D Yes O

Do you wear contact lenses? AV 427> XZLTVETH No(D  YesO

Have you had vision-correcting eye surgery? 8 ABEFEM No( YesQ

lliness and Surgical History BX{FE, FilikEE

Please select any illnesses you have had. &2 9 2 REICHIZDIFTREL

(O High blood pressure & i1 (O Kidney disease & i (O Convulsions or Epilepsy [T\ VA TAD A
QO Diabetes £ QO Liver disease T QO Tuberculosis 1%

QO Heart disease & QO Thyroid problems EkRE% QO Hepatitis Bor C B/CEF#

QO Cerebrovascular disease fif1&#HE O Asthma B8 QHIVI/Z

QOther (please write) ftb

Have you had any operations before? F i /&
NoQ Yes(O» What? AIDFEH

Have you had a blood transfusion? #j 1 &
No() Yes(O» What was it for? D%

Do you tend to bleed much? &M No O Yes O Not sure O HHBERN

Go to REVERSE SIDE

—

—
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Family History RixFE

Please select any illnesses your immediate family have had. & T

QO High blood pressure 7 1 FE O Kidney disease &7 QO Cancer #
QO Diabetes ¥ER% O Liver disease fF g QO Hereditary diseases #&{=FBI &% &

QOther (please write) ftb

Allergies 7 L)V ¥ —

Have you ever been allergic to anything? (medicine, food, other) 7L L ¥—DH (K, B, fh)
No(Q) Yes(OP» What? fiI=

Have you had side effects caused by medicine? ZED&|{/EADH #&

No(Q) Yes(O» Which medicine?

Have you had problems after having a local or general anesthetic? £ & X (& /5 BT fx B &
No(Q) Yes(Op» What? fil=

Questions for Women &#A D ER

Are you pregnant? HEIRL TLVET A

No() Yes() Notsure() b4l

Are you currently breastfeeding? 4. ##ZHTT M

No O Yes O

Are you taking contraceptive pills? 4. B#FEADELEZRALTES H

Noo Yes O
Medication &

Are you currently taking any prescribed or over-the-counter medicine(s)? 4. L AE X (FFEELERALTLETH
No() Yes O Which medicine(s)? D%
O O O OBufferin OAspirin OWarfarin ('Coumadin,' 'Warfilone,' 'Marevan')

0 0 1 (QOther: Please write the medicine name(s). £ % EAMIZENTREN

—

 —

 S—

O | L C0Why are you taking it/ them? {AID %

—

Alcohol and Tobacco &f& #/8a

Do you regularly drink alcohol? &E% F ERRIICBRAFE T M 1 beer (500ml) 1 glass of wine 1 measure Other: Ot

’ - " of spirits
No() Yes(O» How much in 1 week? SBIZEDBN? —> % 9 % %

E—JL500ml Y ADE JEp—yy

Do you smoke? Z/\TFKNET H
No Q Yes (O How many a day? —HI= A How long have you smoked? ED<50N months 4 A years 4FfH]

Did you smoke before? LRIk o7=Z&HYET M

No(D Yes(O» Howmanyaday? —HIZ A  Whendid you stop? L\ D EL7=A ___ monthsago 7 BB ___years ago 48l
Treatment Preferences and Medical Fees iABO#E L ERE
Do you have Japanese Health Insurance or private medical insurance? B ADRREE X (EtDFAKNERRRITEHFLTY H

No O Yes O
Do you only want treatment for your main problem? JEE>TWSRBEDEEDHFHLELETH
No(D Yes() Notsure(Q hhdialy

Please return this form. Thank you.
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