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Ophthalmology Initial Consultation Questionnaire

(REOZMZE

Name Age D

Cmale/ [Female Height cm Weight ke,

B What are your symptoms? (£ ZABENTTH)
% Indicate your symptom(s). For multiple symptoms, circle the one that bothers you the most.
( REOERICFIVIEDHTREIN. ZOSBTRLKICHDEREOTHATESLY,)

A:Eye symptoms (Bomk) [ ORight HBR OLeft ZEE [Both MR ]
[JRedness (i) [LIMucous discharge (*v=»3) LIPain (&LY) Llltchy (mwpuy)
[IForeign body sensation/sandy (o309 3) [IPrickly (#4743 %) [IStings (L&)
(Teary CGEA'# %) [JHard to keep eyesopen (v 3R> 3R¥3) [IDry (&<)
[ITires easily (gh %)  [IHeavy (Zvv)  [ISwollen eyelids (s#=ntEht)
[ISensitive to light (£5LuY)  [Llump on eyelid (£37=12> 30U A% 3)
[IEyelid fester (£ RE=nr=rhi) [ IMisaligned eyes (BROMEBIZEEAH D)
[IDouble vision of object’s outline (Wn#®HBAER>TRZ D)
[IDouble vision (—oo¥r=>1z8z2%) [IBleary (nd&)  [IDarkervision (lE<R%3%)
[IBlurred vision (R z (=< V)
(of things thatare [JFar GEA#AY) [ONear (Fx4) [in general (£k#) [Center of things (#
w#mA)  in bright places (820 &2%<) [indark places (L& 37T) )
[IThings seem smaller ‘h&a<Rx%) [IDistorted (@AATRZ3)
[JImpaired vision (Rx%i&WE2A4%%)  L1Smaller field of vision (8 x 2 &AL
[ISeeing threads or floating spots (%< RN &S5 BYHLRATREZ 3)
[]1Seeing flashing lights and floating spots (FEED & 5> h¥AH 2 B)
[]Other (znfth)
B:Symptoms not described in A (A DER)
[ IHeadache (@En%LY) [Dizziness (b F AT 3)
[ JWas recommended to get an ophthalmologic examination. (BBRSZ &b >nf)
(Oby Department (~% <) *[Jduring routine physical checkup (fg2u - AR Ky 4 <) ]
[ 1Would like to get a funduscopy. (BE#®RZEHZE)
[ IWant to get glasses. (BR#EZE/EY =1\)
(CJFarsightedness G255 8 %7-%) [INearsightedness (FT%85%%) [IBifocals G&:Emm)
CJFor other (2 i) J
[JWant to get contact lenses. (2> %4 hL VX EEY 210)
(JSoft lenses (v 7 +) [JHard lenses (/x— k) [Daily disposable contact lenses (fELM&TL > X)
Clother Z DAt )
[1Other (znih)

B When did these symptoms start?(LE2fERIEVOHASTTA?)

Continues to the back.




B Have you received previous ophthalmologic treatment for any of your symptoms ?
(LRROEH (ER) TREZZZLELELA? EAREBEEZELTVLETIN?)
[ INo

[1Yes year
2%¢Do you have any medical referrals? GBMRIZBHSETTAH)

month day Clinic or Hospital name
[JYes [INo

What were you diagnosed with? (4 ?)
What treatment were you prescribed? Ca&ix?)
[JEye drops (88) :number Fi¥H (Brand (m&4£) :

[JOral medication (pf%) :number 4
[1Laser photocoagulation (L—+—3%@E)  [ISurgery (Ffi)

B Have you previously used glasses or contact lenses?
(SETRELIVAY FLYZEBALTOELEN?R)
[INeither (m&@EmALTLEW)
[IGlasses (B ALTW3) [[JFarsightedness GEA %R 2 =)
[IBifocals GEiEmA)

[OContact lenses (av4 4 rLovx#@EALTWS) [[OSoftlenses (V7 +) [OHard lenses (/x— K)
[(JDaily disposable contact lenses (2T L > X) ]

[INearsightedness (Ft£ R % 1=%)

B Have you had any eye illness or surgery? If yes, at what age and what kind of illness?
(ROFEKIzhdh oY, FMERHFLILAHYEITH?)
[(ONo [OYes ( year month day)
illness [[JRight /R [Left /218 [Both [HHR)
Surgery [[IRight AHE [Left Z£iR [Both fHHE)

B Have you had any major illness, surgery, injury or been hospitalized?
(ChETITRSR. Fili. HME. EFEREARORREHY £3H)

[INo [IYes
[(JHigh blood pressure (&mE) [(for about
Do you take any medication for high blood pressure? (SmEDZEITRA TETH)

[INo [Yes, I take
What is your normal blood pressure? (ZEE DM F : about

[IDiabetes (&%) [(for about years ]

Medication prescribed (HMARZL) :

Insulin (r>v+au>) :[1Yes [INo

(Blood glucose level before meals (Zfgrsm#EE) :
Blood glucose level after meals (&#%miEE) :

[JCollagen disease (BE#) [(Type(m4iE?)
[JHyperlipidemia (&fgm#E) [JHigh Cholesterol (faL 257 o—LimfE)
[JHeart disease (\Es®) [JKidney Disease (&f##) LILiver disease (FFiE#)

[JAsthma (%2) [(1Tuberculosis (##) [ISarcoidosis (#iLa1 F— )
[JRheumatism () v <F) [JAtopic skin disorder (7 rE—tgE%) [1Other (znh)

years J

mmH/g)

mg/dliEg.
hour(s) mg/dlEsE)

B Do you have any allergies? (7 LL¥—xfandH Y £5 )
JNo - [Yes, to

B Do you have any requests or comments?
PRIZIDVWVTAINCBEELCERNHY EIHN?)



