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

QcWeHi>K/BcE$&acYj 
APPLICATION FORMiANNUAL HEALTH EVALUATION$OFFICE VISITj 

 
                         

 (  ) New Patient,  (  ) Est. Patient          TODAY’S DATE   /    / 
 NAME  :    (Last)                          (First) 

 
63 k� iT<j� � � � � � � � � � � � � � �   SEX : (    )Male / (    ) Female 
 
VAIGiDOBj:       /         /              SSN : ______-____-_______         
� �                I� � � G� � � � A 
 
HOME ADDRESS :  
\7��.D 
   

� � Tel:� � � � � � � �    Fax:                 Cel: 
                    E-mail address: 
 
ADDRESS IN JAPAN 
GL��f_0 
  � � Tel:� � � � � � � �              Fax: 
 
GURANTOR� :    (Last)                      (First)                    DOB 
)@* 
`O :            (   ) Self,  (   ) Spouse,  (  )Parent,  (   ) Child,  (   )Others 
 
EMPLOYER:     

      
ADDRESS:      
 
  � � Tel:� � � � � � � �              Fax: 
 
>K/BcE!4c�F� 
EXAM DATE :  (1)      /       /                 (2)       /      /       
EXAM ITEM :  Package � :� A,   B,   C,   D,   E,   F,    (   ) ,[C;]"%# 
ADDITIONAL EXAM REQUEST:   
��+�U2?JQPhZ�� �bd��'
�� 
&a:M�F�/  Out-patient-visit  
QP�^N������FS�
-	����������li?J����1��	j 
How can we report your result ?  (Please check all that apply.) 
���home phone    ��work phone    ��cell phone    ��mail 
(8�95�^N!X=g�R��������l 
Can we leave the result on the voice mail/answering machine?� � � �Yes      �No 
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Today’s	date:								/							/										.																																																																																												
Name:																																								.	
Date	of	Birth:									/						/									.		
	

1. When	was	your	last	physical	check	up?	(year/month)		·��aĐ3n��¶»:� � � � �/� � ¸	
	Was	there	any	abnormal	result	then?			à� ¹Ô� --------------------------------------------------			Yes		/		No		
If	yes,	please	describe� à����� đò;	
	

2. Do	you	have	any	symptoms	you	are	concerned	about?		(Please	check	page	2.)	
VÉ��0âÛ3ÂDM<��ďbP���	

3. Do	you	have	any	medical	illness	or	past	medical/surgical	history?	If	yes,	please	describe.	-----			Yes			/		No		
Ý�ÍçR3t(´�áÆ� (^:	45Å-/ĭĉ~ÍçR�25Å�ĂÓ��Í�)	
	
	
	

4. Please	list	all	your	current	medication/supplements.� �ß���0Ĉ�ª�!;CGEJA�	
	
	
	
	

5. Do	you	have	any	allergies?	If	yes,	please	describe.					-------------------------------------------------------			Yes		/		No	
Ĉ�Ī$Ù�4IH7M!�/&�
ĸ	
	

6. Do	you	smoke?� {Ö�����	
o I	have	never	had	smoking	habit.� *�*�u2���	
o I	quit	smoking	in																.		I	smoked										per	day	for								years.� � � � 	
� � � � � � �ĥìÖ����1&��1µ� � � ½3� � � �Ġ	

o I	smoke	currently										per	day	for											years.� � {ÖR� � � � ½/µ3� � � �Ġ	
	

7. Do	you	drink	alcohol	on	regular	basis?		īĜ ø©� --------------------------------------------------			Yes		/		No				
If	yes,	please	describe	(ex.	Beer	2	can	daily).	� �0�p�� ĩ�(^:� 1µBMHN÷)	
	

8. Do	you	exercise	on	regular	basis?	� �»é�ęl3���&�
ĸ-----------------------------			Yes		/		No	
If	yes,	please	describe	(ex.	Jogging	for	one	hour,	3	times	a	week.		^:<F7J9 1¶Ġ�Ę 3}).� 	
	

9. Do	your	family	members	have	any	medical/surgical	history?	� ĉö�³ ´�Æ--------------			Yes		/		No	
If	yes,	please	describe	(ex.	Father;	Hypertension.� ^:	Ø-ĭĉ~�ñ�á�È�ýè).	
	
