PRELIMINARY QUESTIONNAIRE ~ [Dateofvist _ Ak

Patient’s
Family Name First Name male Birthday
year month day
female Age
?
Address
Do you have Japanese National Insurance @wros® Phone No - -
YES NO Cellphone No - -

1.Which part of your body hurt ? sur-otoconscsnz)
Please circle the area of your pain,pictured below (ro#izoz>+TFaLy)

LEFT N

Please Answer These Questions. (choommiz&zTFELY
2. When did the symptoms start? \\omsaismLsLs-m

( MM DD * amonthago - three month ago * over three month ago)

3.How did vou get injured? coss5uEmcasLELEM)
(traffic accident = work accident *commuting to / from work * other )
(RBEEH) (HEKE) GEE) (Z0Dfth)

4 How is vour harm? (En&SGERTT HY)
(swelling pain infection abrasion loss of feeling  difficulty moving)

Bh-<aH) (E#H) (L) (2:B15) (R ALY (BYERH)

5.Have ever had a serious illness? No Yes (What? )
(BETITRELHRELCENBYETH)

6.Do vou see another physician? No Yes (Where? )
(I OHEETRBLTVET A

7.Are you taking any medication? No Yes (Type? )
(AP BEERALTNETH)

8.Do vou have any allergies? No Yes (to What? )

(FLLE—EHYETH)
9.Are you pregnant or have you resently had a child?
(BHRRTBALTOET A No Yes ( pregnant probably pregnant breast feeding )

10.Did anybody introduce this hospital to you?
(LEREEDLSICHYELID) No Yes ( other hospital acquaintance family member other)

11.Have vou received treatment here before?
BEAREZTTOETH) No Yes (When? Year month)
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