CLIENT INFORMATION FORM

/\E CHANG GUNG MEMORIAL HOSPITAL

Chinese Name English Name
/

Nationality Passport # or ID #

Sex Mobile Phone #

(YYYY MM DD)

Date of Birth Home Phone #

Office Phone # Fax Number

Occupation Religion

Permanent Address :Postcode

E-mail Address

Emergency Contact .
Person Mobile Phone #

Relationship Phone #

Address

1 — (|
Are you in Taiwan NOW? Language [IMandarin [JEnglish [—IOthers

/

Diagnose/Treatment request

Do you have Taiwanese National Health
Insurance IC Card?

Physician’s Name/Department Date of Visit (OPD)
? «"
If you or your family members have ever had the disease mentioned below, please mark with “v™,
Self Parent Sibling Grand Parent
(@)
Diabetes

Cardiac disease
Hypertension
Cancer

Hepatitis

Stroke

Renal disease
Tuberculosis
Epilepsy
Thalassemia major
Psychiatric disease
Other

Personal Histor

Occasional

Do you smoke?
Do you drink wine or alcohol?
Do you eat betel nut?
Have you ever had surgery before?
If you had, what kind of surgery?
Avre you allergic to any food or medicine?
If you are, what is that?
Recently, have you ever been to abroad within 30
days? If yes, what country have you been?
30 ? ?
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