	

10. Who	do	you	live	with?� 	
q��³	

11. How	long	have	you	been	in	the	US?(if	applicable)		4EG6Ò��±																										� � � 	years	� 	
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Please	circle	your	current	symptoms.					ĆčâÛ�	3X��P���	

Weight	gain	/	loss														lbs	during														years.		� � � � �Ġ�\ĝ�� � � � kg�j� /� Ð��						

Fever	� �×	 Night	sweats�Ë	 Fatigue� `¢§	 	

Heart	rushing� l¦	 Chest	pain	� ÿä	 Short	of	breath� ¤g1	

Lost	consciousness	� �ë	 Irregular	heart	beat� ā S1	

Abdominal	pain	when	stomach	is	emptyïą¶ýä	 Abdominal	pain	after	eatingĪ�ýä	

Loss	of	appetite ĪÃQ®	 Nausea� r�É	 Vomiting� |r	 Heart	burn� ÿ,�	

Excessive	burping:?C	 Diarrhea� På	 Constipation� _î	 	

Bleeding	during	defecation� ¯_¶ eĉ	 Black	stool� į�%�_	 	

Cough	or	phlegm	for	more	than	1	month	
y,æ� 1K¸YOõ
	

Throat	discomfort	
 � Ěx§	

Hoarseness� �¿1	

Sneezing	or	nasal	discharge	more	than	1	month	

�+',İÊ� 1K¸YOõ
	

Wheezing� ¤3�0�� � � � � � � � � � � � � � �
>5>5���	

Blood	in	sputum	
ĉÏ�/ æ��0	

Require	straining	for	urination¯��ki3ċ�	 Frequent	urinationĩ�	 Painful	urination¯�ä	

Residual	feeling	after	urinationÇ�§��0	 Blood	in	urine	ĉ�	 	

Neck	or	shoulder	stiffness	� ĬLü�-
d0	 Painful	or	swollen	joints� ġð ä'Lă1	

Hand	stiffness	more	than	30	minutes� 30fYO « �2"/	 Back	pain� ĄLþR ä'	

Severe	headacheħä	 Blurred	vision
�'ê	 Painful	eyeê ä'	 Hearing	loss� Ĥú	

Tinnitus� ùĮ/	 Dizziness� )&�	 Numbness	or	tingling	in	limbs«Ė �#1	

Loss	of	concentrationģRi[P	 Loss	of	interest	� ćw  z�	 Depressed	feelingÉf�Ì'��	

Irritable	feeling� �.�.�0	 Difficult	to	fall	asleep	

�X�¥�	

Frequent	wake-up	at	night	

�R�]�*ê�č)0	

Have	been	under	stress	at	work	/	home� � � ��ĵû�� =AI=��&���0	

	

Others	� � 	W�Úď�$�����1"�ďbP���	
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Female	Only	

	
1. Are	you	pregnant	now?	--------------------------------------------------			Yes		/		No	/Unknown(oĀ£�/)	
�����&�
ĸ	
No/unknown ²ĶIJA:JÁÀ3�º�10²������c�s�����²�!��-0�
��m¡@=A3Ċ�&��Ĕß!$30�Ć�ē¬��/&��	
s������!ķ	
Ĵ¸ô;58H��T�µ3ĕ��*Â ¸ô�¾����	
ĴĞô�ė��ı�¸ô�QČh�������0²�*�¸ô���Û¨� 12
¸¼Ñ �pĲĞô�! 12
¸YOÔ¸
ôÛ¨��0��3Ď�&�ĳ	
� � � � � � � � � � � � � � � � � 	

2. When	was	your	last	menstrual	period?---------------------													/									/								,	
·ó¸ô!�����
ĸ� � � � � � � � � �� ¸� µ
.� µĠ� (Ğô� � � Åĥ)� 	
� � 	

3. Is	your	period	regular?-----------------------------------------------------			Yes		/		No	� � Every							days	
	 ¸ôv»!ĦĒ��
ĸ� � � � � � � � � � � � � � � � � � � v»!� � � µ�	
	

4. Do	you	have	vaginal	bleeding	between	periods?	-----------------------------			Yes		/		No		
	 ¸ôY��eĉ�0��!�/&�
ĸ	

5. Do	you	feel	pain	or	itchiness	in	genital	area?	------------------------------------Yes		/		No		
	 Ģě�ä',ã'��/&�
ĸ	

6. Any	abnormal	vaginal	discharge?---------------------------------------------------	Yes		/		No		
	 	/* �É��/&�
ĸ	

7. Have	you	had	any	abnormal	PAP	smear	result	in	the	past?------------------	Yes		/		No		
�1&����ĨèÁĐ�à�3­°�1�����/&�
ĸ	
	

8. Any	abnormal	finding	at	Gynecological	exam?-----------------------------------	Yes		/		No		
�1&���UíÁĐ�à�3­°�1�����/&�
ĸ�0�p!đò	
If	yes,	please	describe.	
	

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

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

	 ��}±� � � � � }	
	 eÞ:� Ä�f�� � � }��Ügğ� � � }	
	 ÎÞ:� ĆÕÎÞ� � � }�U�ÎÞ� � � }	
	

11. Others� � � W	
	

	


