English/ % 5&

Obstetrics and Gynecology Questionnaire/FER AT HEZE

Name of patient BT= C
/BERA PR= /%
Date of birth Year/% Month/ B Day/H /g%;g%'}'fﬁ BP= mmHg
A
/EEAB (FE) ( Years old/ &) RR= /ﬁ‘
Height/Weight/ & & * k& cm ka SPO2= %
Allergies O Food(s)/B~#:
/P LLVF—DERE O Medicine/Z:
What is the problem today? (Check all that apply.)
/SREBFBEDESGERNRHY FITH, ERHLIARFEHRALTIESL. )
- Menstrual disorder Menstrual pain Vaginal discharge Abnormal vaginal Pain when urinating
O Pregnancy/ {8 U pemm U pes U syso O bieeding/7F E i O mrmosss
0 Difficulty urinating O Hematuria (blood in 0 Pyuria (pus in urine) 0 Perineum rash O Redness and swelling 0 Have pain
JRBTIZC L urine) /FRIZHASE L B /RIZEDNELS JEBHIITELD /FRCEAT NS JEHDH B
Itchiness Pain when urinating Fecal incontinence Uterine prolapse Consultation on fertility . -
O i a U mas T S VEL O eamen/mszoms 1 Vomiting/IBR:
== Cancer screening | was advised by another clinic/hospital (or at a regular check-up) to come here.
Mg N = - = - N
O Nausea/ME5 O itz D oEmnn @prgas) cEBEBOLNL:
O Other(s)/ % D1 :
1’d like to ask you about your menstrual periods.
/ARIZONTHMLLET,
O How old were you when you started having your period? B#EMIZ L E 2 =DIXLVDTTH, Age/% :  When you were around years old/% Z A
O How old were you when you had your last period?/ B h & > =D LWL\ D TE H, Age/% :  When you were around years old/®& Z 5
O How many days long is your menstrual cycle?/ B #Z B X/ B TT H, Day-menstrual cycle/ B & O Irregular/ R EH TFIE
O How many days do periods last on average?/FJ B #2#F%t B LA TI D, Day-length of your menstrual period/ Bfl [0 Irregular/ A& £ T FIE
O What s your usual flow?/ BDEILED CHWLTT H, O Light/4 7Ly O Normal/& & O Heavy/% L)
O Do you have any pain during your periods? B#Z5&(£H Y £9 5 O No/LMhz O Yes/IELy
If you answered ""Yes" and take a pain Killer, write the name of that pain killer.
=z 3 ;7 TWAAHIF, HES - X-1AN
Pain killer/$&f&#l :
O When was your last period?/ & # BB (EL\DTE H, Year/5 Month/ B Day/H
Have you ever had sexual intercourse?
/S ETICHZBORERHY £,
O No/Lvx O Yes/[ELy
Have you ever had a uterine cancer test?
[FERABRBERITCERBY ETH.
O No/Lvvz O Yes/I&kLy *1f you had a surgery before, write its date. /S 14#= = &M FAfFEENTL S
Year/ 5 Month/ A Day/H
Have you ever taken birth control pills?
/EIL (BIFEE) #MATW=CERHYFETH,
O No/L\vx O Yes/[ELy
Are you pregnant or possibly pregnant?
/BERLTOETD, £-TOAMEEEHY EFTH,
O No/L\vz O Yes/[&ELy ( Weeks/38) O Do not know/#>H 5 %z LY
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English/ % 5&

1°d like to ask you about past pregnancies. If you had Maternal and Child Health Handbook(s) for your past pregnancies, please be prepared to present them.

