Seno ENT Clinic Medical Interview Sheet o.c / / /m/d) versz

Name Height cm
Sex O Male/5 O Female/% Weight kg
Date of Birth / / (y/m/d) Age years old/&
Address Phone ( ) —
Cell phone | ( ) -

1. What brought you here today? /RKBIZEDLSHETESNELI-M?
Face [ facial palsy/gE@RiE [ facial spasm/Ed LA [ facial injury/gEo+H
Ear O hearing loss/#8 (R+L) O tinnitus/Emily (R-L) O vertigo*dizziness/sHEW
O ear pain/EaELy (R-L) O ear discharge/Exn (R*L) [ ear cleaning/E%5LC
Nose [ nasal congestion/&3%Y [ running nose/&:+ [0 sneezing/<Le#
O eye itching/I|aspiLy [ nose cleaning/&%E| [0 head ache/5E5%
O nasal bleeding (R*L) /& [ loss of smelling/ 2L hiHmsraiy
Throat [0 sore throat/mgsifELy [ abnormal sense of the throat/m& nE M
O canker sore/Om# [0 dry mouth/Os%< [ loss of taste/mkEET
O fever/s# O Yes/iztv (_ )°C O No/wz
Neck [ thyroid disease/®ikfigkEE [ neck symptom/<UdfEdk
Others [ snoring/L vz [ sleep apnea/& k. [1 smoking cessation therapy/#{&E 4%
O day surgery (O nasal allergy [ chronic sinusitis [0 other) [ piercing/E7x
O immunotherapy for nasal allergy/ 7L )L ¥—& & &%
O Other( )

2. When did the symptom start? /L oEMNSELYELIM?
( )

3. Are you currently taking any medications? /4 ®DATWAEIZHYETH ?
O No/wwrz O Yes/iznv— ( )

4. Are you allergic to any foods or medications? /BRMPEITHTETLILE—MHYETMH?
O No/wwz O Yes/iznv— ( )

5. Do you smoke? /t=I£Z#RINET M ? O No/uvwz O Yes/IEy
Do you drink alcohol? /&Exg#£dm? [ No/Lwnz [ Yes/iEin

6. Is there a possibility that you are pregnant? /BT ATgEEAHYET M ?
O No/vwvz O Yes/izihv— months pregnant/#8 [ I don’ t know/bHhoEL
Are you breast feeding? / m#zERIAbTTA? O No/Lwz [ Yes/iF

7. Have you previously had any of the diseases listed below? /4 E Tl =SB rBRITHYETH ?
O Hypertension/&mE [ Diabetes/#R% [ Liver disease/Ffigis [0 Kidney disease/BH#s%
O Asthma/mgs [ Hyperlipidemia ghgmsizE [ Glaucoma/#&miE [0 Prostatomegaly/#isisAE X
O Other/zonih ( ) O Cancer/nA (When?/s#: Part: )

8. Have you ever had any surgery? /4 £ TICFMiELI-CEMRHYET M ?
O No/uvwyz O Yes/iziv— (When?: Part: )




