Interview Sheet (Oho Dermatology Clinic)

Date: Year Month Day
Name Age ,  Male/Female
Address Telephone No

1. Explain your symptom. .

2. When did the symptom start?

] weeks ago ] days ago
L] hours ago L] minutes ago
[1This morning [] Last night.

3. Draw a circle a place of the symptom of your body on the picture. .

4 Have you received treatment in other medical institutions for this symptom?

Yes (Name of institutions / When: )
No

5. Have you get skin rash caused by any or an medicine any injection, and feel nauseous?
Yes ( Name of medicine / When: )
No

6. Have you gotten serious illness before?
Yes (Name of illness : / When )
No

7. + Are you pregnant now ?

Yes( months ) / No

+ Are you breast-feeding now?

Yes /No
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