Patient Interview Form (Sports)

AR—YERIMIRZ R

Date Patient's name
YYYY/MM/DD K%
Height Weight
cm k
o8k K& 8
© Emergency contact Address: Phone:
RRIERST EPR BiE
© When did your symptoms first appear? — LWONSIERN®ZH
From
© Where do you have symptoms? ETHEMBLD
Enclose in a circle on right picture. ARICOEEDIFTREL
© What symptoms do you have? EDESERD
[] Pain &
[] Strange feeling EANRR
[] Swelling fEn
[] Difficulty moving EhEHEL)
[] Poor shape FEHEL)
[] Other Zofth

© Do you have any idea why your symptoms occurred?

FERSOHEOAHDFTH ?
[1No

[] Yes : Please describe the cause of the symptoms below. W\

Wz

O Have you ever received any treatment for your symptoms? EChTERERIH

[ 1 No
[]Yes: At

W

(Hospital, clinic or other medical facility's name)

Treatment detail such as oral medications, patch, injection, surgery,

massage and so on.

(Fu / bz

Right Left
© Fill in the table below about your sporting experience.
Sports / Position School or team name Frequency / Practice time per session
mE-R>2a> FR&-FiEI37 B - 1C0fE B R
El t . high .
emen iry /ir '8 times a week / hours
INF R
ngh_SChOOI times a week / hours
15N
Unlve:sny times a week / hours
KE
Current .
— times a week / hours

© Sport level L] Professional / International competition JO/EEAR

[ Local competition
L] Hobby

75
IR

[] National competition £E

L] Club team / group
L] Other

BYF=
ftt




© Highest ranking so far / Best record
INFTOTRSENRAL, RAMI-R

© What do you want to be in sports in the future? [] Professional athlete J0i#F

A=Y TOFROFHE

[ 1 Amateur athlete 7v&F

about vour medication?

[ 1 No [] Yes :

[ Sports trainer f—+- [ Coach T
L] Weekend player / Hobby Ik
© Are you on the Doping Testing List? []Yes [] No R—E>TIREIRIAMDESR ?
© Do you want to discuss with our pharmacist [ Yes [] No RIS AR LT A3 2
O Are you currently being treated for any diseases? RIDARTORS
WRIERAT O

© Are you currently on medication?

If you have the medication list, please submit to the reception.

1 No L] Yes :

© Have you ever had surgery before?
(] No [] Yes::

FtTEE

© Do you have any allergies?

1 No
L[] Yes — [] Medication [
%"‘E
[ ] Metal
&F [

© Have you ever been told you have aspirin asthma?
(] No [] Yes

© Questions for women: Is there a possibility of pregnancy?
J No []Yes

© Questions for women: Is your menstruation cyclic?
L] Yes [] No

© Are you taking low-dose pills etc. ?
] No [] Yes : Fill in medication name

PUILF-EHDESH ?

L] Food [ ]
BRY)

[ ] Other
o | J

FAEUUIRRESDNZCELEHDFETH ?

IRTEPERL TV B ETREIEEHDEI N ?

REIEHRNTIN ?

RRASCIREDRA (X&)

© Have you returned from abroad (countries except Japan) within 14 days?

[ 1 No
1 Yes —

Which countries? Fill out all of them.

148 OBINETERE

ECOETIN ?




© How did you know this hospital? YEEEDLSICU TR ?

L] Referral from doctor EETNSORBT
( [J Recommended by the doctor [] Asked the doctor for referral ) E&NS5/BHH5
[] Referral from family member or acquaintance ERSIIN
[] Web searching SZE SN
L] TV programs, magazines, newspapers or books FLE. MisE, $r. AR
Which programs, magazines or books? A
[ EOBR. . ARETIN ? )
[] Advertisement at stations or on buses R, JCABEDRES
Which advertisement? )
[ ECOIRETTH ? J
(] Other )
Z0fth [ )
© Qusttion those who came to this hospital through internet search. A2 —Fy NTIRERINTZ A
What was the deciding factor to visit this hospital (Multiple answers allowed)? #REZ2IZRHF
[] Large number of surgery cases  FilitHnzu [J Many patients got better BBk BENSL)
(] Good description on the website "—Ax-S0sHBARY [] Various treatment methods Hea B
[] Short hospitalization ABEhEL [] Be able to return normal life soon SHH®EER
L] Less postoperative pain g DmEHHD R (] Short wait for surgery FEMETERRL
L] Other 1t

© Please fill in requests if you have. TEZABNEIRALZEL,

[ ]

If you have a refferal letter, MRI or other test data, please submit it to the reception.
Thank you for writing. Inanami Spine and Joint Hospital



