OTOLARYNGOLOGY ( EAR, NOSE , THROAT)

X Personal information is protected based on the Personal Information Protection Law.

Date of birth
P Year month day
Name
Age i
= — Phone number &S
Home ( )
Address Body temperature g C
Body weight kg Maless - Femalex | Nationality =z
A You pregnant to Breastfeeding? m7EiHE-SIALTOETH ?
Yes( month) . No . Breastfeeding s+
Do you understand Japanese? Can speak - wunderstand a little - Don’t know
BAEEDNETH ? DB EED DURHDNS SHBH

* What are you symptoms? Please circle the applicable items. SHEESLELRD ? ZHTZEDCOELTTEL

How long have you had these problem? sEikiguonstyn ?
Since year month day

¥ Ear problems Bo/Ei® ( Both - Right - Left ) m-&-&
Ear cleaning BEiRk Earache & Discharge Bfzn Difficulty in hearing Mzzh&EW
Ringing in the ears Hig Plugged ears Eiizk Feel dizzy vuns3

¥ Nose problems goseik ( Both - Right - Left ) @-4&-%&
Runny nose £k Stuffy nose &8 Bleeding £m Inability to smell guirsnsmn
Sneezing <ULv# Snoring LwUE

¥ Throat Problems ok ( Both - Right - Left ) m-5-&

Sore tongue HhEW Sore throat mhyEL Coughing =& phlegm @htiz
Hoarseness E#tin Feeling as if something is stuck mgzaEfnz:
Difficulty in swallowing grasaaic<u swollen face/neck ga-TsphENs

* Other symptoms zoEh ok

% Please tell me if you have medical histories? ##mEsnnssn ?

Hay Fever feie Sinusitis glsfEs High blood pressure &mE Glaucoma #&mp
Psychosis s Diabetes #ER% Hepatitis fF Kidney disease &

Heart disease i Asthma mzs HIV COVID-19(since year month day)
Others ( )

% Do you have any food or medicine allergies? aA#vEOFLILE-EHIETH ?
Yes( food &~y medicine % other zofts ) . No

% Are you currently taking medicine? IRERBRLTLBEEHDEIN ?
Yes ( ) . No




