¢\ KEIYU HOSPITAL

DATE /[ |/
Dermatology Questionnaire

(RERMEZE)
Name Age ID
(male / [JFemale Height cm Weight kg /Body Temperature C

B Do you have a rash or growth?
Circle Qor shade @ the respective area(s)

(RBRTELDREZICHY FTAZOEMICOFIF EoHT AN

B When did you notice them? (WDEMDTY )

B Do you have the following symptoms? Rt
(ROBEBIEREH Y EFTH)
[] Ttching (mp#)
[J Pain (j&#)
[J Neither itchy not painful (" & £ FH 6 2 0N)

O] other(znth)

B What type of major illness have you had?
(ChETEA D> EERFRRZATY H)

B Have you been previously examined in this hospital’s dermatology department?
(URTIc SR ENOREEZ Tl @EHY £IH)
[ONo  [JYes,(date) year month
B Do you have any allergies?
(T LILE—Z[AHY I
[ONo * [Yes, to
B Are you currently taking any medication?
(BEMIEERFENTNET H)
[(ONo [(OYes (name of medicine : )

B Do you smoke?
(BRE L £ T H)
[1No [1Yes [1Used to smoke
(Amount per day: . For how long? )

H Do you drink any alcohol? [[No [1Yes [1Used to drink
(BBIFERAETH)
(Type of alcohol : , Amount: )

LDaily (&8) [OOccasionally (%) [Few times a month (A= 2, 3[@)

M For female patients, (ZEnH~)

Are you pregnant at the moment? [1No [IYes [INot sure
(BEFIRLTOETH)

When was your last menstrual period? ( / ) [IMenopause
(REEBEENDTTA) (BALTLB)

B For the symptom(s) that you are experiencing now, have you visited any other clinic or
hospital ? REAN>TVIHEET. HOBEEZZLE LEA)
[1No [1Yes From / / / Clinic or Hospital name

B Do you have any medical referral ? (BMRIZEELTTH) [INo [1Yes



