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Medical Questionnaire for Anesthesia/ BB B2 =
Patient Name

/BERAL

D/a; ,g: E Il;lth Year/4 Month/ H Day/ A Age/FEfi Yearsold/i%  Sex/1H:5l CMale/ % CJFemale/%

Prior to performing anesthesia, we would like to evaluate your physical condition. Please answer the following questions to the
best of your knowledge.

/HRBEZAT D IZH T2 . B OBEOREZHRNZLET, BONVICRLEHTHETTOT, LTOERMICE
B LTIZEN,

Please check all that apply. /& CTIZEAHDICTF = v 7 LT EI Y,
1. Have you ever had anesthesia for surgery and/or procedure?
/G ETITFM « WERETHEEEZST 22 MDY 3D
ONo/W Wz
OYes/IZ vy
Type of surgery/procedure/ A7 « ALE4:

2. Are you currently being treated for or have you ever been treated for any disease(s)?
/BEEREZITTND, VTR EBICEREZITZRINDH Y £,
ONo/W Wz
CIYes/idv»
If yes, check the box(es) indicating the diseases you are/were treated for.
/ TV LB R T2F TN OR4 % TRrbiEA T I,
CIHypertension/ & ifi. &
ODiabetes mellitus/BE /R 575
CHyperlipidemia/& I HijiE

(Heart disease/ DMBDORE
If yes for heart disease, check the box(es) indicating the diseases you are/were being treated for.
/ TV IZA L7 F IS OR4 % T bRA T E SN,

JAngina pectoris/Myocardial infarction/.0CMiE « /0o 15 2&

OValve disease/ - DMEFIRE

OHeart failure/ >R 4

CIOther heart diseases/% Ot Lofigh :

OLung and respiratory disease/fifi * FEIR 23 DFFR
If yes for lung and respiratory disease, check the box(es) indicating the diseases you are/were being treated for.

/ TEW ] ICA L7 I3RS OF4 & Tiem bIBA TS ZE N,
O Asthma/ti &, OEmphysema/fifi <
[JOther lung and respiratory diseases/= DDl - MK &R DR

OLiver disease//HigDR R
If yes for liver disease, check the box(es) indicating the diseases you are/were being treated for.

/ NNV WM LT3N O % Tram bERA T &0,
OIViral hepatitis (A-B+C) /U A VAMFR (A-B-C)
OCirrhosis/fiTHE 25
CJOther liver diseases/Z Dt D FIEDFFHA. :

OKidney disease/ B g DIR S
If yes for kidney disease, check the box(es) indicating the diseases you are/were being treated for.

/W) ICA LT I35 OFish & FRin HbiBA T ZE W,
[IDiabetic nephropathy/B 75 P B i
CINephrotic syndrome/ > 7 v — B fEfE#E
OGlomerulonephritis/>& BR 1A 45
[JOther kidney diseases/= DL D B gD
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[CIBrain disease / M DHE
If yes for brain disease, check the box(es) indicating the diseases you are/were being treated for.
[ TRV IR L2 H TS OFA % Tl bBA TS IZEN,
O Cerebral hemorrhage/Cerebral infarction/fix Hi1fi. « fM#EZE
CIConvulsions/Epilepsy/f&i# « CTA DA
[JOther brain diseases/Z Dt D A DIF K

CGastrointestinal disease/ B B DIF R
If yes for gastrointestinal disease, check the box(es) indicating the diseases you are/were being treated for.
/T ICA LT 5135 OFish & Fiio bIRA TS &0,

CJChronic gastritis/1&% & %

[JOther gastrointestinal diseases/Z D1t F i DFF A

CJEye disease/BRDRE
If yes for eye disease, check the box(es) indicating the diseases you are/were being treated for.
/ TEW ] WAL GIERCE 04 & TREnbEA T E SV,

OGlaucoma (disorder of intraocular pressure) /ikPNFE (HRE 0 FH)

[ Cataract/ (4 N &

[IOther eye diseases/ & DD IR DIFHE

[JBone and muscle disease/ B2 B DIF X
If yes for bone and muscle disease, check the box(es) indicating the diseases you are/were being treated for.
/ NN IZE UL YS OR4 & T biRA T S0,
CJRheumatoid arthritis/BI&i Y &7~ F
[ Osteoporosis/ B HEE
[IDisk herniation/HE i fi~/1 =7
[JOther bone and muscle diseases/# DO F LM A DFHE. :

ClOthers/ % MDAt

3. Are you currently taking any medications or supplements?
/BRVTY A PERATOET A,
CINo/W Dz
OYes/IZ vy
Name of medication(s) or supplement(s)/3&ih 4 -

4. Have you ever developed a rash or experienced difficulty breathing from certain types of medication or foods?
/BREMTLAE LARHEZ X, BRELI 22722 Li3dH Y £9d

CINo/W Mz

OYes/idn
[JName of medication(s)/Z&/ 44 :
CIName of food(s)/ &b D :
[JOthers/ % DA,

5. Do you drink alcohol? /338 & 8k A E 9 h,

ONo/V M 2

OYes/iLwy
OBeer/E—/L : Iday/ H (Japanese sake/ H A : /day/ H
OWhisky/ 7 A & %— : /day/ H COWine/V A > [day/ A
C1Others/# DAl :

6. Do you smoke?/{EEL % T\ NV E T3,

ONo/V Mz

OYes/iLwy
Since  years old/EE0> 5 Until years old/i% % T Number of cigarettes/A/day/ H
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7. Do you have any dentures, false teeth or loose teeth?
/AN, ZLHE, SHHLTVWLHEITH Y E30
ONo/V Mz
OYes/idn

8. Are you able to walk up one flight of stairs?/—>_ LD E T, BEEZSHVTOIENETH,
ONo/WW 2
OYes/idn

9. Have you ever experienced bleeding that wouldn’t stop or bleeding that occurred easily?
/MABIEFEYIZ< VY, MAHRLTNI LidH Y E9,
CINo/V W %
OYes/iLvy

10. Has anyone in your family had any problems when he/she had surgery or anesthesia?
/ZFIE (k) OHF T, FIN « BREEE T TR RIER B 2 e IV E 30,
CONo/W Wz
OYes/ld

11. (Only for females:) Are you pregnant or possibly pregnant?
/EAED T DFHYEIR LTV B AT D E95,
ONo/W Wz
OYes/iLwy
—If yes, write how many weeks pregnant you are now.
I vy @& L7eFiE, BTICEEOEEZENTTFE W
( Weeks of pregnancy/i)

Please let our staff know if you have any questions, concerns or requests about anesthesia.

/BB LT, ZER, DELRZ L, MERDHVELLEL, Ay TETBRASTEIVY,

=

AREHT, ERCEROEMEFOEEL ) TERSW TR £T78, AALIEOSTERHEFOE N LY BROECPECLBRNCE, AAFLEEE LET,

This English translation has been prepared under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of a rﬁﬁ@ Fltﬁ

nuanced difference in related languages or systems, the Japanese original shall be given priority.
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