Comprehensive Health Checkup Questionnaire
AR Ry IRZE

I 1. Personal Information (B 1&%R)

Full Name (E54)

Date of Birth (58 H) Year (£) / Month (B) / Day (H)

Age / Gender (%85 / #£5I) Age (FFkR): ] Male (%) ] Female (%) [] Other (Z®
ftb)

Address (BR{EFR)

Phone Number (EB:EES)

Emergency Contact Name (KK4): Phone (E5&):
(BRRER )

I 2. Current Symptoms ((RTEDIEIR)
Do you currently have any concerning symptoms? ((R1E. KUICHRDIERIEHDEFITH?)

] No (£fic%&L) ] Yes (% D) — Please check all that apply (A T T&ZHET3BDICF Ty I LTLEETV):

_ [] Stomachache / Heartburn (&
Headache (3&5& Bloody stool (I8
] (87m) % - BE) Ol y (InfE)
] Nausea/ Vomiting (=& * 'E [] Fatigue / Sluggishness (7% & *

[] Dizziness / Vertigo (& £ V) i) BER)

[] Palpitations / Chest pain (E§1% - [] Diarrhea / Constipation (41 * [] Unexplained weight loss/gain ({#
#97%) {ERK) EiEH)

] Joint pain / Back pain (E3&ij& *

[0 Cough/ Sputum (B% * %) ] Shortness of breath (E4]1) B%)

[] Other (¥ D1th):




I 3. Medical History & Current Medications (BE{¥FE - RARZEE)

Q1. Have you ever been diagnosed with any of the following illnesses? (CE TICU TOFEREBZMThi-C L
EHDETH?)

o Stroke / Cerebral infarction (FxZ& [] Asthma/Lung disease (f&&.
] High blood pressure (& Ifl/E) - ( ’ (

- BIEE) &)
] Diabetes (#£FKJ%) [] Cancer/ Tumor (h*A * FE%) [] Kidney disease (& fiif%)

— Type (BRAL):

[] Dyslipidemia (B5E B EfiE) [] Liver disease (FFfiH)

[] Heart disease ({DME%) [] Other (Z dfth):

Q2. Are you currently taking any medications or supplements? (37E. [REBRODEZTPH TUAD FIHDFT
h?)

[] No (%&L) ] Yes (%) — Please specify (BLF& R E):

*Note: If you take blood thinners (e.g., Aspirin, Warfarin), please inform us before endoscopy.
CER I URER - UIVVMREZ RAFRDOHZEIE. AREREFICHIBRLELEIL, )

Q3. Do you have any allergies (Medication, Food, Contrast media, Latex, etc.)? (P LIL¥—iZH D £IH ?)
[0 No (%L) [ Yes (% D) — Details (E&HARE):

| 4. Family History (Si%E)

Have any of your blood relatives (parents, siblings, grandparents) had the following diseases? (IR D & 3 CRI&IC. L
TOBIICHD T HIENETH?)

[] High blood pressure (& I1FE) [] Heart disease (:{:iEs&) [] Cancer (h*A)

[] Diabetes (¥&FRY%) [] Stroke (B¥ZEH) ~ Relation & Type (%47 + HHfi)
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I 5. Lifestyle & Habits (4 E318)

Smoking (B2JE) ] Never smoked (1072 LY)
] Ex-smoker (BEICH > TWEHABIEL o)
] Current smoker FREW>TWL3B): cigarettes/day for
years

Alcohol (8%H) ] Non-drinker (B E£ 7)) [] Occasional drinker (#S&0H)
[] Regular drinker (Z1BRIICEXD): days/week

Exercise (E&)) Do you exercise at least 30 minutes per day, 2 days a week?

] Yes (I&LY) ] No(\W\©WX)

Sleep (FEHE) Do you get sufficient rest from your sleep? (BEER T+RBRABHRENTUVE
ITH?)
] Yes (l&LY) ] No (\LWW &)

I 6. For Women Only (XD A A)

1. Are you or is there a possibility that you are pregnant? (JEfEH. F7cIFHIRDATEEMSEIEH D FTH ?)
] No (LWWX) ] Yes (I&W) [] Unsure (4ER)

2. Are you currently breastfeeding? 3R7E. BALFTIH ?)
] No (WW3x) ] Yes (I&Ly)

3. When was the first day of your last menstrual period? (& DBEDOBKBEIZFWVWDOTIH ?)
Date (H19): ] Postmenopausal (Ef#%)
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