/AR DVTEMDLETRBEDEBROROBFFRESHLOAFBFFREABLTESL,

O Have no history of pregnancy/$E8& L 7= Z & ASAR LY
0 Have a history of pregnancy/3EiE L1=Z &£h%H B

If you checked "I had a pregnancy", write your pregnancy history below.
/ THIRLE=CEDHD] [CBENFARETORIKREEEEELEL,

Year/Month/Day Delivery/ 4} Had a miscarriage or not | Had abnormal pregnancy Weeks of pregnancy
/=R A s JREDH & or not/ RESTIROD # 1 /B
; f ; = ; ; 1
E;LS;, Year/  Month/ _ Day/ O Vaginal delivery/#2iE2 % | O Miscarriage/ BAFE | O Yes/HY Weeks/5E
VADNE! /% /R /B O Caesarean section/7 EHIBH | O Abortion/ N\ LiRE O No/# L
; f ; = ; ; 1
E;LS;, Year/  Month/ _ Day/ O Vaginal delivery/#2iE7 % | O Miscarriage/ BAFE | O Yes/HY Weeks/5E
/2N H /5 /R /B | 0 Caesarean section/Z5 E 4188 | O Abortion/ A T i O No/%L
; f ; = ; ; 1
E;LS;, Year/  Month/ _ Day/ O Vaginal delivery/#2iE7 % | O Miscarriage/ BAFE | O Yes/HY Weeks/5E
/3ANE /5 /R /B | O Caesarean section/ E 418 | O Abortion/ A T i O No/%L
; f ; = ; ; 1
E;LS;, Year/  Month/ _ Day/ O Vaginal delivery/#2iE7 % | O Miscarriage/ BAFE | O Yes/HY Weeks/5E
/ANE /5 /B /B | 0 Caesarean section/ E 418 | O Abortion/ A T i O No/%L
; i ; = ; ; 1
E;LS;, Year/  Month/ _ Day/ O Vaginal delivery/#2iE7 % | O Miscarriage/ BAFE | O Yes/HY Weeks/5E
/5N B /5 /R /B | O Caesarean section/Z E 418 | O Abortion/ A T i O No/%L

Did you have any problems during your pregnancy or delivery?
/BEICHERFD - MEREEDREREHY FE LD,

O No/LMMZE O Yes/IELY *If you checked ""Yes", check following items that apply.
/TIEW Ic@Enf=Ak. TOEBTHTIEFESIHDIZ. BLTLESL,
Hypertension Diabetes mellitus . . Vaginal discharge Threatened premature
0 anE D mms O Swelling/& < & N VEY delivery/ 41 2 2
Had a problem with blood clotting Convulsion .
O matie %y Iz <ot O /rvna O Other(s)/ T Ot

If you are pregnant, would you like to have the baby at this hospital?
/RROF FHFETOHEZRESAETH,
O No/WL\Wh&Z O Yes/l&Ly

What is the symptom like?
[EREZEDE S LHEEF>TLET D,

O Constant/# Z Bt < . ST The symptom is gradually worsening.

O The symptom comes and goes.
/BRIZVELES TS

SRR . BEY LTLD =

O Other(s)/ % D1h :

When did the symptom start?
/S DEERIENDOMEHY FTH,

Year/£ Month/ A Day/H From about am/pm
PRI - TR s SZAHNDL

Are you currently on any medication, including vitamin and nutritional supplement?

/BE. RATVWRERHYETH? XELIL, XBH. v TUAVLLERFET,

*Show us your medication or a medicine pocketbook.

O No/LZ O Yeo/lEL e "4 U< 1E THETH) £HoT0EHE. RETIHEL,
Name of medications How to take or use your medication Name of medications How to take or use your medication
/BED AT /BRAF - LA /BREDETE /BRAHT5 - ELNS
@ ®
@ @
®
@ ®
®
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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 f&
O Withdrawal of treatment/ ;& #7 O Untreatd/R;AH
O Recovered/;AE O Under treatment/IR7E;RE
O Withdrawal of treatment/ ;&&= BT 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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Have you ever had surgery?

/SETICFHZELECERHY ETH.

= If you checked ""Yes™, write the history of your surgery.
O N/ O Yes/lEL rg B L AR T IR RER BN T &,

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.
/RFELVFERAROISLVEEE TF#R) . TFHLEE THLEUVERA,

Do you smoke regularly?

/BERMIC, ESEFRVETH?

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

Cigarette sonsumption/E2ES 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-EEEMOETHEICLTENTLESY,

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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