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FOR YOUR FIRST VISIT
DEOSEIIHLETOT, B TRELZMILAT SN, OFHEBDIT T XU,

Please fill out these information forms.

KAISEI GANKA

ENAF RN
HAEREIA HHEAR T.S.H.R R H H
NAME DATE OF BIRTH Y M D
I fF Er
PRESENT ADDRESS
BHEES ( ) N
TELEPHONE NUMBER ( ) OCCUPATION
g T
YOUR ADVISER
ESLFELICH,, What's the problem?
H25Z21F 5 blurred vision () H&W  eye pain
EH3mwiy  eye itching () ®»®IT eye mucusleye sleeper)
HOFEMT 5 red eve () oS5y lid infectionChordeolum)
AN 5 eye fatigue () TAIZAT S forein body sensation
I IMA -7 something in the eye () HPHET 2 dry eves

WA Z 5 flying flies

B % extensive secretion of tears

WAL for the eye test

avy 7 by A for making new contact lenses
A RFEE for making new glasses

Z DAt other things <

SN STNSTN SN SN SN SN SN TN SN N
R N N S N N NI N N N

SETEALE, BEELLIENHYETH, Have you ever had any illness ?
) HORS eye disease (

) EHE high blood pressure

) HMERRIR  diabetes mellitus

) OERR heart disease

) FFlESE  liver disease

) ZOfh other disease (

TN STN SN TN AN N

BEEAGELZHFATHETD, Are you taking any medications ?
1% YES sy NO
@3 o5 Name of drug (

SETIZEDEYOTUINE—-BHYELID, Allergic to medications or food
(5 YES [Mzty NO

m#E#  Blood type
LIA (1B 10 [JAB

BEOZE Daily routine
RIZEZEZROETH, Do you smoke?
i e A cigarettes a day T2y No, I don't.

%7 aI—IEEAHETH, Do you drink ?

[1Z W a lot / everyday 2y a little / sometimes Ok & 4y No, 1 don't.

RIFELESHD s there anything you like and / or eat much everyday ?

A meat (I fish (32 vegetable B%“w”)] fruits OHO B D sweets

i ZWWd D greasy [(WEHDZ 0 ED salty (& @ spicyChot)

YUY
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