Medical Questionnaire Sheets

No.
OPlease fill the blank
[1Male [UFemale
Name Date of birth (DD/MM/YY)

If you live in Japan, Please fill out the form below.
Address T

Phone Nationality

If you are traveling,

Please tell us which hotel you are staying at.

B What is wrong with you, today? (H ®JERIZOVTC)
(Iright eye [left eye [Iboth eyes

* How long have you had the problem?

Since ago

Olitching (F£#4)  Oldischarge (H=°IZ)  Oaching U@#&)
Oredness (Fi) Odryeye (§24%) [Ceyestrain (H D)
[(Oforeign body sensation/sandy (##)/&%)  [blight sparks (EAR)
Oblurred vision (1X<°4F)

[0You see something flying like mosquitoes before your eyes (FREZDIEIK)
OYour field of vision is getting narrower (¥R FE V)

Oothers( )

B Have you ever been allergic to medication? CGEFIDT L L—)
OYes(What kind of medication ? )

B Do you receive other medical treatments? CR{EIRRTOFRLNH D H)
[ONo OYes (the name of disease:

*k How long have you had illnesses? (2225 F DIRED & 5 7))

Since (year) (month, date)
* Do you presently take medication?  (BIfE#IIEEZ L TV 5 00)
[ONo [(JYes( )

B Have you ever been through an ophthalmologic surgery? G2 ® iR Tk 04 %)
[INo OYes(What kind of surgery? )

B Do you wear contact lenses now? (=2 % 7 b L v X4 D 4 1)
[INo Yes

B Does anyone in your family have eye disease? (Z %D iR £ DA )
ONo (Yes (what kind of disease? )




Medical Questionnaire Sheets

Questions for those who want contact lenses’]
B Do you wear contact lenses? (B2 & 7 FZfHFT T30
] No
1 Yes
—[IDisposable contact lenses (V4 C) (1day - 2week * 1month)
(OHard contact lenses (HCL) [JConventional soft contact lenses (= >-X)

BWhat kind of contact lenses do you want, today? (Z#%® CL)

[ODisposable contact lenses ((J1day (2weeks [(J1month )
[OHard contact lenses (HCL) [OConventional soft contact lenses (= >N)
[JColor contact lenses (#77—CL)

B Have you ever worn contact lenses?
[No, this is the first time.

[JYes (What kind of contact lenses? )

k How long have you used contact lenses?  Since (vear) (month)
(EDL BV CLEES TV 5 2)

k What is the brand name of the contact lenses you have used? ( )
(fE->TW5 CLO7 Z > RO4HD)

*k Do you wear contact lenses now?  [1Yes [ INo (4 CL &+ T3 7)

* Do you wear glasses? [1Yes [INo (DB RE LB D H)

*k What kind of care products for contact lenses have you ever used? (sffv o4 7 i)

( )

*k Please write down the power of your contact lenses.  (fi&# &%)
Right eye( ) Left eye( )

BWhat is the brand name of the contact lenses that you want?
( ) I want consultation.(

B Please answer the following questions.

ODo you feel tired when you watch computer screens or play video games for a long time?

[1Do you sometimes find it difficult to put off contact lenses because they stick to your
eyes?

[J1Would you like to try more comfortable contact lenses?



