fEiRaER 1252 % - HHT - BETF  @AKSHY CDR®BY - % L) English/%5E

NO. . . . ZEE 7L 00 1y = mg  |Please circle if any of the following apply to you.
Cardlology Questlonnalre/ TE ﬁﬁﬁ%’l‘ Flpﬁ A2 7% Pregnant IR - Breast-feeding 2%,
Nime of Patient O Male/ 5t Date of Birth 442 H H
44Tl Age
| R years old
[ Female/ et Ed Year/& Month/ 8 Day/H
Occupationki2£: Operationfi:% + Office work## + Unemployed#es + Student:/: * Othersit( ) | o

Body Temperature/{A<ii. :

[ 1want to have an interpreter if an interpreter service is available./BRMN H 2/ E L. BREMITTIELLY,

O I want to have an interpreter if an interpreter service is available./BRMNH 2B E(E. BREMFTIELL,

What is the reason(s) for visiting visit CARDIOLOGY today? (Check all that apply.)
/ B, FREHIIHNY EVBEATT N,

0 ﬁrﬁﬁii‘?éi glge O Pain/#&# [ Have a palpitation/ENEA T % O Cold sweat/#3F
O I/'IHZ‘;’;{I%S;_T\CM“ [ Difficulty breathing/ B2 L & [J Shortness of breath/ 214
m /S{V;eglljr;g ((f;ECG: I;nds/@ feet) [ Cold hands and feet/F B ASAT= L) [ Lightheadedness/32. 5 < & %

[J 1was advised by another clinic/hospital (or at a regular check-up) to come here. /i DEREBEMN 5 2B T D LS 2D LN (BZED)

[ Other(s)/ # Dfts :

When did the symptom start? /Z QFERITVDON S H Y ETH.

Year/4E Month/ A _____ Day/H From about : am/pm /ZA0D

Circle the area where you are experiencing the
Do you have any pain? &N E THICEAEHY EFTH? pain.
O No/LW\Wh & O Yes/I&Ly

If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number below. [ (R
/BAHADEEERFCRT L. EOCBVTIL? \i»;z &) (2
Not at all/£& < £ LY Most severe/f 4 F L Ly — \ - 5
L o JAN
0 1 2 3 4 5 6 7 8 9 10
OSqueezing pain/ffHt 1+ 5N 5 & 579FA  OBurning pain/BtlT 5 & 5 145 - .
Type.s of Tingling pain/h < B < § 5 & 5 HEH OIStabbing pain/Fl 9~ & 5 7% f& - o N A
ain . . L enie
Z:I')/ufot OThrobbing A% X% ODull A— OHeavyHE 7=\ Ostingt’VEY
O Shooting TR M AED OOtherZ D (
Righ Left Righ
TerTenGy O Sometimesf # OCan't sleep withJii 7 CHRALAR Y
W2 [ OtherZ i ( ) Q
Front Back
Does the pain disturb your daily life?/ B & 4 5E (C X fEAH O Norza O vesivs
Are you, or have you been, under the care of a doctor in the past?
[BEBRLTVSRA, FEEBRISARLTVECLEHYFTH?
[INoneZ2L  [Myocardia infarction 05 #H%E [JAngina pectorisH.UoiE [ Arrythmia <2 ik [CHypertension & IfiLJ £

CDiabetes mellitus$# /R CIAsthmaWs & CIChronic Obstructive Pulmonary Diseasel8: B FEM: ik £

U Gastric duodenal ulcer & -+ 815 1E % UBrain infarctionfié{#% [Dyslipidemial§& 2% [Prostatic hypertrophy#fi S A K
CcCancerf# ( ) OGlaucoma#kPIfE  ClLiver diseasefiT i it ( )
CIKidney disease & g% # ( ) ClOtherZ s ( )

Continued on Next Page
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Have you ever had surgery before?/FHrEIX&H Y TFFH?

If you checked "Yes", write the history of your surgery.

O No/bnzd [ Yo/ Ve @ U e A F I RE ST E S,

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/RER /F & /F % LB /E T E L -ERieEs

|Are you currently on any medication? B#E. BRATWEIREIHY FTH?

&
O No/Winig [ Yes/lZbr *If you answer "YES", show us your medication or a medicine pocketbook.
/B8R, LI TERFIR] Z2RoTVSAHIF, RETILEL,

Name of medications What is your condition for prescribing? For staff B E
/BEEDART JALFERER - SRR or staff B BT 5 1

For pain/fifi#- + /High Blood pressureilfi/f: + Cholesterol/= L' A7 @ — /L -

©) Diabate mellitus/#§/RJ5 - Sleep/IElR - Gastric acid/H % - antidepressant/Hi 9 >
Otherfti( )

For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 @ — /L -

@ Diabate mellitus/#§/RJi5 - Sleep/IElR - Gastric acid/H % - antidepressant/#i 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureiifi./f: + Cholesterol/= L' A7 m— /L «

(©) Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 @ — /L «

@ Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/H % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 m— /L -

® Diabate mellitus/#/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

For pain/fifi#- + /High Blood pressureilfi./[f: + Cholesterol/= L' A7 @ — /L «

® Diabate mellitus/#5/R 45 - Sleep/lElR - Gastric acid/F % - antidepressant/#it 9 >
Otherfth( )

7| Allergies O Nowy O Yes/®»s O  Food(s)/B_R#: O Medicine/Z&: O Others/Z Mt :
/7 LLF—DOFR®  Allergic Reactions/ FEIK ( )

Do you have an implanted pacemaker? /R—x *—h—ZBHAALTVETH?

~
|
2] O Nofz [ Yesfi  IF yes, do you have a pacemaker handbook/ ID card? [ Nofe [ Yesi [ athome BEcH 3
| BOHEEIE, XA A = —FIRETIIID cardZ BFFH TTH 2

iz |Do you smoke regularly? BRI, 72IZZEHOES D,
O No/vvvz [0 Quit/®&t= O Yes/®>TWL% ( cigarettes/day B X years£Efd])

Do you drink regularly? /B{BRICIBIEZE A ET 5>, Please circle if any of the following apply to you.
1 O No/vvvz [ Yes/IELy  (Beer/E—/L  Japanese sake/ H AN{#  Wine/V A > Whisky/7 A A% —  Other(s)/Z Dt

*drink everyday/fg H fikte *drink times[A/week i ml/time[H]

=x|Do you have religion? /=EiZbVE3 5> 2
O No/bvivz [ Yes/IELy ( )

Risk for falls/ #=f8| D fERREE
DfE
(5954

Have you ever fallen within 3 months?

B ALANIZIAAICZEIZHVET N 2
Do you have orthoses on your feet?
[RAZHERZ ST TOET ) ?
Do you use a cane or walker?

Risk of Falls /B0 TERZ > TUNET 70 2
#EE DO fEE Do you use a wheelchair?

[ER a2 o TWVET N ?

Do you feel dizziness?

[SDOEFIHVET )2

Did you take eye drops to widen your pupil in eye exam today?

(A ARER A CHEZ AT DL ELT 2

ONOWWx  Yesidw

ONOWWx  IYesidw

CONOWOZ [IYesiEl (Canefd - Walker#531T#%)

CONOWOZ [IYesil (Canefd - Walker#31T#%)

ONOVWH 2 OYesidv

ONOVWH 2 OYesidv
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