FEAH

Medical Questionnaire (Ophthalmology), =

Name /x4 Sex /il
[ I1Male/sy: [1Femalerit:

Date of birth (YYYY/MM/DD)/#45 1 | Agersit | Nationality/mis

Conversation/a:s
English/ [JNot at all/4< cxzvw  [INeed help/Fsiz»vz  [No hindrance/spsz L
Japanese/r 4z [INot at all4<cx#w [INeed help/Fsmirsvz  [INo hindrance/xpz L

Special requirements for religious reasons/z# oy 7 == »

[ONothing/7: L O ( )
Status in Japan/rAugteokis

[OResident/z:  [JShort-term staysamimse [Students: [Otherzom ( )
Address or accommodation in Japan/s AENoEFT £ 72 id 5 0% Phone No. /#5525

Japanese health insurancesn 4o #serm

[Insured/mr [lInsured but non-carrying a card /riiirsn LUninsured/smma

Please check the appropriate boxes. / #CiiEst0icF= v 7 LTSN,
@® What symptoms do you have? ro k5 7k o2

[ JPain in eye deep inside/go s oz

[JPain in eyelid or around eye/% 57 iz B o v 23550

[1Discharge from eye/g<ic [IItchiness/
LSwellingizn s o [JRed eyes/sif

[IBleary eyes/L xi3L x4 % [JSomething in eye/=» =242
U Dry eyes/izigs» LIWatery eyes/imniis

LTired eyesmin s [IProblems with glare/s 5L
[1Headache/szsi [INausea/mx4%ns %

[IDouble vision#» —&Eic iz 5 [IDistorted vision/éniciz s

[INarrowing of visual field/gs < 2oz [Floaters in vision/®uauo & 574 6 OB R2 5
[1Flashes in a dark placesms & = 2 ChkiEn & 5 203 B E 3T 5
LIBlurry vision/fziz< v

( )

OOtherizofm  ( )
@® In which eye do you have symptoms? ook cdne

[JRight eyersiir  [1Left eyercir [1Both eyes/ifg
@® When did the symptoms start?v -n6 42

( )




@® Do you have a referral letter? iaiikizs v 422
[IYes [INo
@® Do you use any eyewear usually?/#g:. w227 hvy XafinEdne
[IGlassesmsi—  [1For distanceszm  [For readingizm  [IBifocal/isimimim
OOther/z o )
[JContact lenses—[11 day disposable/1 p v i< [12 weeks disposable/2 it <
(11 month disposablen » A< [INot disposablest < iz
—Product name of contact lenses/cL #4 ( )

—Are you wearing contact lenses now?/4 CL # > g4

[IYes [INo

@® Do any of your relatives have eye diseases? iig<HomED A ET 72

[(JYesn z— Whortn ( )
—Diseasesiz ( )

LINom 7

@® Have you previously had any of the diseases listed below?/ 4 % cizan - ii&izd v 402
[1Gastrointestinal/ #; L Liver/i CIHeartst i OKidney/sii
C1Respiratory/ugs: CIBloodii [JBrain / neurological/ s - iz
LI1Cancers# Thyroid gland/mxs CID1abetes/ s LI1Other/z o

—Detailsitin  ( )

@® Are you currently undergoing treatment for any diseases?/ sifeiamhomcid v 302

[1Gastrointestinal/ #; L Liver/i CIHeartst i O Kidney/sii

C1Respiratory/pugs: CIBloodyii [JBrain / neurological/ s - ##iz

[1Cancer/ss [1Thyroid gland/mtm [1Diabetes/s#iz L1Other/z o
—Detailsitin  ( )

@® Are you currently taking any medications? sifegii T 23T H Y £ 2
OYes/ izn— ( )
LINo/ vz
@® Have you ever had any eye surgery?iRoFiia === Lk v 472
Yesnzv» —When? w2 ( )
—type of surgery/Fiis ( )
[LINon vz
@® Are you allergic to any foods or medications?/sa~#c7 LA F—RTEF N2
OYesnz— ( )
LINonwz
@ Is there a possibility that you are pregnant? i <32
OYesnzv —  ( months pregnant)
[There is a possibility./maettss %
LINo/ vz
@® Are you breastfeeding? #atcin2
LIYesnzu»
LINonwz



