OTOLARYNGOLOGY (EAR, NOSE, THROAT)
H S MHMERRIRS R

Date of birth
Year month day
(5E=AH)
Name (&) .
Ace (i) Occupation
e A
ge (%l ()
T — Phone number (mz&2)
Home address ( )
(Z1EFT)
Body temperature (5i8)
Body weight ®) kg Male (®) Female (%) Nationality (=)
Are you pregnant or breastfeeding? gEs L <@Ll cntsn?)
Yes( month) No breastfeeding (ZF. %)
Do you have health insurance? (gmgBzE-TLhEd1?) Yes(Please submit) No

Y¢Please circle the applicable items. (%43 2JHHICO%ZDIFTF & W)
(DWhat are your symptoms? (&9 L ¥ L7222 7)

I had a fever. ( COBNBDH - 7= My head feels heavy.5H 238\ I have a headache. BH2SE\»

(ear problems H D fiEik)
right 5 left /£ both i/  earache HJF discharge H724#L  ringing in the ears H
wax build up H5 feel dizzy ® £\~ difficulty in hearing i & 2 238\~  plugged ears HEf/&
(nose problems & DfEIR)
stuffy nose £Ff]  runny nose 57K sneezing { L &  bleeding SxIfll
snoring \»UF & inability to smell €]\ 223022 & 7n >
(throat problems ® & DJiEIk)
sore tongue F 3@y sore throat @ & 23V  coughing % phlegm &
feeling as if something is stuck in throat ® & OEFMIK  hoarseness FH 532241 %
difficulty in swallowing AR AIARIT W swollen face/neck A - SAEf I3 i 41 7=
(other problems % D Ath)
[How long have you had these problem? %13\ 20256 TF 2% 7?]

Since year month day
@Do you have any food or medication allergies? LB~ TT7 LA F—253H T35 ?
Yes(medication 3 food B~Y¥)  other % Dfth) No

(3Please tell me if you have a medical history. f5iE 25 H N ITHZ T F & W

@Are you currently taking medication? BI/EEKA TV 2B Y T35 7

Yes(if you have any with you now,please show them to me.ff > TWHLFRETTF I ) No
(®Can you arrange an interpreter by yourself for your next visit?-X[n], ;HRZHENL KL Z BN TEETH?
Yes No

¥Personal information is protected based on the Personal Information Protection Law. =~ Medical corporation JINOKAI




