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NO. Obstetrics and Gynecology Questlonnal re Please circle if any of the following apply to you.
| PERE AR B2 E Pregnant/#T#E= - Breast-feeeding/{Z 7L
Name of Patient Height /5 & A /Body Weight
£ i | cm - kg
Date of Birth 7473 1 O Femalel il pge vears old Have you had a fever within 10 days?
Year/ & Month/ & ey 1 Male/ Bk | & [ORALIMICHERTH Y & L1422
Occupationsit#: Operationfrz « Office work= « Unemployedsesk « Student=:/: « Othersiis( O Nowvwx O Yes/igw

°C
Body temperature & B DA

O I want to have an interpreter if an interpreter service is available./5BRM % 2B &K, BREMFIFTIFELL,

au|What is the reason(s) for visiting OBSTETRICS and GYNECOLOGY today? (Check all that apply.)/
HB, ERMARCHD Y VEERTTT b

— Menstrual Menstrual pain Vaginal discharge Itchiness Have pain
L1 Pregnancy/sti& U Gioorger pieme 0 /e D svio O s D s
: Difficulty Hematuria Pyuria . Redness and
Pain when - A A Perineum rash .
- = 1 urinating [ (blood in urine) [ (pus in urine) O ik O swelling
urinating/BEBREFR i ¢ /RIZIASEL % /RIZBASEL B [ERBIETELD T (BhTus
; Urinary . . . . -
Abnormal vaginal ) ; Fecal incontinence Uterine prolapse Consultation on fertility treatment
O bieeding/FEmm T vt D s Oz O e ams
O] Vomiting/igt [] Nausea/iES: 0 Cancer screening 0 I was advised by another clinic/hospital (or at a regular check-up)

/AR to come here./thDEFHENSZBT I LS @O LN BEZE)

[J Other(s)/Z ot

When did the svmptom start? /Z @ERIE DO S HY £I D .
Year/%E Month/ B ____ Day/H From about : am/pm IZ50 5

Circle the area where you are experiencing

Do you have any pain? /&M & N IZfE#(EdH Y £5 2
O No/wwvz [ Yes/I&Ly 2 fiﬁ)

Sl ;

y k\

If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number
below. /E#DEEEHFTET L. EDCEVTTN?

Not at all/£ < ZE LY Most severe/B:#L L
l | | | | | | | | ] |
0 1 2 3 4 5 6 7 8 9 10
Types of JThrobbingA% 2% ODull XA— OHeavy 7=\ Ostinge" Uty
Yo DOPricking 525~  OShooting®4i/3E%  TOtherZ i ( ) Righ
OAlways\ o1, CWhen you move®i<& When you touchfifis &
Freauency. [sometimesk « OCan't sleep withJii % TIRALZR
O Other At ( )
Front
Does the pain disturb your daily life?/ B %4 & (X EH [ Norzzw O vesioos

Are you, or have you been, under the care of a doctor in the past?
/RERARLTVSAER, FLEBEISHERL TN =CLEHYETI?

CINoneZzL [CdMyocardia infarction 0 #48%E [JAngina pectorisf0iE ClArrythmia R )R [CIHypertension & ifiL

[IDiabetes mellituskfR7% CAsthmais & ClChronic Obstructive Pulmonary Disease 't B ZE M Jifi 7% £

OGastric duodenal ulcer & + 35 5155 UIBrain infarctionidf# %€ [IDyslipidemialfis & %%  [Prostatic hypertrophy#ii S2IRHE K
Clcancers ) OGlaucomaf#PafE  CLiver diseaseffTigiz £ ( )
CIKidney disease™ i . ( ) CJOtherZ o ( )

Have you ever had surgery before?/F#HEEHY £TH?
[ No/vvvz [ Yes/I&Ly If you checked "Yes", write the history of your surgery./ lixv | @ Lz FZ FTFEHREEZ BT EEN,

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/IREBR /F i /F % LR /F i % L= ER%EA

Continued on Next Page
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RIRARIN= B - HBT - BT BAKRBHY COR(BY - 5L) English/# &

Are you currently on any medication? AR#E. SRATWSEREHY FIH?

*If you answer "YES", show us your medication or a medicine pocketbook.

LI No/wia L Ves/IEY g T UC i BETIE) BT NBHE, RET S,

Name of medications What is your condition for prescribing? . . -

For staff 2 ZEMRFIEk 5 T fi 25 160

/BEDZH] MAJTERE - ER

For pain/ji#i# - /High Blood pressure ifii/£ + Cholesterol/= L 27 7 —/L -
) Diabate mellitus/# /&7 - Sleep/HEAR - Gastric acid/ % - antidepressant/#it 5 >
Otherftti( )
For pain/j## - /High Blood pressure; ifii/£ + Cholesterol/= L 27 7 —/L -
@ Diabate mellitus/# /%37 - Sleep/HEAR - Gastric acid/ % - antidepressant/#ii 5 >
Otherftti( )
For pain/ji#i# - /High Blood pressure; ifii/£ + Cholesterol/=t L 27 7 —/L -
©) Diabate mellitus/# /%37 - Sleep/HEAR - Gastric acid/ % - antidepressant/#ii 5 >
Otherftti( )
For pain/j## - /High Blood pressure; ifi/£ + Cholesterol/=t L 27 7 —/L -
(@) Diabate mellitus/# /&7 - Sleep/HEAR - Gastric acid/ % - antidepressant/#ii 5 >
Otherftti( )
For pain/j## - /High Blood pressure; ifii/£ + Cholesterol/= L 27 7 —/L -
® Diabate mellitus/# /&7 - Sleep/HEAR - Gastric acid/ % - antidepressant/#ii 5 >
Otherftti( )
For pain/j## - /High Blood pressure; ifii/£ + Cholesterol/=t L 27 7 —/L -
® Diabate mellitus/# /%37 - Sleep/HEAR - Gastric acid/ % - antidepressant/#ii 5 >
Otherftti( )

7 |Allergies O Nou O Yesirs O Food(s)/ B~ O Medicine/: O Others/Z Dt
#|/7LL¥—DFE®  Allergic Reactions/ Stk ( )

E Do you smoke regularly? FE1EEIIC, 72i3Z 2R ET A,

—1 [ N/ E [ Quit/®si= [ Yes/>TLV3 ( cigarettes/day B x years£E[H])

; Do you drink regularly? /B EHIZIiEZ#R A £33, Please circle if any of the following apply to you.

