English/#5&

Orthopedics Questionnaire/ B4 5l B E

Name of patient BT= T
/BERS PR P
For staff only _
Date of birth Vear/# Month/ bay/m | /ESMBEEAM ° TTW
/EFEAB (BB ( Years old/#&) RR= b
SPO2= %
Height/Weight/ & & - 4AE om ka Sex/ Rl O Male/ B % O Female/Z 1%
Allergies O Food(s)/B~_#:
/7 ULF—DOFE O Medicine/Z:

What is the problem today? (Check all that apply.)
/SAEREDESBERMAHYEITH. (EHHLSIABFERALTIESL, )
O Swelling/fERE O Pain/f&E O Fever/$2 O Numbness/ LU O Sprain/RAE O ?gﬁ';‘;)'fyﬂbﬁpiﬁg'&s

Stiff neck and
shoulders/i§Z Y

Difficulty moving hands and feet

O Dislocation/BtE3 a JERMEEIZ

O

Injury/ 1+ A% O

O | was advised by another clinic/hospital (or at a regular check-up) to come here./fth D EFEMER (RZHERET) TRZEEOH LN

O Other(s)/Z D1t :
Describe your symptoms.
JERICDOVWTSHBLETS,
Circle the place where you are experiencing the symptom. When does the symptom occur?
[EROHBZEBRIOFFFTTEELY, & w2/ ¥
) -I O Morning/&j} O Daytime/& O Evening/% 7 O zzg;;x'?%q]
S When waking Irregular Other(s)
) (1 O wer B mem O /et
What is the symptom like?
& 7% 2TL h
I O Constant/#E2 7% <. fLITLVS
{ |. | O The symptom comes and goes/fERASE = YHA =Y LTLVS
\ | O The symptom is gradually worsening/#& R [COEL > TETLS
J 1D O Other(s)/Z DAt
If you describe the symptom on a scale of 1 - 10, how severe is it? Circle the number below.
/ZDERDEEZHRFTRTE, EDCHVTIN? TOBRFDECHICOEFFIFTTLESL,
Not at all/£ < %Ly Most severe/EH 3 L L
| | | | | | | | | | ]
0 1 2 3 4 5 6 7 8 9 10
When did the symptom start?
/SDEREFEWOOHEHY ETH,
Year/4E Month/ A Day/H From about : am/pm
Rl - Fi& ¥ BHTHEMD
Are you currently on any medication, including vitamin and nutritional supplement?
/BE, RATWIEEHY ETH? XEZSY, ERH, YTUAVFELERFET,
= *Show us your medication or a medicine pocketbook.
O No/WNZ - O Yo/ 4 U< THETIR) ERoTLAHIE RETEEL,
Name of medications How to take or use your medication Name of medications How to take or use your medication
/BEDHAH /BRAHF - LA /BEDRH /BR#HF5 - LN
@ ®
@ @
©)
@ ®
®
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Are you, or have you been, under the care of a doctor in the past?

/BEABRLTVIRR., TEGBEICHERLTVECERHYFETHI?

1f you checked "Yes", choose the condition from the list, and write the name of the hospital where you received treatment.

/TIEWN I2ALE=AR, RBAYR FASERL, ARLTV-ERBERAZENTIESY,

O No/LMrz O Yes/[&Ly

English/ %2

Name of desease
(Write the number from the following
list)
/REL (FRRY R LEEW)

Treatment progress

[RRREB

Hospital name

/ERHESR

O Recovered/;A% O Under treatment/IR7E A B
O Withdrawal of treatment/ ;& B O Untreatd/R;AHE
O Recovered/;A% O Under treatment/IR7E ;A B
O Withdrawal of treatment/ &&= #7 O Untreatd/R;AH
O Recovered/;AfE O Under treatment/IR7E;RE
O Withdrawal of treatment/ ;&&= #7 O Untreatd/R;AHE
O Recovered/;A% O Under treatment/IR7E ;A B
O Withdrawal of treatment/ ;&&= #7 O Untreatd/R;AHE
< List of deseases/#&& Y X k>
System of desease Disease names
/RBDRM /RER
©) /?é%iség;ﬁtg)s;;?% ?/;?Etéégg b. Hepatitis/ T 2¢ iﬂ?%);t_'c cirrhosis d. Others/Z Mt
b. Angina
® Circ;}?%gg;&?;ease a. Hypertension/ & Ifl £ E):fc;rtlrtiisolrr:ﬁyocardial c. Arrhythmia/ 7~ 2k d. Heart failure/ i A2 e. Others/ Z D1t
JBIDE - DEEE

