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Please answer the following questions.

1 Since when have you stayed in the Philippines?
/Y /M
2 Please name the countries you've stayed
more than 6 months.
3 Status(single/Married/No.of children )
* Are you staying here with family?

Alone/With whole family/Others( )
4 Your weigt at around 20-25yrs old was ( Kg
While you are in abroad, your weight has been;
a constant
b increased about (  )Kg within ( )month
¢ decreased about( )Kg within ( Jmonth

5 Drinking Habit
About frequency;
a Non—drinker
b Quit drinking since( )years ago
¢ Drink Occasionally
Approximately( times a week
Consumption amount;
a Your drinking history; About ( Jyrs.
b Alcohol Consumpution
Less than a glass of SAKE/Less than one large
bottle of beer/less than one glass of whisky
Less than two glasses of SAKE/Less than two large
bottle of beer/less than two glass of whisky
*More than three glasses of SAKE./More than
three large bottle of beer/more than threeglasses
of whisky
6 Smoking Habit
*Non—smoker
*Quit smoking since ( )yrs ago
*Smoke about (  )cigarettes a day
Your smoking history; about ( )years.
7 Daily life
*You usually sleep for ( ) hours at night.
 Average working hours per a day is ( Jhours.
*You do your work;
a while sitting.
b while standing or walking(including house chores)
¢ which requires strength.
d which involves noxious substance.
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8 Sport&Exercise
Please select appropriate number of “sport name”
and “frequency” from the charts to fill up the below.

*E;E Type of sport

i) 2 v 2 Duration min min min

*EE How often

*E;E Type of Sport (select the number)
1 j\)lx7 5[ L 1|Golf 5|Gymnastic
2| BF Bk 6| 7K ik 2 |Baseball 6 |Swimming
3 93#"/7\ 1NT=R 3|Jogging 7|Tennis
NEEs 8| Z M ith 4]Walk Stroll 8|others

EE How Often  (select the number)
1581 @*EE 1|About once a week
2[BEc2~4[MOEE 2|About 2-4times a week
3|F tAJg'/B_i: H 3|Almost everyday

9 FLIILF—ERIZ 9 Allergic Symptoms

: A A 1) None

| |[FAZL< 2) Asthma

| BB -TrE—HRE % 3) Eczema / Atopic Dermatitis

| ILAFLA 4) Urticaria

7L R % 5) Allergic Rhinitis

| [BY7LIILE—( ) 6) Food Allergy ( )

| [EY7LIILE—( ) 7) Drug Allergy ( )

| |z ( ) 8) Others ( )
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10 Circle any sickness experienced before
Blood: Anemia
Respiratory: Asthma/Pneumonia/Pleuritis/TB
Cardiac: Hypertension/Arrythmia
Myocardial Infarction/Angina Pectoris
Congenital Heart Disease
Gastrointestina Gastritis/Gastric Ulcer/Hepatitis
Duodenal Ulcer/Pancreatitis
Cholecystitis/Gallstone
Urinary System Nephritis/Nephrosis/Urinary Stone

Endocrine: Diabetes/Diseases of throid glands
CNS: Epilepsy/Encephalitis
Joints: Arthritis/Rheumatoid Arthritis

Infectious Disease: Dengue Fever/Malaria/Hepatitis

Operation: Appendicitis/Ulcer/Urinary Stone
Others( )

Accident: ( )

11 Are you currently under any medical treatment?
Name of Disease( )

Since When( )

Name of Medicine( )

12 Do any of your family members have Diabetes, Hight blood
pressure, Cancer or Heart disease?

who? ( )

Name of the illnes ( )
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1) IKDQFEFHEL (= ATIRTAY-4
2) KKAREZVEEYT L (= ATIRTAY-4
3) ME M KLEK (= ATIRIAY-4
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9) BEOEEMNEN (= ATIRTAY-4
10) HER-EMEAH D (= ATIRTAY-4
1) BEMDTLERAZTEELDELIAEL

(-{ATIRIAY-4
12) BERAELY [={ATIATAY-4
13) KK THE(XERMET S (= ATIRIAY-4
14) EIMEAH-UBICIAGELS

(-{ATIAIAY-4
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28) MMUYDITDEEMNS EYATIAIAY-4
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13 Your health condition in the last 3 months.

1)Have you been feeling ill? Yes / No
2)Catch cold easiy, and recover slowly. Yes / No
3)Are you often thirsty? Yes / No
4)Do you have cough or phlegm? Yes / No
5)Do you have bloody phlegm? Yes / No
6)Do you get short breath while climbing stairs?

Yes / No
7)Do you have irregular pulse—beat? Yes / No
8)Do you feel your legs swollen? Yes / No
9)Is your stomach in bad condition? Yes / No

10)Have you been feeling nausea or vomitting? Y/ N
11)Do you have epigastric pain when you

get hungry? Yes / No
12)Do you have loss of appetite? Yes / No
13)Do you often have diarrhea or costipation? Y / N
14)Does your stool sometimes become black or

with blood? Yes / No
15)Is your urine turbid? Yes / No
16)Do you have pain during urination? Yes / No
17)Uncomfortable after urination? Yes / No
18)Have blood in the urine? Yes / No
19)Do you have heaviness of the head? Yes / No
20)Do you have any headache? Yes / No
21)Do you feel dizzy when you stand up?

Yes / No
22)Difficulty in sleeping. Yes / No
23)Loss of appetite, followed by weight loss. Y / N
24)Do you feel depressed? Yes / No
25)Tiredness remains and have fatigue from

the morning. Yes / No
26)Do you have distruction of mind? Yes / No
27)Is your eye sight getting worse? Yes / No
28)Do you have a family doctor? Yes / No
14 How often do you take medical check up?
a Regularly ( )times a year
b Occasionally

Last medical check—up was( Date: )

¢ Never
Please indicate any abnormal findings in your
past medical check ups.

( )

15 Vaccination History

1) Have you ever had Hepatitis A vaccination? Y / N
If “Yes”,

a. How many times have you had vaccination?  Times
b. When is your last vaccination? Year Month

2) Have you ever had Hepatitis B vaccination? Y / N
If “Yes”,

a. How many times have you had vaccination?  Times
b. When is your last vaccination? Year Month
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16 Questions only for female patients.

1) BIEI AR L A Bhin =1 1)When was your last menstruation? FROM TO
2) EIEEE[;*EEIJE@-GT#\ ? (q{ATIATAY-4 2)Do you have regular menstruation? Yes / No
3) KIFEZFORICHIT S (-{AXIRIAY-4 3)Any post contact bleeding? Yes / No
4) HFELSCEL2HINY S ({ATIRIAY-4 4)Any abnormal bleeding in between your period?

Yes / No
5) BU%O)’(D#@#E&E%E#ﬂ:b‘%hl&:%ﬂ]& 5)Any other abnormal symptoms? e.g. itchy, discharge

TELY, ( ) etc..( )

6) Hﬁ_”:[,:") 7b<§J%) [&ELy-UVZ 6)Do you have cysts in your breasts? Yes / No
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