OPHTHALMOLOGY

Kawasaki Eye Clinic

Check[Y] all corresponding answers. English
[IMale [JFemale
Name
Phone
Date of birth year month day
Address
Nationality Do you have health insurance? [(1Yes [INo
What are your symptoms?
[Cright eye Cleft eye [Iboth eyes
[Jtearing [Ipain [Omucous discharge [litching [(Iswelling

[Jsomething stuck in the eye

[Isensitivity to light [Clothers (

Do you have any food or medication allergies?

[1Yes— [medication (

Are you currently taking medication?
[JYes (

What illnesses have you had in the past?

[Thigh blood pressure [Theart disease
Clothers (

Are you currently under medical treatment?

Does anyone in your family have eye diseases?
[OYes Who?( ) What?(

Are you pregnant or there a possibility of pregnancy?

Clblurred vision

[Jdouble vision

[INo
) Ofood ( ) Oothers
) [INo
[(ldiabetes [Jasthma
)
[1Yes LINo
)
[1Yes [ INo




