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Outpatient Surgery Initial Consultation Questionnaire

(B R E
Name Age ID
Cmale,/ [JFemale Height cm Weight kg /Body Temperature

B What are the main symptoms that you are experiencing.?
(AR B KRR O EGAERIEA T H)

B When did these symptoms start?
GERIFVONDIAEY F L)

B Have you had any major illness, surgery, injury or been hospitalized?
(5ETITRE. Fi. MEELEARORREHY TTH)
[INo [IYes illness :

age :

H Do you have any allergies?
(FLILF—ZfRrHY EITH)
[INo + [Yes, to

M Are you currently taking any medication?
(BEMIEERFENTNET H)
[ONo (OYes (name of medicine :

B Do you smoke?
(BRfE L EF )
[INo [IYes [1Used to smoke
(Amount per day: . For how long?

B Do you drink any alcohol? [1No [IYes [1Used to drink
(BBIIEKAETH)
(Type of alcohol : , Amount: )
(Daily (&R) Occasionally (%) [Few times a month (A= 2, 3@E)

M For female patients, (ZHEnH~)

Are you pregnant at the moment? [INo [IYes [INot sure
(BEFIRLTOETH)

When was your last menstrual period? ( / ) [1Menopause
(REEEEWNDOTTH) (AR LTLB)

B Do you have any medical referral ? [JNo (IYes
(FBMREBFETTH)



