¢\ Kevu HosPITAL

DATE / / /

Pediatrics Initial Consultation Questionnaire

Name

CUNREIZREZR)

Age ID

[Imale / [JFemale

Height cm  Weight kg Body Temperature C

M Indicate the reason(s) for your visit. CEBROEHIZHATT )

[JFever (%#) Since month day Temperature: C

[JCough (%) Since month day [JRunny nose (£sk) Since month day
[JRash (%% ) Since month day

[IDiarrhea (T#1) Since month day time

[(OVomiting (")  Since month day time

[JAbdominal pain (f§58) [OHeadache (&%)

LOthers (D DEERE L VLDEAEZ LB E)

M Indicate if you have had any of the following illnesses.
(SETHhD2EFEK[IDEBREEBMBETRIL, )

[1Measles (& L)
OAsthma (€A %<)

CIOther (#ofth)

[ 1Chicken pox (kiE>%5) LIMumps  (B=5<AE) JRubella (&%)
[IFebrile seizure (&tt1+ 0 HA)

HM Do you have any allergies?
(FLLE—FEANHY £ H)

[ONo * [Yes, to

B What vaccinations have you already received? (RDFHEEIEITATOETN?)
[[IMeasles * Rubella (LA - % (MR)) LIBCG [Polio (RYy=)

CJDPT or DPT-IPV(triple combined vaccine or quadruple combined vaccine) (Z&ERE&H 2 L\ FEERS

COMumps (s7:5<»¥) [1Chicken pox kiF5%35) [IPneumococcal (Prevnar) (FiEk&E (FL R+ —))

[JHaemophillus influenza (4> 7)LT Y4B (Hib)) [JRotavirus (A% 74 LX)

M Indicate your family members. (RE#EHEZHFOETS.,)

[(IFather (%)

CMother (8) [JOlder brother (&) [JOlder sister (i)

[IYounger brother () [JYounger sister ()

L1Other (Z0ft)

How many family members do you have? (fAAZxKEcIN?) ( )

Continues to the back




M Does anyone in your family have any of the following illnesses?
(BERIDA. HBDVWERDESBAHANNL LELBEETEN)
[JAllergy (7 Liv¥—tks) [JAsthma (€A4%<) [HFebrile seizure (&M 0vhA)
[(ONeuropathy(epilepsy ,etc) (#&EE (TAMAKRE))
Family member(s):
(REQELGENEERTTMN?)

M Are you currently taking any medication?
(BEAIEEREFATHETH)
[INo (OYes (name of medicine :

B Do you have any medical referrals? [1No [IYes
(FBMREBFLTTH)

M Questionnaire about your baby.
(FEOADENZ EE2HETRLES,)
(DWere there any complications during your pregnancy?
(BFEAZEIRPOSFEROBERREBIEOHANTLEL)
oNo oYes, specifically

@Tell us about the delivery of your baby.
(BFEAERBINEEZTOERFIZDONT)
Gestational age (#£RaE#%) week Birth weight (H4ERASE)
Neonatal asphyxia (fx%) (Clyes &Y (dno 72 L)
Jaundice (&%) ( Oheavy 8  [moderate ¥  [slight 59 [Cno 7z L)

@When was your baby able to hold his/her head up? at about months

(KUDBTH>=0DIF)

When was your baby able to sit up? at about months
(BIHLYNTEDLSITHE>EDIF)

When was your baby able to walk alone? at about months
(VLEYTHEFR LB 2E=DIF)

When was your baby able to speak? at about months
(BELNTEDLSIZRDEDIF)



