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Health Status Checklist (example)
BEREFz v I h—F ()
Please answer the following questions about your physical condition today and

hand this form in to the front desk.
YHOEAZRZAL, 2FITEL TSI L,

Name/gK4:
& About your physical condition/#:iz> 1<
* Do you have a fever? Yes / No
EEIHY £TH EYAREAIAY-S
* Do you have difficulty breathing? Yes / No
BEELINMHYEIDH EYARERIAY-S
- Have you lost your sense of taste or
Yes / No
smell?
[=4AEAIAY-d
BRPBWER L o LREETY A
* Do you have a cough or phlegm? Yes / No
ZXRT-ADBDY £TH [FOANAIAYS
* Do you feel general fatigue? Yes / No
EHEBRRNHY £IH FYANAYAY-S
- Are you vomiting or feeling nauseated? Yes / No
@t et E[Aad Y £9h FYANAYAY-S
* Do you have repeated diarrhea? Yes / No
TR LN TLWE T A IR

& About the pneumococcus (pneumonia) vaccine
FRERE T 7 F >~ DEBIZONT

- Have you had the pneumococcus Yes / No /

(pneumonia) vaccination? | don't know




Health Status Checklist (example)ts:#F = v 7% ()

pneumococcus (pneumonia)

Furigana: Other information
vaccination?
NUE R . =
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ame/K%: BY - HL - T
/ / / / / / /
(Mon./B) (Tues./:k) (Wed./7k) (Thurs./A) (Fri./%) (Sat./%) (Sun./8)
Morning/%8 °C °C °C °C °C °C °C
Body temperature/{&:8 Noon/& °C °C °C °C °C °C °C
Evening/#& °C °C °C °C °C °C °C
% Select "yes" if any of the following apply:
—DO THLZEHNIE TIF0] ZFR
% Breathing heavily (more frequently)
BAR otz (FREAE R o7)
% Sudden shortness of breath
BIZBELL o1
Difficulty breathin ; ;
[aitg] g *Breathlessness upon moving even a little Yes /No | Yes/No | Yes/No | Yes/No | Yes/No | Yes/No | Yes/No
B s N N
PLBLRE DS [=AAREAIAY-S [=AAREAIAY-S [=AAREAIAY-S [=AAREAIAY-S [=AAREAIAY-S [=AAREAIAY-S [=AAREAIAY-S
% Chest pain
WomEHL®H D
% Can't lie down or can't breathe unless sitting
BICANEL - ESBWEBATERL
*Wheezing, or shoulders move a lot when breathing
BTERZLTWS - E—F—-LTWL3
Sense of taste and smell  |No sense of taste or smell Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No
[%E - ®E] R ENEREL SNA L [FAAEAAY-S [FAAEAAY-S [FAAEAIAY-S [FAAEAAY-S [FAEAAY-S [FAAEAIAY-S [FAAEAAY-S
Phlegm/cough Cough or phlegm getting worse Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No
[v&yk - W] EXRTAD, DELHESTND [FAAEAAY-S [FAAEAAY-S [FAAEAAY-S [FAAEAAY-S [FAAEAAY-S [FAAEAAY-S [FAAEAAY-S
General fatigue Struggling to stay awake Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No
[25BRR] BETVLEDADHL [FYARNNAY S [FYARNNAY S [FYARNNAYS [FYARNNAY S [FYARNNAYS [FYARNNAYS [FYARNNAY S
" Repeated vomiting or continuous nausea Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No
Nausea/vomiting ["8% - WAt P g / / / / / / /
TRt et ERALT LD [FAOARERAY-S [FAOARERAY-S [FAOARERAY-S [FAOARERAY-S [FAOARERAY-S [FAOARERAY-S [FAOARERAY-S
Diarrhea Repeated diarrhea (3 times a day or more) Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No
[T il THRIAELT WS (1B 3EUEDTH) [EAEANAY-S [EU - LR [EL - LR [EL - LR [EL - LR [EL - LR [EL - LR
Other symptoms/Z DD EIR Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No Yes / No
Not eating/&$Era~snsi T - Lz T - Lz T - Lz T - Lz T - Lz T - Lz T - Lz
No urine for half a day or more/*#BLIERAHE T L AL (Please describe (Please describe (Please describe (Please describe (Please describe (Please describe (Please describe
Runny nose/blocked nose, sore throat /&7 - 5% Y. 0L 0E# specific symptoms) |specific symptoms) |specific symptoms) |specific symptoms) |specific symptoms) [specific symptoms) |specific symptoms)
. S . . . (BEDER) (BAOEER) (BAOEER) (BAOEER) (BAOEER) (BAEOEER) (BADER)
Red eyes (conjunctival injection), headache, Joint and muscle pain, convulsions
/HEEFS M, BEfE. BSEREIAME. FUhA
Any other symptoms of concern/z oftd Kic 7% iR




