Medical History Form

Name 4 fif Temperature : C
Normal temperature: i

Date of Birth ZE4H A: Y M D

Age i

Home Address {F7

Tel BaiE S -

Nationality [E#E:

Insurance f£F% @ [JJapanese public medical insurance H A D ZAFILRRR
[(JPrivate Insurance(self paid) 771 ~— Mg (H%) [None 72L

[JEHk symptom]

BENndH Y E7  Thave afever ( ‘C/since when ) .
BIEDW W TT T have a stomach-ache. [J &7 23 T3 T am sick.
THINAHET  Thave adiarrhea. [0 L TWEF Tam vomiting.
K2 FEF T have a runny nose.

A E T Thave acough. [0 @ ENEWTT I have a pharynx pain.
A VCY T have a head-ache.

% Offt  Others. Please describe the physical problems.
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~—

When did your problem(s) start? ( )
Have you had any health problems in the past? ( yes /no)

If yes, please indicate what the problems were and when you had them:

( )
Is there anyone in your family who has had health problems?

Please explain (and give dates)

( )
If you have any drug or food allergies, please indicate the kind of drugs or the medications or the food:
( )

Do you usually take medicines? ( yes / no)

If yes, please describe what they are.

( )

[For women]
Have you been pregnant? ( yes / no)

Are you lactating? (yes/no)



