Medical Questionnaire for New Pediatric Patients /\N2RIFIZE (¥HTDAN)

Check all applicable answers M. & TIEFEDIEDICFTYVILTLIZEL)

Personal Information

Child’s name FHD&HI [OMale B JFemale &

Date of Birth (YYYY/MM/DD) 44£AH /] __ |Age: years old s (5R)

Address {£Fh

Contact Phone Number (Available during the day)

School/Educational Institution:
e (Preschool / Kindergarten / Elementary / Middle / High School) Grade: __

e University: Faculty:
FhiE BE - R -/ - BFFER &4

Do you have a referral letter from another clinic? (Yes / No)
MDOEFEREN SOBIMRZSHFETIN

Do you have health insurance? ERERIRZRF> TLERI N ? Yes (FL) [ONo L\ X

Have you agreed to share your medical records using your My Number Insurance Card?
(Yes / No)

Nationality E%& Language S

The latest body weight F&IFDAE kg Current body temperature SOME @ °C

Medical Information

What symptoms is your child experiencing? &3 UZEU M Please mark the applicable symptoms.

Omaximum body temperature ( C) &R Osore throat M EMYEL) Clcough = [Oseizures 1
WA (OEDF) Z=H 9 Ufatigue/inactivity seh U Oirritable #EMNEW Oswelling <A [
headache ZEH'fEL\CJabdominal pain HBEHNYELY Cchest pain BHYYELY Orash FEUA Cstomach pain MY
B

Cvomiting M&Mt [Jloss of appetite / reduced milk intake BAXMY /&L [lnausea MHE&

Cpoor weight gain AEDIENNAR Tldiarrhea % [bloody stool i{&

Cothers ZdAth

( )

How long has your child been experiencing these symptoms? Z41EWL\ D5 TIH

Since month A day Bm5

Allergy and Special Conditions

- Does your child have any allergies to food or medication? FEXBAYITFLILF—HHEFEITH

1



(No / Yes - If yes, please specify : )

Current Medications

Is your child currently taking any prescribed medications from another medical institution?
RiE. REHNSUSENTNDIBEENHDEITH ?

CONo LW X
(Yes (&LY — If you have any with you, please present them. > TLWNIERETLZE0

(For those who have agreed to data access via My Number Insurance Card, medications prescribed
within the past month do not'need to be listed.)

eMedication Name: , Dosage: , Duration:
eMedication Name: , Dosage: , Duration:
eMedication Name: ,-Dosage: ,Duration:
What kind of internal medicine can your child take? &ARIEFRADENERDE I H
Osyrup >0Ow COpowder #5% Ctablet or capsule fEFIFE=(EHTZIL

Past Medical History

How was the delivery? HEDRDIST

baby's weight 775 > ADKE g mother's age EHRD Sk CInormal
delivery IEE73t% [Jabnormal delivery &3 [1Caesarean section 7 E AR

Immunization History 1Ei&E&EHFBhigiE

[(JHib(Haemophilus infuenzae type b) &2 TIPneumococcus AfikEKE polio 7RU A

CIDPT(triple combined vaccine) Z#&E&LIDPT-IPV (Diphtheria, Pertussis, Tetanus, Inactivated Poliovirus
Vaccine) MRS [IBCG [IMeasles-Rubella Vaccine(MR) FRUA * BIUASES [chicken pox KIFS5Z€> [
mumps BTz < AFBIJapanese Encephalitis HARRN A

CJRotavirus. O45 2+ JLA [lothers ZDfit

Is your child currently receiving treatment for any medical conditions? IRTEAEL TL\BRKEHDEITH

OYes (ELY CONo LWW\R

Has your child had any illnesses in the past? SETChh o> Em&EHDEITH

Family Composition

How many family members does your child live with? EEDOFREZH X TLIZSW

OFather X ( years old) ClMother & ( years old)

OBrother 7235 ( years old) [ISister #figk ( years old )
CGrandmother 253 [0 Grandfather A

[JOthers DAt

If your child has a skin rash similar to chicken pox, please inform us.
Ishida Pediatric Clinic for Children and Families
AE/NERIER:
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