X If you suspect you have chicken pox or measles, (Staff Use) Waiting Area

please notify the receptionist immediately.
BFE3Z5. BLAORLWAHEBEE, TCRSRHICPHLBCES L,

INTERNAL MEDICINE, SURGERY

OPHTHALMOLOGY, OTOLARYNGOLOGY
ZEEAHE. AR, BR. BRMEER)

S £ B H

Which department Clinternal medicine ws CISurgery sia

do you want to visit? OOphthalmology ma OOtolaryngology Bamws
*Surgery, Ophthalmology, and Otolaryngologyare available only on
Sundays and public holidays. s# - @8 - BEgmmg, G912 - REOZDEEAY £,

2PEHLT HLERE

ZUhF
Name [IMale = [IFemale %
K%
Date of Birth Age
tEAR Year Month Day i Years
Address T —
AT

TEL

| have received my insurance card
Weight 4= kg RRIEAZIIMY £ L7

Temperature & °c || Sien

Please check ¥ if any of the following applies to you. xEoggiov stz st orbhiERERF LTI ESL
Ulnjury due to a traffic accident sassu- & 2265
Olnjury due to a fight or altercation raszic & 224
[JUse workers' compensation insurance sssemgfimFe
[IDidn't bring my health insurance card with me grerReREI, FTCEN

XIf you have checked any of the above, you are required to pay all medical costs for today.
WINDICEET 5HE. AHODEEIILEECEBLEAYETOTIAMBELLIN,

Did you read and understand the center’s important notice?
LEETEMAARE Y 2— KB W 2 EBFEEHA. ABEERLE LD
[IYes INo

What are your symptoms? xgizrns S nmikckBishi Lt

Is this the first time for you to visit here this month? %+ s-ozz3sa3L8TtcTH
[IYes

[ONo (Date and time g : Month Day Time )

Do you have a medication allergy? sicovcrLax—ssy23n
[ONo  [JYes (Medication za4 : )

Do you have a food allergy? a~#micovtriax—saysss
[ONo  OYes (Food &g : )

Have you ever had any serious illness? szcicgwmsichr stz epnY £TH
[ONo  [Yes (Disease % : )

Continued on Reverse Side za~g<



Are you receiving medical treatment for disease? z%=. sEtorssY 234
[ONo  OYes (Disease %4 : )

Are you currently taking oral medication? m#. mmL<v2EEHY £3H
[ONo  [JYes (Medication za4 : )

XIf you have a medication notebook, please show it during the consultation.
BEFEEBBELOHIG, DEBICBEREETIL,

@ For female patients, please fill in the following. ctososzgacraun

Are you pregnhant? miELcv i3
[(ONo OYes ( months g#)

Are you breastfeeding? gasmcyn
[ONo  [OYes (Child’s age F#oas months » g8,/ years #)

#We will use this information within the purpose of use specified by the center.
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