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Please tick the relevant box!

[1First time visitor [1For those who have not visited our clinic for a long time

NAME / /
(Family name) (First name) (Middle name)
ADDRESS | _
TEL [1 Female ] Male
DATE of / / A d
: r
BIRTH Year (4£)/Month(H)/Day(H) &€ years o

Height/weight cm kg Occupation :

1. What are your main concerns?

ORash (F&%) Oltchy (2% \>) OPainful (V) OBurn (Kf5) OWart (W(F)
OAthlete’s foot/ fungal infection (JKH) OAcne (I ¥ Of) OAcne scar (IZ & WNRE)
COHair loss/alopecia (lii<€) OPigmentation (f13&77%) OMole/nevus (12 )
OArmpit odor, hyperhidrosis (b % 23 - %iF#E) OWrinkle (L)

COMenopause symptom (EAFEHAEE) OOther (£ Dfh) :

* If you wear make-up or sunscreen on the symptomatic area, please remove it

before the examination.

Mark the location of the lesion or problem areas.

0 90 W

3. When did the symptoms first appear?

(Year) / (Month) / (Day)
4. Are you currently pregnant or nursing? (For women only).
[JYes: Pregnant ( months)  [JYes: Nursing
[1No
5. Do you have any allergies to any drugs?
[JYes: Name of drug( )
[1No
6. Do you have any allergies except for medicines?
[JYes: e.g. Metals, Food, Animals, Pollen, Other ( )
[[1No

| Please continue on the reverse side. |
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7. In your opinion, what could be the cause of the issues?
( )
8. Have you been treated for this symptom at another medical institution?
[JYes — Hospital name ( )
Details of treatment & Name of drug
( )
[1No
9. Have you ever had or are you currently being treated for any illnesses?
[JYes— High blood pressure (& 1filF)/ Hyperlipidaemia (fEf§ILE) /
Diabetes ($#/£%) / Gout (JiiJfl) /Angina pectoris (F&UJiE) /
Myocardial infarction (U fBifEZE) / Stroke (f25H) / Asthma (WiE) /

Glaucoma () / Other ( )
[1No
10. Are you currently taking any medicines, over-the-counter drugs, or supplements?
[JYes — Name of drug ( )
[1No

11. Do you drink alcohol?

[0Yes — Daily / Occasionally

[INo

12. Do you smoke cigarettes?

[O0Yes — Number of cigarettes smoked per day ( cigarettes)

[1No

13. We also offer the following cosmetic treatments. Please tick the items you are
interested in.

[JWhitening/facial whitening ( + oral drug treatment - topical drug treatment - laser
treatment) [JPlacenta injections [JBeautiful skin and cosmetic injections [JBeautiful skin
and cosmetic drip [JHyaluronic acid injections [] Botulinum injections [] Eyelash growth
products [] Medical laser hair removal

14. How did you know our clinic?

[JYou had already been to our clinic [JA local information magazine (Cooter)
[JPamphlet of our clinic [JReferral from a family []Referral from an acquaintance
[JHomepage of our clinic by internet search

[JHomepage of our clinic by internet advertisement

[(OWebsite: (Doctor's File) [JWebsite: (Hospital Navi) [JWebsite : (caloo)
[OJWebsite : (Medical DOC) [JFacebook [JInstagram [JLINE

[ISignboard [Telephone book [ITsuchiura city window envelope

[JOther ( )

[ 1Referral from other medical institutions

*Thank you for filling out this form.




