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1. What brings you in today？ Please circle all areas that apply on the body diagram. 
 
 
 
 
 
 
 
 
 

2. What symptoms are you experiencing? Please circle all that apply: 
（Pain / Numbness / Swelling / Stiffness / Weakness / Other:                                ） 

3. When did your symptoms start？         （hours / days / weeks / months / years）ago                                       
4. What do you think caused your symptoms？ 

Unknown / School / Sports / Work or Commuting / Traffic accident(Date:   /   ) / Other 
Details：                                              

5. Will you be using insurance related to injury(sports injury / worker’s compensation)？  
No / Considering / Yes → If worker’s compensation, please inform the reception desk. 

6. How severe is your pain? Please rate from 0 to 10                                                                                         

7. Do you have any current medical conditions?  
（ No / Yes → Pacemaker / Metal implants / Other ：                               ） 

8. Are you currently taking any medications？ 
（ No / Yes → Medication name：                                        ） 

9. Have you ever had any serious injuries, illnesses, or surgeries?  
（ No / Yes → Details：                                            ）                      

10. Do you have any allergies(medications or food)？ 
（ No / Yes → Details：                                            ） 

11. ＜For women＞Is there any possibility that you are pregnant？（ No / Yes / Not sure / Breastfeeding） 
12. ＜For patient(40 or over)＞ Have you had a health check-up within the past year？ ( No / Yes)     
13. ＜For My Number Card users＞Have you agreed to「診療情報取得」？  ( No / Yes)  
14. Please write any concerns：                                                     

Name 
 Gender 

Male/ Female 

Date of birth  

Y     M    Day         

Occupation 

Phone 
Number 

Home：   （    ）  

Mobile：   （    ） 
Emergency Contact 

 Relationship（   ） 

TEL    （     ） 

Address 
〒    ―      
Tokyo・Saitama・（Other：     ）   

Referral Letter / Medical Image None / Yes → Please submit at reception. 

当院は診療情報を取得・活⽤することにより、質の⾼い医療提供に努めております。正確な情報を取得・活⽤するため、マイナ保険証の
利⽤にご協⼒をお願いいたします。厚⽣労働省が定めた診療報酬算定要件に従い、医療情報取得加算を算定します。 

 受付記入欄（コピー有・無 /マイナ保） 
 

Left hand 

Left foot 

Right hand 

Right foot 


