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

please notify the receptionist immediately.
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FEVER

RBERAZTUE
S £ A H
Which department Olnternal medicine m# LJOtolaryngology gammgst
o
do you want to visit’ *Otolaryngology is available only on Sundays and public holidays.
SLEFELTIDERAE ELWERE, B - REOHDEERYET,
ZUHF
Name [IMale = LlFemale %
ZH]
Date of Birth Age
4%#A/H Year Month Day Fi Years
Address T —
(£
TEL ] .
| have received my insurance card
Weight = kg RBRITESIIRY £ L1
Temperature s °c || Sien

Check if any of the following applies to you. zRoZgiovwTtlTREZ bOrFBRERERLTIEEL
[JUse workers' compensation insurance sssempfim e
[IDidn't bring my health insurance card with me grerRerREI FTCEN

XIf you have checked any of the above, you are required to pay all medical costs for today.
WFNACBRLT 288, FHORRBRSHEECABLLY ETOTIRMBECLEL,

Did you read and understand the center’s important notice?
LEETEMLEREY 2— B 2 BB AL RS, ABEERLE LD

[1Yes LINo

Is this the first time for you to visit here this month? %+>s-ossisp3LHccTs
[1Yes
[ONo (Date and time g : Month Day Time )

When did your fever start? vonssaLcunzss

Since vons 1 Month Day
Highest body temperature smus © °C
Usual body temperature sz : °C
Fever reducer gaw : [1Not used x5
(Used #m (Medication sg4 : )

Do you have other symptoms? iicro& 5 tEgRpHY £

ONot particularly sizx L Cough = LJRunny nose sk

[ONasal congestion s [ISore throat mz [ITaste disorder szzz
LSmell disorder mzzxz ODifficulty breathing mmmst [IFatigue e

OLoss of appetite aacris CIDiarrhea F

[JOther zo ( )

Continued on Reverse Side sz~ s<



Did you take a COVID-19 test before coming here? smaiic#HRanFr 91 L ABREORBEEZITVETH
[ONo  (Not tested or negative sz 7 ita)
(Yes (How was the test administered? masx
[JBy staff at a medical institution =g LIBy yourself at home szns
What was the result? nags OPositive mi [INegative gt )

Have you ever had COVID-19? gman+ 91 A xBRECH D21 EABY ETH
[INo
[1Yes (When ?Lorn Year Month)

Do you have a medication allergy? sicovcrLrx—ssny£3n
[ONo  OYes (Medication zg4 : )

Do you have a food allergy? a~#mizovtrirx—say s
[ONo  [Yes (Food g : )

Have you ever had any serious illness before? sz cicgvmRicrrocersby £
[ONo  OYes (Disease %4 : )

Are you undergoing treatment for disease? m#z. wEvoBESESHY £TH
[ONo  OYes (Disease %4 : )

Are you taking oral medication? m#. mBLcvaEEHY £TH
[ONo  [JYes (Medication =a4 : )

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

@ For female patients: Please fill in the following. ztososzgaczaun

Are you pregnant? miELcv sy
[(ONo OYes ( months gi)

Are you breastfeeding? gasmcyn
CONo (Yes (Child’s age o months » 5,/ years )

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

U TR AROBER TRV LET,
rHEMEMRSREtE % —

Continued on Reverse Side sz~ s<