® Respiratory disease
/PR IR TR DEE

a. Asthma/ i 2

b. Chronic obstructive
pulmonary disease

/S TEBAE M R B

. Pneumonia
/Bt

d. Pulmonary tuberculosis

v e. Others/Z Mt

@ Kidney and urological disease

/B - BIREBROKER

a. Chronic renal failure
/BHEETRE

b. Renal/urinary stone
/B - RERE

c. Urinary tract infection

/PR BB S fE

d. Others/ Z M1t

Brain and nervous system
® disease
/EERDEKS

a. Cerebral infarction
/B E

b. Cerebral hemorrhage
/B HH 1

c. Epilepsy/ TAMA

d. Others/ Z M1t

Endocrine or metabolic
® disease

a. Diabetes mellitus

b. Hyperlipidemia

¢. Thyroid gland
malfunction

d. Hyperuricemia e. Others/ % Mt

/B - BADKE

f. Others/ % Mtk

/makmRors | RP /BELE Jtrs L
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral e. Gout/ 5.
@ Bone or muscle disease  |/BAEi U 9T F /BHERE /R M B discs/MRIRAIL=T &

Obstetrics and gynecology
disease/ EIR AT DIEE

a. Uterine fibroids
/FEHIE

b. Dysmenorrhea
/ B2 E#E

c. Infertility/ R 3ESE

d. Others/ Z Mt

© I;gég)i:;a%e a. Cataract/ 5 N [E b. Glaucoma/#k M & c. Retinopathy/#8i£#E  d. Others/ Z Mth
c. Liver/gallbladder
Meﬂ%ﬁr};}gor a. Stomach cancer/ B A%As b. Colon cancer/ KEzAtA/ %a;nﬂ%elatégtjoan;et o d. Breast cancer/$LA%A,  e. Uterine cancer/ FEH%A/
f. Lung cancer/ fifif& g. Others/ Z M th
® ’\//I%‘;;Id(;i;ge a. Depression/ 5 D& ?gg?ggﬁ_nia c. Others/ Z Mt
@® /Eg#gi;;;% ?.ggg;gaired hearing b. Dizziness/ & & L c. Ear noise/ E-1§ d. Pollen allergy/7E#}E  e. Others/Z Mt
® ?ﬁ?;g)ij;a; a. Anemia/#& M b. Leukemia/ & 5% c. Others/ Z Mt
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English/ %58

Have you ever had surgery?

/SETICFHZELECERHY ETH.

= If you checked ""Yes™, write the history of your surgery.
O No/iinz O Yes/BBUY ) ) 1B LA TS F RBE BT E AL,

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/RER /F B /Fifi & L=k /F i E L= ERHE

If you are not sure about the exact date of the surgery, write the year or age.
/RFELVFERARDOISLVVEEE TE#R) . TFHLEE TLEUVERA,

Do you smoke regularly?

/BERMIC, ESEFRVETH?

O No/WWMZ O Yes/IELy O Used to smoke/LABTIE > TULV=

Cigarette sonsumption/EXES Duration of smoking/E2(E#A ey w;];g éo,,; it;)g)p:_dﬁ_scmoking

cigarettes/Day
*/H Year/ 5 Month/ B Year/ 4

*1f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.

/BELREERTTNIARK, BEZOCHE-EEEMOFTHEICLTENTLESL,

Do you drink regularly?

/EENICEEERAETTIH?

O No/L\hZ O Yes/I&L» O Used to drink regularly/ ARTERGES 2 BB H o 1=,

O Beer/E—IJL /Day/B O Whiskey/™9 4 R ¥— /Day/ B
O Japanese Sake/ H A<;H /Day/B O Wine/74 > /Day/BH
O Other(s)/ % Dtk /Day/H

If female, answer the questions below. Are you pregnant, or possibly pregnant?

/ZEEDEDHAEEZLL ISV, BIRLTWVETH, £L-ZOTAEEREHY £TH?
O No/L\hz O Yes/I&Ly O Do not know/#h &5 7 Ly

Are you breastfeeding?

/BRE. BEPTTM?

O No/WL\hvz O Yes/IELy

If you have a special request concerning the consultation, check the box.
/EBTOHENHHBEIF. BELTLESL,

O | want to be informed of my estimated medical expenses in advance. /& M L&, ERBOBEZHZ TIEFL LY,
O | want to have an interpreter if an interpreter service is available./5@iRA % S5 & &, BREMFITTIEL LY,
O Other(s)/Z Dt :

AEEHE, BACEROHEMFEOEEZ 5 TERSNTH Y 2925, ARLAEOSECH EFOENIC LY BROBOAE CBRcE, AABREZELE LET,

This English translation has been prepa[ed under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of a nuanced difference in related
languages or systems, the Japanese original shall be given priority.
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