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Medical Questionnaire (Orthopedics)/ew % M

English/#£5E

e
A}

Please check the appropriate boxes./ #TiZE s bDicF = v 7 LT,

Patient name/ #& K4

Date of birth/ &8 5
Height and weight/ && - tk&
Language/ 3%

Living condition/ Ak

year month day

Date/ Bf
! 4 I A /B
year/ month/ A day/ v Sex/ #:xl CMale/ % OFemale/ %
cm kg Agel Fi years old/ #%

Nationality/ =g

Owith family member(s) who require nursing care/ s L2tz s 2ngiEnsvs - LIHave young children/ ghv+& 672505

CAged household/ it
OOther/ = o

Employment/ w3
OFull-time/ s %M
ORetired/ e

CLiving alone/ iz

OPart-time/ /<—F# 1 &
OUnemployed/ fn

Where in your body do you have symptoms?/ & omizoiEiRk a2

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

[ ooz L 2 AITHE LT EE N,

What symptoms do you have?/ o X 5 ek T35 2

OPain/ s
Oltchiness/ »du»
OBurn/ =iy
OOther/ = o

OFever/ #3d %
ONumbness/tingling/ Luh
Olnjury/ 2

When do the symptoms occur?/ &ARRICERRH Y £3 022

COMorning/ =1

ONight/ we

OConstantly/ vo1,

OWhen | feel tired/ sz #m Uiz & &
OOWhen | wake up/ i

ODaytime/ &

Olrregular/ =&

OGradual onset/ i~ i

OWhile in bed/ kg

CINo consistent pattern/ #izs - s

OWhen moving the affected part/ @& =

OWhen pressing on the affected part/ #L7- &

When did the symptoms start?/ zhizvo25 T3 2

Since approximately:

year/ 4 month/

Single parent/ #-75E

)
[ISelf-employed/ &%
n:‘. _"\)
,f’/\‘\;/% g \’| wk‘\.
,'J 'l\ ’\ § ,"“ ‘/I \f\*
PANRRAE DL S B R AN
L ‘,‘ ‘,' 0 | . W
ATy
| |”\ f: “\ |”‘ f:
AN QO
OSwelling/ izns o
COLump/ Lz v
OSprain/ vta-7=
)
OEvening/ 4%
OSudden onset/ 22
OWhen moving/ #< &
ODuring meals/ f=p
OWhen resting/ Z#ic LT 5 & &
OWhen walking/ #17#%
COther/ = ofis( )

day/ A z=A»5

Are you currently undergoing treatment for any diseases?/ BERE L TWBRKIEH Y 5022

LIYes/ ixv(Disease/ #i4:

CONo/ vz

*Please fill in the reverse side of the all pages as well, where necessary./ sz =A< 20,
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Are you allergic to any foods or medications?/ EXLA~HTT LAX—RTETH?

OYes/ vy — CIMedication/ 3 OFood/ £~ OOther/ =ofti( )
CONo/ vz
Are you currently taking any medications?/ B|ESRA T3 EKiZH Y 452
OvYes/ iz — Please show us the medications if you have them with you./ - TwhiFRET ZE 0
COONo/ vz
Have you previously had any of the diseases listed below?/ 4 % CizirdromKizdh v 3022
OGastrointestinal disease/ #mosic  CILiver disease/ [ligoiis CIHeart disease/ LEOHS
OKidney disease/ #lEosiia [CIRespiratory disease/ FFR SO [IBlood disease/ imi#ofix
[OBrain / neurological disease/ i - #i#%:% D& [CICancer/
OThyroid gland disease/ sitmoms  CDiabetes/  #hrss OOther/ =it )
How old were you when you became ill?/ zhifagor <222
Age:  (yearsold)/ %
Do you smoke?/ 7=i3z # Ml 55 2
OYes/ w5 — Currentamount/ #fe: _ cigarettes/day/ #/H Duration/ wzrE: _ years/+
CINo, but | used to./ pigi» v i=— Previous amount/ i#%: _ cigarettes/day/ 4/H  Duration/ wWmE:  years/4

ONo/ w7z
Do you drink alcohol?/ %8k E 352

OYes/ v — ___mlL/day/ mip CONo/ vz
Have you ever had any surgery?/ F£#zZiJi-Z 23H Y 32

OYes/ 3 ONo/ vz
When was the surgery?/ wo>Z 2 G352

Approximately: year/ #__ month/ A (type of surgery/ Fiii4: )

Have you ever had any anesthesia?/ ¥E:&Z3-Z LB3HY £352

OYes/ v — [L1General anesthesia/ £ i OlLocal anesthesia/  J=ir et

OONo/ vz
Did you have any problems related to the anesthesia?/ mBea LT k5 7 Ad30 0 ¥ Lz ?

OYes/ @ CONo/ vz
Have you ever had a blood transfusion?/ &z 7-2 28360 £9522

OYes/ i3 ONo/ vz

Did you have any problems related to a blood transfusion?/ #ifi%z L@ +5 7485 0 £ Uiz ?
OYes/ 3 ONo/ vz
Is there a possibility that you are pregnant?/ #HkL T\ E$2, X EOMEEEIRH Y 352
OYes/ v —  _ months pregnant/ » A Ol do notknow/ Hae72vy ONo/ vz
Are you breastfeeding?/ #fHc3n?
OYes/ @ CONo/ vz
Will you be able to bring an interpreter with you in the future?/ 4#%. BRZESTEATL B Z R TEETN?
OYes/ i3 ONo/ vz
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