Medical Questionnaire

POV s

family name / first name Sex OOMale / [IFemale
Name

Date of birth year / month / day / Age years old

VA F

T _
Address
Telephone | ( mobile phone ) - -

What brought you here today ? / &5L%L=m 7

O Frequent urination / $85R O Pain when urinating / HEREEDEH 0 Rash / T&+10
O STD check up
O Other / ot ( )

Are you currently undergoing treatment for any diseases ? / REABELTWAERIEHYET M ?

[0 Yes ( Disease : )

[ No

Aer you currently taking any medications ? / BESKATHABEEHYET H?

O Yes ( )

O No
Please show us the medications if you have them with you. / #F->TUL\hIEREH T

Aer you allergic to any foods or medications ? / BEVOERYTTLILE—MNTETH?

O Yes Medication / % ( ) Food / aR# ( )
Other / #0it ( )
d No

Have you previously had any of the diseases ? / & Tlchm->=-FmRTHYETH?

O Yes Current amount / I ( ) cigarettes / day / &/H
Do you smoke ? O No, but I used to.
O No
If female , answer the questions below O Yes
Are you pregnant or possibly pregnant ? O I do not know
HHDFDAHBEZLEEN, FRELTOET A ZOAEEMIEHYESH 2 O No
% The time of the latest urination today time min

LUrEEDELIITHHMYIZHEYELE=M?
R—LR—T  REE-FA-BESOBN MEEREBEOEN (Kika )
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