Name

Gender s (Male / Female) Occupation mix Date of Birth zz4:1 ( / I )

Postal Code mfi® & Phone Number &% 5

Address 77 Nationality (=4

Japanese Health Insurance Card ii:to# Yes/ No Language =55

(DAffected Eye vt 50H o aaxE ) (Right / Left/ Both) (2)Symptom Onset szt o

(®)Reason for Visit sekzor
o Blurred vision R.x12<» o ltchy eyes »w\» o Eye discharge H<ic o Eye pain ji\» o0 Redness Fifi
o Tearing wat%5 o Eye twitching 17w A42% o Floaters 2vi237%x% o Dryness #< o Photophobia L
o Double vision —#izx % o Distorted vision w23A TR x% o Abnormal Exam Result f#2 cHEsz?

o Other =it

o Prescription for Glasses / Contacts R E7/-13= % 7 LG AL
glasses / contact lenses (1 Day, 2 Week, HCL) (First-time or existing wearer)

o Currently wearing contacts AR o =>4 7 4/ (1 Day, 2 Week, HCL) / Not wearing

olf Wearing Contacts = > % 2 NEROEE D A — 51— & kK
Manufacturer: Lens power (prescription):

(®Previous Eye Conditions? 4 o ofi&ic >\ T

oNo o Yes/Approximate time v -t Diagnosis #i#

(5)Refractive Surgery (e.g., LASIK)? LASIK %G EFiio 44 (Yes / No)
(6)Do you smoke? -~ < (No / Former smoker / Current smoker)
(Z)Family History of Eye Disease? %% H ok (Glaucoma / Other)
(8)Systemic Diseases? 4 : cofkoiikic >\ T

o No o Yes (Hypertension / Diabetes / Heart disease / Herpes) o Other:

(9History of Allergies? 7 1 v %A OBE(ET ST
oNo o Yes (Hay fever / Asthma / Atopic dermatitis / Drug allergy: )
@9 Current Medications? si/zii- <\ 2% (No/ Yes Medication name: )
Have you ever received anesthetic injection? stz 5177- = L 3% 55 (Yes / No)
iDFor Females: Pregnant? itz snc\ 7% (No/Yes ___ months)
Are you currently breastfeeding? 3.4 c 7 (No/ Yes)
@©Driving/Cycling After Appointment? #. pizdi-% %57 (Yes / No)

Thank you. Please give this to the receptionist.



