健康申告シート
Health Claim Sheet

1. 全盲ですか？Are you totally blind?

2. 弱視ですか？Do you have low vision?

<視覚障がい者になるまでの経緯>
3. 初診First examination by eye doctor 
4. 初診の病院名 Name of the hospital where you get the first examination

5. 初診の所見Description by the doctor

6. 障害の原因Cause of the visual impairment

7. 現在の視力・視野Current eye sight & eye field of each eye

8. 通院歴
History of Medical Examination

Please write the hospital name, period, and the received treatment and diagnosis. 

9. 薬の利用Prescribed medicine
10. 既往症Previous illness

11. アレルギーAllergy(food, metal and any other)

12. 肝炎検査を受けましたか？それはいつですか？
Have you gotten blood test especially on Hepatitis A, B, & C?  When?

<予防接種Immunization history>
13. 受けた予防接種に丸をしてください。Please circle as much immunization as you already have.  
(A型肝炎Hepatitis A, B型肝炎Hepatitis B, C型肝炎Hepatitis C, はしかMMR or Measles, 破傷風Tetanus, その他other) 

14. 予防接種を受けた年月日(year and date of the immunization)

