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Information for Pre—Travel Consultation Date: / /
YRS 58] Gender |O B O Male|d Z O Female
K £ 45 HH T
Name Date of birth Age
(DD/MM/YYYY)
O—<F * ISZAR—bDDODYLRLTHAZE TWIFETRATHIE,
e A—JLTRLR
Phone.no E—mail address
CARANITERDN DO ZNGE DERE Another person to contact, in case of emergency
K4 R BEES
Name Relationship Phone.no

LTOEREBIZEEZIEEL), Please answer the following questions.

2ZEEKN Purpose of visit to the travel clinic
O fEEZECEMAL. EM®R) O FEHHEH O Zdith ( )
O Health Checkup O Pretravel Consultation [0 Others ( )
EBMEZEBSTITMN?  Where is your destination?
E4 Country Name |&fTH4%& City Name BAfE] Date of departure / Date of return
/ / ~ / /
/ / ~ / /
/ / ~ / /
B FEME &S558 ( ) F ) 7B ( ) H
Travel Schedule Total : year month day

—BEfBEEFTE  Will you come back to Japan periodically? O %L No O ®Y Yes

EMBMIIEITT AN ? What is your main purrose of the travel?

O +£=% Bussiness ({TEDHNZA What kind of activity?
O RBEMEFRFE Acompany as a family member [0 BB Study/Research/Education
O I8 Visiting Friend and Relatives O 7RS>T47 Volunteer work

O £k Sightseeing
(—RR&ES - v —DU7— - Nuoiwy - B - BO7Y) - STT405 - FO )
If sightseeing (Tourism / Package tour / Back—pack travel / Mountain—climbing / Safari / Lafting / Others

ARTESE O 7/\—k/Rental house or room [ 7"7JL/Hotel [0 %78 /Guesthouse
Acommodation [ FRFE - %0 .A=E/Relative’s or friend's house O Z®d4th/Others

BIMNGFALZRBISHEELRZEEHYFET M ? O AL No O Y VYes
Have you ever stayed in foreign countries?

( F) ~ ( ) E 4 Country Name( )
Duration Year to Year
EMICH=Y. BELDEBEZILEIHYETM? O %ZL No O Y VYes
Do you have any health concerns ? (

LT OREEICET-CEEHYETI? Have you suffered from the following infectious diseases?
O @M% Measles O /&Y% Rubella O #H7=5< Mumps O /KyE Varicella

E@EEHETEEETELY  Continued on Reverse Side




SEOEMICH-YFIHEFEEZ(TEL=D?  Have you received the following vaccines?
O ULMYZ No
O [ELy  Yes AZIRFR - BEIFX - WER - EXRE - BARKK
BFIR - BEERE - =ik - BB - T
Hepatitis A, Hepatitis B, Tetanus , Rabies , Japanese encephalitis
Typhoid fever , Meninngococcus , Tick—borne encephalitis , Yellow fever , Others

D OHFEINLFHEEEIHYVET I ? Do you have plan to receive the following vaccines?
O ULMYZ No
O [F Yes ATIFF% - BEIFF% - WBE - ERS - BABX
BFIR - BEEXE - =ik - #EHB - TOM
Hepatitis A, Hepatitis B, Tetanus , Rabies , Japanese encephalitis
Typhoid fever , Meninngococcus , Tick—borne encephalitis , Yellow fever , Others

FHZEBLSN THBLEOLDZEEHYFET M ? HYFELELEFESEIL,

Do you have any specific questions you would like to ask during the consultation?
O <3YUT7FBEEEMN S Prophylactic drugs for Malaria
O sWRFHELA Prophylactic drugs for Acute Mountain Sickness (altitude illness)
O Zdfth Others ( )

BEICERRZH THESN-HEB CEBRSh-HR. BE, ARPOBRIKGEIHYET M ?

Had (Have) you been diagnosed as any of following diseases?

O 7ZZL  No
O %Y Yes
O smE Hypertension O #EFKS® Diabetes O SAEMAEE Hyperlipidemia
O Digfs Heart disease [ FFl&f® Hepatic disease O ##X%E  Neurologic disease
O KIE&E  Skin disease O R Asthma O #¥5MEE  Psychiatric disease
O 7ULIL¥— Allergy O ®EEHAE  Infectious disease [0 KR4 ih& BB Endocrine disease
O iy Surgery ( )
O Zoih Others ( )
ERALTWA - BRERALTWSEEIHYET M ? Do you regularly take any prescribed drugs?
O 7%GL  No
O &Y Yes FHIZ Name of drugs, if any )
BEIFICDOWTHEBEALIESLY, Do you have (Have you had) smoking or drinking habits?
A/\0 Tabacco [ MRk#4>%LY No
O %> Yes —H ( ) A ( )
/day years

7J)La—)L Alcohol [0 #RFEALY No

O &$ Yes #HE:&®B 8 ( ) = ( ) mé
everyday /week ( ) mé
REOBRYTRENELGoICENHBYETM?
Have you ever had an allergic reaction to foods or durgs?
O 7ZL No BHm#%& Name of food: ( )
O »Y Yes ZXIZ Name of drug: ( )
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