: VB Initial Consultation Questionnaire
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IDOGAYA CHILDREN'S CLINIC Date . / /
Phonetic Boy « Girl | Age ( years
old)
Date
of (yyyy/mm/dd)
Name Birth / /
Adress T - Home:
Tel )
Mobile phone:
Name of
relatio
parent or ex)mother
nship
guardian
Family members who have visited our clinic relationship : Name :
Name of nursery * school/grade ( / )+ No school

CNETICHOD OIZHRRUIDDFTIN?  Are there any diseases that  you have ever had?
o 2UNo o ZZREMES Exanthem subitum o IBE Asthma o TE#4E Allergic rhinitis

o P E—MRER Atopic dermatitis  O{EME Constipation

o Z0DM other disease ( )

Have you ever been hospitalized”? CNone

OVYes (Age: Name of disease: )

IREBRPOBESIE? Are there any diseases that you are currently visiting the hospital?
ONo OYes (Name of Disease - Name of Hospital - )
BEANRPOREIHODEIN? Are there any medications you are currently taking?

ONo OYes XPlease submit your medication notebook

B\ORETPUILF =N EIH ?Do you have any food or medication allergies?
o No oYes : Food ( ) Medicine ( )

BEBFORFEHZ TLIZEL) What is your condition at birth?

Birth Weight : ( ) g . Gestationalage : ( ) Week ( ) Days
HAEBCONeEEZSITE LN ?Did you receive any treatment at birth?
oNo oYes (Name of Disease/Treatment - )

Family history: (relationship: Name of disease : )




For staff only :

CERADDNEDTSNFE LI




