mAE—miz BEARN BEZR

HRF (HYHFTEVNTLESTL) DS O%-2a% % LEL
OEeE (EKE ~  #H8)

DRli&ee ENF Tl ALYFr—

£FAH
TSHR & A B A LM E O TEA TET )

D EDLSBRERTIH
O &EH O [FncTunsd WE:RS
O & O ARAVICKL O LUnh
O ZDfthi( )

@ LWDOHSDEIRTIH
F = HZA

Q ERZEREUFZTOMFICHTIEIEDREDIANTIC LTLIZEL
O ZXR—Ye O == O #Rfl-EF% O &EEEMEDRF O RBEH
O #0h XEMENH BEHETTIRALLET }

@ COHERTREZZITANDIE O T O LEINmRTELSESEeELE
O a2 le @R % - B )
(BEigRHs &3 - B )

® BEREULTLSRRIIHYXITHGBEICERUVRERSTEL TV ENDEEHT)

O %L O SmE O MRS mRES O mhe O A
O Fhes O ¥ERE OB )
© WRELEREIIRATLETH O LWLhx O (&L
@ FEIEXHYETH O %LU O &Y( )
CELEIHVETH ( )
@ TFULILX—IFHVFEITH
O &L O HHsi O 7Z)LO—)L&EE O F( ) O &8 0O 3I—FK
O B Y O S7woR OFDMh( )
0 THEOAICHEIFTULET O mRLTLAL O EELTVS O E55580 280
O 18%,&

* U DM ZBFNIXTEELEI L *

[(BEF>TNBRK—Y: 1 (MBLTLBF—L4. 25&: ] [ms: ]
[BREEDS oNT: DBACER - fomkE - JA) QiR O 15—k ]

sk [ELAIERICRIL T %

DENBOBEVADEICELT. ELTERV DB ERESZH TS, [ }
BE. RREEFREEDH LI ECTHT I,




3

(AR5 M2 R]

E £ (BB HFTH)
B % >4

A T-S+-H-R F R H

VDD EDKDIBIERD DD E I N
F B BEXD
CIFEZR

c EROHDINE w=OBMMrITESNELED. O [EW - WDWE D
1885 ODEDEH O0% O&K

O~ %1

Ofe5

O&0T

OIS,

O

OARZENk OSuN OB H

OZ ot

« KDIEENTNEI D, C &« Lz )
s BEEENTNETD, C &« Lz )

cIREBELUCVNDBERUTIHODIIN, C &« Lz )

ClMEgs CIAMR =2 CIRERRYS
OSmE OB - A - IBRE OfmiRE
Olz=R

OZDDBS

* ZORRUSINDDS, ECDIIRICTHD D> TNEI D,

c PUILF—=EHDFEIN,
O 75U OnH5RY OP)L3—)VEE
O = OB ( ) OfE O37vOX OZ0fM

s QEDOBICEAEEUET, OEIR U CLVRLY OFIRLUTND
OEB5EBNARN OREE

ZEANSOR[NEGHOEICELU T, U TCERVNODRBRIZTHREHTSU),
SR ARFBRREBOR BRI Z CseE <20
(



Name Orthopedics Questionnaire

Circle the place(s) where you have

Symptoms
I What sympton(s) do you have?
O pain O sweling [ local heat
0 numb
O othe.r( ) : left right
II When did your symptom start? right left
year month day

I Do you know any cause of your symptom(s)?

O playing sports [ doing work [ faling down [0 activities of daily life
O traffic accident
O other

IV Have you had any treatment for this symptom before ? Cyes [(Ino

V Have you been under the care of a doctor in the past? If so, what for

O hypertension [0 heart disease [ vascular brain disease [1 asthma
O liver disease [ diabetes mellitus [0 pulmonary disease

[0 other( )
VI If yes, what kind? O no O vyes
( )
VI Are you currently on any medication? O vyes O no
VI Do you have any allergies? O no [0 medication ( )
O food ( ) 0 other( )

IX If female answer this question are you breast feeding
O vyes Cno

X Do you have a special request concerning the consultation?
( )
Any Current sports experiences?

( )
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