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Date: (YYYY/MM/DD)
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CT{EEE Work
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Date of Birth
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Country of
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Passport ID
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Phone
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Religion
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| prefer to be
contacted by:

May we give our name "Kao-Ho Hospital" when contacting you?

How d|d you learn about Kao Ho Hospital?

[ IMiss [ IMrs. [IMr.

(YYYY/MM/DD)
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[J4781EsE Mobile
CT{EEsE Work
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DEE =# Email
& 7 No preference
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Other Press releases
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Governmental institution
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Health insurance



BEIRFSER Medical Service Needs

CE&E:BAEFM Medical Consultation and Operation
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Z)Z:}?Sj% (2R & Health Checkup
Requested [ —& & Second Opinion
(I ARMEE Unsure
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Date of Appointment Al Pre erre
Choose a preferred Specialty
date (YYYY/MM/DD)
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Symptom(s) to be
Treated
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) Er:]‘i{ciikxﬁﬁ Not s ge o
1TEh8E Doctor

[(&&#5 By wheelchair

CIBABE Bedridden B auesEill

Mobility Status

CAERE InICU any)
BB BEMRERIRRN
Treatment Received Insurance

EAEAKI&SE Patient’ s and Family’s History

HEHENRBELRBUATERFRIIEM R > FEREPIT V] o
If you or your family members have ever had the disease mentioned below, please mark with  “v”
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Patient Parents Sibling
Parents
WEPR IR Diabetes
ORI TS Cardiac disease
= [ B Hypertension
RRIE Cancer
K Hepatitis
FE Stroke
B BRI Renal disease
4514 Tuberculosis
BB Epilepsy
EEMFPEEM  Thalassemia ajor
ERER Psychiatric isease
HAth Other
BESEXFM Received a surgery Fir$a#8 Types of Surgery:
HEYIBH Allergic to edicine Y2 %8 Types of Medicine:
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How often do you smoke?




rll =] SN
CETEVA?

How often do you drink wine or

alcohol?
R E B ?

How often do you eat betel nut?

Interpreter

REER
Diet
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Transportation

REEZSEMN B BRBEREGE
[l require visa assistance.
1. RAENBRERANGESS !
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[JPatient Language Preference while in the hospital:

2. REEERGMTHIBEEERTS - (F | ILERBANEIER)
[l require an interpreter while in the hospital. (Noted: The service can be
provided at extra charge.)

O&e [BESR [IRYé@s s ____ CEfth
[ Vegetarian [JHalal [JAllergicto []Others:

BREE T ENREIEERT o (5 | LBERFANEIER)

[l require pick-up services below. (Noted: The service can be provided at
extra charge.)

1. LE#2E Pick-up location:

etk 2Bt - 1I5RMEA

[IThe airport:

REEMELEIBERR » E{EMELA ¢
[ IThe hotel:

2. FEHHR Pick-up date: YYYY/MM/DD
3. B8 Preferred Car type:

[(J#8E Sedan [ fAfREE SUV [J#2E Limousine [ JEfh Others

FEEX REZEREEEBRMIINRIERE -
Accommodation [l require recommendations for accommodations near Kao-Ho Hospital.
MATERR REZEMEBESIRITHMES
Traveling [l require recommendations for suitable Traveling spots.
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