EDGEWATER FAMILY CARE CENTER
PACIFIC MEDICAL ASSOCIATES, P.C.

725 RIVER RD. #202 EDGEWATER, NJ 07020 Tel: 201-943-4040 Fax: 201-941-4599

M2 HIAE (ememsy - o)

APPLICATION FORM (ANNUAL HEALTH EVALUATION - OFFICE VISIT)

() New Patient, () Est. Patient TODAY’S DATE _ / /
NAME : (Last) (First)
A i : (357) SEX:( )Male/( ) Female
A4 HH (DOB) : / / SSN : - -
A A 1
HOME ADDRESS :
K[E T O{ERT
Tel: Fax: Cel:
E-mail address:
ADDRESS IN JAPAN
ER QPR
Tel: Fax:
GURANTOR (Last) (First) DOB
LR
A ( )Self, ( )Spouse, ( )Parent, ( )Child, ( )Others
EMPLOYER:
ADDRESS:
Tel: Fax:

TE MRS W & 5252 D 5~

EXAM DATE : (1) / / () / /
EXAMITEM: Package : A, B, C, D, E F ( DA = — R
ADDITIONAL EXAM REQUEST:

O, FERIALREEE A HIUTE L TS,

— %A KD JF~/  Out-patient-visit
BAEDFRERIZED LS RTGTETBIBALIELIWTLEIN? (HETLIHOETIZV)
How can we report your result ? (Please check all that apply.)
[J home phone [J work phone [J cell phone [J mail
MEDOHE, MREETEIKLTHINTT R
Can we leave the result on the voice mail/answering machine? [Yes [No
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725 River Road #202
Edgewater, NJ 07020
TEL 201-943-4040
FAX 201-941-4599

ABFy 7 RESE

Edgewater Family Care Center &

HE. ARy 7 OB SO ORM LB L, plo TREETLAZ
DONWT) ZRAG L, AT 5 FemE LIEREICET 2MA LA, fERE,

BOHER EIZOWTIRF LI LT, Th o z2 T 52 FICRER L £7,

(EFT

K4

PREEA




Edgewater Family Care Center Health Questionnaire<For Female> &2 d 7= D B fE\vy <z >

Today’s date: / |/

Name:

Date of Birth: / /

1.

When was your last physical check up? (year/month) % 252 % 52 1) 7= g - H/ A
Was there any abnormal result then? %5 O A #E Yes / No
If yes, please describe  H& 512DV T DA,

Do you have any symptoms you are concerned about? (Please check page 2.)

BRUCIR DIERZ RR—DICTFHAT EN,
Do you have any medical illness or past medical/surgical history? If yes, please describe. ----- Yes / No

BUEIRRE T 2 G B EmE (B 45 3% L 0 sl ERE T, 25 RICBE R, B, )

Please list all your current medication/supplements. & H L T\ 53, sV I 7 U 2 > K,

Do you have any allergies? If yes, please describe. Yes / No

WA _YICT LR —3H D £ ?

Do you smoke? M2 |Z DWW T,
o | have never had smoking habit. & & & L7y,

o | quit smoking in . Ismoked __ perdayfor _ years.
FEEARE L7, £ E T, 1 H N Gl
o | smoke currently per day for years. W24t AK/BH % A
Do you drink alcohol on regular basis? £k 7 =1 Yes / No

If yes, please describe (ex. Beer 2 can daily). ®» 24, TOMEEB]: 1 HE—/L—1h)

Do you exercise on regular basis? EMIY7ERZ L TWET 0 ? Yes / No
If yes, please describe (ex. Jogging for one hour, 3 times a week. f3:3° 2 & 7 1 KFfi]. 1 3 [7]).

Do your family members have any medical/surgical history?  IfiLif& 5 i D BEE i ----mm e om - Yes / No
If yes, please describe (ex. Father; Hypertension. f5il: &C-i& L. IR I . - Hi8).

