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Medical Questionnaire (Orthopedics)/®&® s Fp=

Please check the appropriate boxes./ & CILEALDIZT =7 L TLTZEVY,

English/ #5E

year month day
Patient Name/ 23 K4 Date/ Hff

/A /A /R
Date of birth/ 44 H H year/ 4F month/ H day/ H Sex/ MR Male/ % OFemale/ %
Height and Weight/ &£ - (K& cm kg Age/ Effii years old/ i
Language/ =ik Nationality/ [E£&
Living condition/ 2RI

COJWith family member(s) who require nursing care/ Jr# L7 1L B2 WK RIS

[JHave young children/ $h\ L2305

[JAged householde/ &gt OLiving alone/ & [JSingle parent/ f: {5

OOther/ DAt ( :
Employment/ B3

OFull-time/ ¥ #hJe OPart-time/ 7 3—FZ A L OSelf-Employed/ H & 3

ORetired/ i&J% OUnEmployed/ &

Where in your body do you have symptoms?/ & DEALDFEIR TI 0> ?

Please circle the affected area(s) in the diagram on the right.

JIERDBHDHEZAITH AL TEE N,

What symptoms do you have?/ & DXH72FEIR T 7> 2

OPain/ J@V> OFever/ B\ %5
[ltchiness/ 2>y [ONumbness/tingling/ L UL
OBurn/ RUFE Olnjury/ 23

OOther/ Zdfl  (

OSwelling/ (b0
OLump/ LIV
OSprain/ OMa->72

When do the symptoms occur?/ & AZRERHTIEIRDHYETH ?

CMorning/ 5 ODaytime/ &

CINight/ 1& Olrregular/ A~ &

Constantly/ VY21, OGradual onset/ #Rk 4 12

OWhen [ feel tired/ 257 & fEU 7oL & CWhile in bed/ Bt +

(OWhen [ wake up/ &Kk [INo consistent pattern/ #E-> TV

JWhen moving the affected part/ ) 4L
[OWhen pressing on the affected part/ ffilL7=&&

UEvening/ # 5

[JSudden onset/ 2&8X

COWhen moving/ #j<&

ODuring meals/ B2

[JWhen resting/ ZCEHCL TN HEx
OWhen walking/ #31THF

(Other/ Zdfh  (

When did the symptoms start?/ Z3UIVVONS T ?

Since approximately : year/ month/ A day/ HZ A5

Are you currently undergoing treatment for any diseases?/ FRAEIBEL TV ARRIIHVETH 2

OYes/ 13V (Diseases/ 44 :

CNo/ Wiz

*Please fill in the reverse side of the all pages as well where necessary./ XE@E& SEAL T,
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English/ 55
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Are you allergie to any foods or medications?/ SRR TTLNF—RNTETH?

OYes/ 13Zvy  — [OMedication/ & OFood/ £~ JOther/ =Dt ( )
ONo/ Wiz

Are you currently taking any medications?/ FFESRA TWBEKIZHVET D> ?

OYes/ i3V — Please show us the medications if you have then with you./ £f> TV IUE R TZZEN
ONo/ Wz

Have you previously had any of the diseases listed bellow?/ & E TIZ o7 iR RUIHVFETH> ?

[ Gastrointestinal disease/ IO OLiver disease/ MO (Heart disease/ /[LM&D R
OKidney disease/ B EDIFR R, [(JRespiratory disease/ FEEBRDIR R [IBlood disease/ LK DIFHE

[JBrain / neurological disease/ JI4 « ##% % DR R, CJCancer/ ¥

OThyroid gland disease/ FHRIRDFF R [Diabetes/ ¥ bR OOther/ 0l ( )

How old were you when you became ill?/ Z U/ TRDBRET 5> 2

Age: (years old)/ 7%

Do you smoke?/ 72iXZ 2V VET D> 2

OYes/ %> - Current amount/ FL{E cigarettes/day/ A</ H Duration/ W2JEEEE : years/ &
[INo, but I used to./ LAR[W->TCV /=—  Previous amount/ &2 : cigarettes/day/ A/ H Duration/ WRJEE years/ &
CNo/ W7y

Do you drink alcohol?/ BEZKAETH ?

OYes/ iZvy  — mL/day/ ml/ B ONo/ Wz

Have you ever had any surgery?/ =& 7223H0FE$H 2

OYes/ 13 ONo/ Wiz

When was the surgery?/ £V DT ATIH 2

Aapproximately : year/ 4E month/ H (Type of surgery/ FHti4 : )

Have you ever had any anesthesia?/ BREEZZ T 722 D3HVET D ?

OYes/ 1TV — [JGeneral anesthesia/ 45 JFREE CLocal anesthesia/ J& AT FRER
ONo/ Wiz

Did you have any problems related to the anesthesia?/ BBz L TN TV BHOELTZH> 2

OYes/ X\ ONo/ Wiz

Have you ever had a blood transfusion?/ il %32} 722 3HVETH>?

OYes/ 13w ONo/ Wz

Did you have any problems related to a blood transfusion?/ ¥z L CT{ANT T IV HHVELT-A> ?

OYes/ 13w ONo/ Wz

Is there a possibillity that you are pregnant?/ #EJRL CWET D>, Fi=Z D RIEEMEIIHV TS, ?

OYes/ i3V — months pregnant/ # H I do not know/ Hh35H7200 CNo/ Wz

Are you breastfeeding?/ $ZILF T D> ?

OYes/ 13 ONo/ Wiz

Will you be able to bring an interpreter with you in the future?/ £%%. WiR%E H 0 CENL TLAILENTEET N ?

OYes/ 13w CONo/ Wiz
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