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Medical Questionnaire (Ophthalmology)/mEs ez

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

year month day

Patient name/ ## K4 Date/ Bt

! 4 IR /B
Date of birth/ #4585 year/ month/ A day/ v Sex/ #:xl CMale/ % OFemale/ %
Height and weight/ && - tk& cm kg Age/ i years old/ #&
Language/ 3% Nationality/ =g

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

[CJAged household/ i 15 CLiving alone/ iz [ISingle parent/ £+
COther/ = ot )
Employment/ w3
OFull-time/ % % F OPart-time/ /<— r# 1 & [ISelf-employed/ &%
CIRetired/ 5em% COUnemployed/ s
In which eye do you have symptoms?/ & OEALOER T2
ORight eye/ AIR OLeft eye/ &R OBoth eyes/ iR
What symptoms do you have?/ o X > gk T3 a2
[CdPain in eye deep inside/ o B oiEz  OBlurry vision/ ®ziz< v [CIDischarge from eye/ F=ic
Oltchiness/ 7> OSwelling/ mns o [IBleary eyes/ B L 2 1EL xiF4 %
OIDry eyes/ H»wkd % OSomething ineye/ =2=2%% [(IDistorted vision/ #23pn A THRAZS
[CIDouble vision/ #»—Eic /2 % OTired eyes/ BN 5 [COProblems with glare/ 51w
COWatery eyes/ st [OHeadache/ i OINausea/ nh=%53% %
CORed eyes/ i OINarrowing of visual field/ #5235k < 72> T & 7-
OIPain in eyelid or around eye/ %572 %A D Y 2350 OlFlashes in a dark place/ i » = 5 cokibo k5 2t 5 45
OFloaters in vision/ B 0o £ 5 2 b ORRZ 5 OOther/ = o ( )

When did the symptoms start?/ zhizv226T3d 2
Since approximately: year/ month/ A day/ A z=A»5

Do any of your family members have eye diseases?/ Fi&THDHEIDABNETH?
OYes/ wz— Who! Geas: Disease/ Ziix& AR Tt
CONo/ w7

Are you currently undergoing treatment for any diseases?/ HEBRE L TV AHERITH D T35 2

OOYes/ 12w (Disease/ 4. )
COONo/ vz
Are you allergic to any foods or medications?/ ERL&RHTT LAX—BNTETA?
OvYes/ i3 — CIMedication/ # CFood/ &~ COther/ = ot )
COONo/ vz
Are you currently taking any medications?/ BESATHSEIZH Y 52
OYes/ iz — Please show us the medications if you have them with you./ £->TuhiFRETL 2 &0
ONo/ vz

*Please fill in the reverse side of the all pages as well, where necessary./ sz =A< 20,
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Have you previously had any of the diseases listed below?/ 4% Cizch>mKiddh v 3522

OGastrointestinal disease/ #mosis [OLiver disease/ Jfligoiik ClHeart disease/ gosa

OKidney disease/ #losiia [CJRespiratory disease/ Fri oA [IBlood disease/ itz oz

[IBrain / neurological disease/ fi% - ##%:% D CICancer/ &

OThyroid gland disease/ mikmosnis.  CIDiabetes/ @5 COther/ ot ( )
How old were you when you became ill?/ zhixfio s c3 2 2

Age:  (yearsold)/ %
Do you smoke?/ 7=iZz v E§ 42

LYes/ w5 — Currentamount/ #ife: _ cigarettes/day/ #/H Duration/ wgfE: _ years/

CINo, but  used to./ sigi-Tur=— Previous amount/ i##: _ cigarettes/day/ /B  Duration/ wmE:  years/#

ONo/ w7z
Do you drink alcohol?/ i % gk s 352

OYes/ v — ___mL/day/ mim COONo/ vz
Have you ever had any surgery?/ 2372 2 83H Y 302

OYes/ 3 ONo/ vz

When was the surgery?/ \wwoZ5 G552

Approximately: year/ #__ month/ H (type of surgery/ Fifi: )

Have you ever had any anesthesia?/ BE:&ZF7-2B8H0 £35 2

OYes/ v — [IGeneral anesthesia/ 4 s ClLocal anesthesia/  Jjjr e

ONo/ vz
Did you have any problems related to the anesthesia?/ #BEz LTfilds s F 7 Adid D E Leh?

OYes/ 3w COONo/ vz
Have you ever had a blood transfusion?/ #iiz=J7-z &850 £4022

OYes/ 3 ONo/ vz

Did you have any problems related to a blood transfusion?/ #ifi% Ui b5 748350 % Licd?
OYes/ 3w ONo/ vz
Is there a possibility that you are pregnant?/ #k L CWE32, £ 2 DORREMEIERH Y 352
OYes/ v —  _ months pregnant/ » A Ol do not know/ ave7vy COONo/ vz
Are you breastfeeding?/ #a#c3s?
OYes/ 3w COONo/ vz
Will you be able to bring an interpreter with you in the future?/ 4#%. BRZHAS TENTL B3I R TEETN?
OYes/ 3 ONo/ vz
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