MedicalQuestionnaire(Orthopedics)/#w iz
Please check the appropriate boxes.

Patient name/ &% X4 Date of birth/ 44 #
year/ 4= month/ A day/ n

Sex/ 15 Age/ i Height and weight/
cm kg
Language/ = Nationality/ =%

Address or accommodation in Japan/r=p7 T

Phone No. Speaking Japanese 0Yes oNo
Need an interpreter oYes oNo
Employment/ 5 oOUnemployed/ 5
ORetired/ &5
Blood pressure/ii /s Pulse rate| Body Temperatureftis
HRF

[] Treatment with health insurance/fg 2%

Pl | : i Vor related d

L] Public Japanese health insurance/[E{# - f{%

[] The others (private Japanese health insurance,
overseas health insurance, etc.)

Pl he | nstitution for the validity of vour |

[] Treatment without health insurance/H & 2 &

Please fill in the reverse side of the all pages as well, where necessary.




V[ sy

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

What symptoms do you
have?

oPain/ JfV oNumbness/ L L
oFever/ ZU#  [Swelling/ JEfR
olnjury/f3k. ME

oLump/ L Z Y oSprain/ OMa- 7C
oOther/ % OAtli( )

When do the symptoms occur?

oMorning/ #  oDaytime/ & OEvening/ # %  oNight/ i
oConstantly/ vwo%  olrregular/ 7&#  oGradual onset/ #~ ic
oWhen I feel tired/ soWhen I wake up/ #sr: oWhile in bed/ seeees
oSudden onset/ 2z oWhen moving/ s oDuring meals/ s
oWhen resting/ Z## oWhen walking/ #:17#s

oWhen moving the affected part/ mires  cNo consistent pattern/ s

oOther/ = ofii( )

When did the symptoms start?/ »-»5

Since approximately: year/ 4 month/ A day/ A~
2/ s

oYes (Disease/ #i4:
oNo

\ lv taki lications?/ pu?

oYes—> Please show us the medications if you have them with you.

oNo



o iously had f the di listed below?/

oGastrointestinal disease/ 5% OLiver disease/ it oOKidney disease/ &l
oRespiratory disease/ M-k &% . OBrain / neurological disease/ fitfis it
oThyroid gland disease/ H:ikji oDiabetes/ #/x%

oOHeart disease/ 3% oBlood disease/ 1 ik &

oCancer/ ## [JOther/ & D1i( )

Age: (years old)/ #

Do you smoke?/ mix?

oYes/ %> - Current amount

> ( ) cigarettes/day/ 4~/ H Duration/ mzjsE:  ( ) years/&-
oNo, but I used to./ vk~ <v7-—>Previous amount

> ( ) cigarettes/day/ 4/ H Duration/ n2fiE:  ( ) years/%
oNo/ %o 720>

Do you drink alcohol?/ gir.oYes - mL/day/ ml/H oNo
Have you ever had any surgery?/ i oYes oNo

When was the surgery?Approximately: year/ 4 month/ H
type of surgery :

Have you ever had any anesthesia?/ s [1No

0Yes - OGeneral anesthesia/ 4% OLocal anesthesia/ i

Did I bl lated to I hesia?/
oYes ( ) oNo

Is {] ibility t1 9/

oYes—> months pregnant/ » A

ol do not know/ a5 71> [1No

Are you breastfeeding?/ m#.+__oYes oNo



