. . * Please submit your medication
SLTEEGOVU YD QueStlonnalre record book if you have.
e iR e Date (YYYY/MM/DD) / /
Patient Namex 4 Gendertt3! O M OFx
Last # First Middle = ~ v Date of birth YYYY MM DD
£%£AH (FAH)
Age =8
AddressFr Nationality =
1 English
Language =i [1 Japanese
0 other
Contact Tel . Occupation i
EiERE E-mail
[1 Active duty / Family member 2% k8 A / Rk [0 Retired 8% [0 Contractor 5=
Residential | 1) pe;manent Resident REIBES [1 Student =4
?;;;;: [0 Short term stay @7 ( L1 Buisiness %=/ L1 Vacation & - &% )
[1 Others z ot ( )
Type of health] L1 Japanese Health Insurance 2 ®E% [0 TOP prime beneficiary ISOS #3.
insurance £k | [] Others z ot ( )

Travel abroad in the past 3 months &% 3/ 3 0BNEME =
1. Symptoms fEIRIC DN T

What are your symptoms? &0 & 5 BfERN H Y £3H

O fever 2 [ cough % Osputum & [Osoar throat ¥ O runny nose £7K

U difficulty breathing 235 L & [ headache 38%&

chest pain j@%% [ palpitations 811% [ edema £ < &

abdominal pain fg%% [ nausea Mt X% [ vomit A&t [ diarrhea ™) [1 constipation {#E#
dizziness ® £ LN [ poor appetite BAET O weight loss (A& R4 [ fatigue A 72A72 5% W
O others Z dDfth

When your sympotms started? L DED S

stuffy nose & 2% V)

O O g d

Are there anyone around you who have infection desease currently? BRERBEICEEEDOAITVESTH ?
0 No O Yes

2. Have you visited other clinic for the symptoms? If Yes, please provide the name of examination.
ZOFERTEZNZZINE LA ? BRES
T No O Yes
3. Are you currently under medical treatment? R 4ET0RAHS L CRAFOEEHY £9H 2
If Yes, please provide the name of disease and medication.

O No O Yes

4. Medical history included hospitalization and surgery. k=45, Ak, Fii [0 NoneZ L
age / details age / details
age / details age / details

1/2~=2



. . * Please submit your medication
s<rezmou—vs  Questionnaire

Fukuda Minatomachi Clinic

record book if you have.

Date (YYYY/MM/DD) / /

5. Allergy 7 L /L ¥— (food, medicine, other ) If Yes, please fill out the blank below.
O No 0 Yes

6. Smoking B2/  If Yes, please fill out the blank below.
O No 0 Yes /'per day &, H since L2 H S ~ to

7. Alcohol #H

1 No L Yes days/per week ;@@ H O occasionally #280HE
[0 beertr—i ] wine74 ¥
0 others z ot / volume ml )
8. Have you had a health checkup in the past year? co1EMTc@Z2% S5 FZ L=n?
O No O Yes

9. Women only; Are you currently pregnant, possibly pregnant or breast feeding?
KEMEDH~, REEIRFTH 5 WSRO RIEEDLH Y £IH? £/ 3RILFTTH?
' No
O Yes weeks pregnant FiRE ] possibly pregnant iFiRaTaEMEH

O breast feeding 27+

. - We are committed to providing high
How did you hear about our clinic? , , ”
quality medical care by obtaining and
O from family or relatives utilizing medical information. In order
. . to obtain and utilize accurate
O from a friend (name : ) . .
information, we ask for your
O referred by a hospital (hospital name : ) cooperation in using your My-
L. . Number-Card (individual number
O walked by the clinic O advertisement
card).
O HP 0 Facebook

= Y| © I consent to the acquisition of medical information by My-Number-Card. I also agree to

pay 3300 yen for the first visit and 1100 yen for the return visit as an administration fee.

VA TRIRELICE 2RBBEEIGICARL 9. FALFBFHLE LTHZRF3300M, B2K1100Mih) ZCICRIBLET,

Bz |O /agree to receive medical treatment with the consent of payment for the medical fee

at 30 yen per point after visit. EE% 12> C1E30ATOXTIMCABD S AREEZ T2 LICABLET,

Isos | @ I authorize that Fukuda Minatomachi Clinic disclose my medical information to International

SOS for the payment of my medical bills.

TOEEREZISOSHEI S ICHTY . SLKIEETYZ U =y 7 FOEERBRZISOSICH LART 2 Z L ICABL 7,

signature Date

2/2R=2



