Registration From #zmz=E Date (yy/mm/dd):  / /

Please write your name i n #%h% also, if you can.

Name

Birthday (yy/mm/dd) / / Sex M/ F Do you have health insurance? Y / N
Address Phone

Nationality Language

* What symptoms do you have? How long have you had them? CALZEEXMNHYETHM? ZRIEZVNONSTETM?

(fever °C)

* Have you seen another doctor for the symptoms? ZmfEkIzOWT, hOEEKBEEZZLELEA?
O No O Yes (Which hospital or clinic? )

* Do you have any disease under treatment or have you had in the past?
BEAEDD LLIFBEITRAZE LB EHYVETH?
O No O Yes (Age: Disease: )

* Have you ever had any operation?
FMEZHFEIEEHYEITMN?
O No O Yes (Age: Reason: )

* Have you ever had a blood transfusion? #&m#z=2t-=BEHYETH,?
O No O Yes (Age: Reason: )

% Are you allergic to any medication or food? EFOBERTTLULILX—REAHEELIEEHBYETM?
O No O Yes (Which Medicine or Food: =#|/&54 )
(What are the symptoms: feik )

* Do you have Asthma, Eczema (Atopic disease),or Hey fever?
If Yes,please circle it. (Asthma m & - Eczema (atopic disease) 7 rE—t%k& - Hey fever i)

*Do you drink alcohol? 7ia—iLEtraEds?
[f Yes, how often, what kind of and how much do you have? #ErE/igsE/=

O Never [ Sometimes B ( times/month) O Often #E®I=( times/week)
What kind of alcohol? &% ( )
How much do you drink at one time? 1Eiztrt:2 ( )

*Do you smoke? BELEITM?
0 Never [Stopped smoking z#E L7 (Age: )
O Yes, | smoke. #2&e  (Since age: ) cigarettes/day)

* Can you take or have you ever taken medicine as below? LUTOZERZBKOETI?/BRALEZEAHBYETH?
O Powdered medicine## [ Capsulated medicinesn 7+ O Pill form medicinese®l O Lozengero—=

* Questions for women:
O Pregnant sxiEeh O presently breastfeeding iZz.& O Irregular period £®EXIE

*How did you know this clinic? &dn&SiIzLTHoy=vosEEMYICBYELEM?

KASHIWADE CLINIC
TEL. 0422-38-7277 FAX. 0422-38-7127




