
OPHTHALMOLOGY 眼科問診票       ONO GANKA CLINIC 

     Year       month         day  

Please check レ□ all corresponding answers 

Name                                                  □Male                □ Female                 

Address                                                       Tel                                     

Do you have health insurance?    □ Yes  □ No               Nationality                            

Date of birth                                          

 

What are your symptoms?    症状   

□Both eyes  □ Right eyes  □ Left eyes                       □New glasses  □ New contact lenses 

□tearing 涙が出る □ mucous discharges 目やに  □swelling はれもの □itching かゆい□dry eyes      

Pain□The bottom of my eye hurts 目の奥が痛い  □ The surface of my eye hurts 目の表面が痛い       

□something stuck in the eye ごろごろする  □ sensitivity to light まぶしい □double vision 二重に見える 

□tired eyes  疲れ眼            □My field of vision is getting narrower 視野が狭くなってきた 

□I can see black spots 黒い点が見える    □In the dark,I see bright sparks  暗闇で光が見える     

□I can see something flying like mosquitoes before my eyes 目の前を蚊が飛んでいるようだ        

 

How long have you had your symptoms?   いつからですか？ 

Since (     )AM/PM today      /   Since      year      month      day /    for the past(     )days    

 

How are your symptoms?   症状の程度は？ 

□continuing 続いてる□ occasionally 時々□ getting worse 悪くなって □gradually subsiding おさまってる 

Do you have any food or medication allergies? □Yes□medication□ food □others                   □No 

Are you currently taking medication? 薬を飲んでいますか？   

 □Yes            Please show them to me □ Warfarin  □No 

Have you had side effects caused by medicine? 副作用の出た薬 □Yes.Which medicine?               □No  

Do you were glasses? メガネ□ Yes  □ No             How long do you use PC?           hours a day 

Do you were contact lenses?コンタクト □ Yes □soft  □ hard    □ No 

Have you had vision correcting eye surgery? ﾚｰｼｯｸ□Yes □ No  

Have you had any eyes operation before? 目の手術□Yes □ No 

 

What illnesses have you had in the past?  今までにかかった病気はありますか？ 

□Cataract □Glaucoma □macular degeneration 黄斑変性  

□Stomach and intestinal disorder胃腸  □liver disease肝臓  □ heart disease心臓 □ kidney disease 腎臓   

□high blood pressure 高血圧        □tuberculosis 結核  □diabetes 糖尿病    □asthma ぜんそく      

□AIDS/HIV エイズ                   □thyroid problems 甲状腺   □others 他                         

Are you currently under medical treatment? 現在治療中の病気はありますか？            □ Yes  □ No   

Does anyone in your family have eye diseases?家族で目の病気の人はいますか？         □ Yes  □ No  

Question for Women 

Are you pregnant or is there a possibility of pregnancy? 妊娠していますか？可能性はありますか？ 

□Yes          month     □ No □Not sure 

Are you currently breastfeeding? 授乳中ですか？□ Yes  □ No                   THANK  YOU 