10. Who do you live with?

BIEE

11. How long have you been in the US?(if applicable) 7 * U 1 i EH-4% years



Edgewater Family Care Center Health Questionnaire<For Female> &2 D 7= DO BE] <> 2

Please circle your current symptoms. H RIERICOZfHTTF &0y,

Weight gain / loss Ibs during years. D R CIRE N kg ¥/ WA,
Fever A Night sweats &1 Fatigue f&E

Heart rushing &% Chest pain  ffgJ Short of breath E.4l#L

Lost consciousness 24 Irregular heart beat RO ELIL

Abdominal pain when stomach is empty ZZE: H Ji | Abdominal pain after eating &7 & Jf

Loss of appetite &4k~ | Nausea M &4 Vomiting N M: Heart burn  fig<>17
Excessive burping 7 > 7° | Diarrhea T Constipation {#F

Bleeding during defecation  BEf#RFD Hifn Black stool H XU MHE

Cough or phlegm for more than 1 month Throat discomfort Hoarseness kil
IR 1 4 H LA BfE< D L OEFK

Sneezing or nasal discharge more than 1 month Wheezing B %95 & Blood in sputum

< LoiARmAKN 1 7 ALl Efi< PAEAL NI, MECY DENTD

Require straining for urination #EJR 257 /1% 24~ | Frequent urination # & Painful urination BE/R

Residual feeling after urination RN & 5 Blood in urine IILJK

Neck or shoulder stiffness & * BN L #ED Painful or swollen joints BI&iDJE A - fEiL

Hand stiffness more than 30 minutes 30 73 LA EO T Z 013V Back pain [ « ¥t DI A
Severe headache FAJ& Blurred vision 2> 7 H | Painful eye H DJ 7 Hearing loss SN
Tinnitus  HAG Y Dizziness ®»HF Numbness or tingling in limbs /& ® L O’

Loss of concentration £ /1K | Loss of interest  BLER.Cr D HEE | Depressed feeling %53 23 IE A 03 B

Irritable feeling WH W BT 5 Difficult to fall asleep Frequent wake-up at night
B EN BHIZMEL HRR D 5
Have been under stress at work / home Fhe,/ BB TORA RN L ARTZE->TWND

Others IR T _NE LR HNTTHRAT I,



Edgewater Family Care Center Health Questionnaire<For Female> &2 D 7= O B{a] <> 3

10.

11.

Female Only

Are you pregnant now? Yes / No /Unknown(FIEEM: S V)
IR L CDET 2

No/unknown ®J5 : L'V MUV BEZFEIND F T, EEFIEEICEETERWVWHICIRRIZES
BIREGET A B E2ITWET, BAIXS30 TECRE LR £7,

HBETE 20 ET

* AR A 7T, TEBEZBEL THROHBRBE T2

K AR VR CHRBAARHANC R o TETNAHHFTH, ARV ZRWIREED 12 A RWEOGEE Bk L 1L 12 AL LA
RIRREICHD Z EEFVET)

When was your last menstrual period?--------------------- / / i

RAEHRRIT DT LN ? A H2H HE (PR i )
Is your period regular? Yes / No Every  days
HAREEINEGH CTF 02 I = S = i
Do you have vaginal bleeding between periods? Yes / No

ARUSN TS 22 & 13dH 0 3002

Do you feel pain or itchiness in genital area? Yes / No
EEBITIFARESD N W 372

Any abnormal vaginal discharge? Yes / No

B HDORKUIRY FT 02

Have you had any abnormal PAP smear result in the past?------------------ Yes / No

INETIEFESEERZ CRE LB INTZILPRHY 3

Any abnormal finding at Gynecological exam? Yes / No
INETITMABRZ CRELEM SN ENH Y £302 H 255561354

If yes, please describe.

Do you feel any pain or lump in your breast? Yes / No

How many times have you got pregnant so far?
Vaginal delivery , C-section , Miscarriage , Abortion
AR Al

Mg IERSEE Al W EEIR |l
FiE: BHAAWREE W\l ATREE [l
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