No.

BT U=27 Medical Questionnaire
Name Date
Address Phone number
Date of birth Y /M /D Age years old | Nationality

Please check the appropriate boxes.

EWhat brought you here today?

Clinsomnia [JLethargic [JHyperactive [JAnxiety or panic attacks [IDepression
[[JHearing voices when nobody else is present [JSuicide idea [JFeeling of being watched
[JViolent [JMore talkative than usual [JExcitable [JLoss of consciousness

[JOther ( )

EWhen did the symptoms start?
Since approximately: Y /M /D

EWhat is the purpose of your visit today?

[]Diagnosis [JTreatment [JAdmission to hospital [JReferral [JTo obtain a medical certificate
[JSecond opinion [JOther ( )

EHave you ever been diagnosed with any of the diseases listed below?

[ IDementia [JAlcohol or drug dependence [ IDepression [ IMania

[ IManic-depressive disorder [IPanic disorder [JAnxiety disorder [IPersonality disorder
[IDevelopmental disorder ClEpilepsy [ISchizophrentia [IMental retardation

[JAttention deficit hyperactivity disroder

HAre you currently undergoing treatment for any diseases?
[IYes (Disease: ) [INo

HAre you allergic to any foods or medications?
[1Yes (Foods: Medications: Other: ) [INo

HAre you currently taking any medications?

[IYes ( ) Please show the medications to the doctor later if you have them with you.
CJNo

EHave you previously had any of the diseases listed below?

[Gastrointestinal disease [Liver disease [ |Heart disease [IKidney disease

[_IRespiratory disease [ IBlood disease [ IBrain / neurological disease [ICancer

[(IThyroid gland disease [IDiabetes [lOther ( )

EHow old were you when you becameiill?
Age: years old

EDo you drink alcohol?
CIYes ( mL/day) [INo

HlIs there a possibility that you are pregnant?
[IYes ( months pregnant) [ INo [ ]l do know

HAre you breastfeeding?
(JYes [INo

EHow did you find out about our clinic?
[ IWEB SITE [IReferral from medical organization [IReferral from friends or acquaintances
[IReferral from the sick bay in your office [Ulother ( )




