Please fill out the following questions in order to provide safety and better medication.
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1. Are you using a drug—history notebook ?
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2. Do you have a medicine that your doctor say that it doesn’ t use?
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And, do you have any allergy and any side effects to medicine and food ?
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3. Have you ever had any diseases as follows ?
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OAsthma, [ODiabetes mellitus, [OHeart diseases, OThyroid diseases,
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4 . Are you taking other medicine except your medication for today ?
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5. What do you want to know about your medication ?
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OName, Oeffect, Oside effect, [Odrug interaction, Oinstruction, other(
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1. Are you currently pregnant ?
Or have you had any symptoms of pregnancy recently ?
IR E 72T R L C WA FTREMEIZ S W £ 2002
ONo OYes

2. Are you breast—feeding ?
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