1 [OJ No/vvivz [ Yes/IELy  (Beer/E—/L  Japanese sake/ B A Wine/V o > Whisky/ ™7 A A% —  Other(s)/ % D
*drink everyday/fg: H fikZe *drink times[=l/weekiA ml/timel[=]

Do you have religion? R#EXHVES D 2
O No/vvivz [ Yes/I&Ly ( )

Risk for falls/ #&/ D fERREE
DfE
IRE

Have you ever fallen within 3 months?
1377 A UUNICHERATEZ 8130 E300 2

Do you have orthoses on your feet?
[EIZEEE A DT TVET 2

CONOV W2 OYesidw

ONOV W2 OYesiEwn

Do you use a cane or walker? N ) J=nn
Risk of Falls /é%%ﬁﬁ%ﬁ%ﬁo’@\iﬁ”ﬁ\ o CONOW Wz [JYesi\ (Caneft - Walker 347 2%)
=y 56 e r? > =
R O falRE D%g%ﬁef;{giegﬂ;% 1o ONOW Wz [YesiEl (Caneft - Walker 434 74%)
A 4
e 5

Did you take eye drops to widen your pupil in eye exam today?
IR HIREHR A ClEZ AT D B A LELT 2

CONOWV W2 OYesidwn

Continued on Next Page
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I’d like to ask you about your menstrual periods./ AfRICDOWTHAWLLFT,

How old were you when you first started menstruating? : ; SR

BEAHEE o F 04N> PP First menstruationfJJi: years old/#%
How old were you when you had last period? 4.

AN EDOS=DENDTEMN? Menopause[]3ft: years old/%:

How many days is your menstrual cycle? O

Pyl At gy Day-menstrual cycle/ B & O Irregular/ REH THIE

How is your pain during your periods? o No [ Bearable [ Taking painkiller [ Be sick in bed
/ARREIEESTTM, /L 1&g TES IHELEHER IBIAATLED
*1f you take painkillers, please write the name of the medication. Name of medig}g"f
When was your last period?

Year/ Month/ Day/
JBEREINDTE ear/e onth/ I

Are you keeping a record of basal body temperature? /ERBEKBIZ DT TLET H,
O No/uLinhz O Yes/I&L

Have you ever had sexual intercourse?/4 £ TICERSOREBRARH Y FTH,
O No/L\Wh & O Yes/I&Ly

*Have you had sexual intercourse within one month? / 14 B BAPNZ R B:1ZH D 5022
O No/Lhz O Yes/I&L

Are you married?/#&B(E L TLVET D,

Your hushand's

O No/ih O Yes/iZ0o z/lﬁ%gled age/fE I yf%;ars old/ current age gars old/ yBEegTavemem/ gars old/
" " IROBHEDOHEN " v

I’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. /SEHEEIS DL THMD L EFT XBEOREOROBTFFIBELFHLOSEBTFFIREAEL TS,
Have no history of pregnancy

/3R L= 2 & AVARLY *If you checked "I had a pregnancy"”, write your pregnancy history below.
O Have a history of pregnancy / TERLI-CEDNH D ICASN-AETORERREZHEECLZEL,
/EIRLIZCEDH D
Number of Pregnancy: times  Number of times  Number of times  Number of abortion: times
AR/ EIE- __ = delivery: __ /. miscarriage: _ = N L __ /.
*Please include current pregnancy./(Z)BHAEDEES A ET,
Had abnormal Weeks of . . Name of facility or place to deliver
Year//il\g(g]tgmay Delivery/ 531 pregnancy or not| pregnancy %IEAEV}I;%“ your baby
/RBEROH R Pk oA B K54
First O Vaginal delivery/sis%( O Yes/$Y O | This hospital (24 %)
bab __Year/__Month/__Day Weeks
nxg| /& /A & _ /8 —£ Other
O Caesarean section/#z%es| O No/#% L O ( )
Second O Vaginal delivery/sms%| O Yes/$Y O | This hospital (24 %)
bab __Year/__Month/__Day Weeks
axg| /& /A A _ /8 —£ Other
O Caesarean section/#z%es| O No/#% L O ( )
Third O Vaginal delivery/#ms4%( O Yes/$Y O | This hospital(24 [¢)
. __Year/__Month/__Day _ Weeks ¢
aNE| /& /A /| _ /8 Other
O Caesarean section/#=z%es| 0 No/#% L O ( )
S O Vaginal delivery/ss%| O Yes/HY O [This hospital (24 [52)
- __Year/__Month/__Day Weeks
axg| /&= /A /| _ /8 —=& Other
O Caesarean section/#=z%es| 0 No/#% L O ( )

Did you have any problems during your pregnancy or delivery?

[BEICHERS - SBEREEDEEEIHY ELED,

O No/LWWhE O Yes/lEly *1f you checked ""Yes", check following items that apply.
/TiEW] I2BShi=Alk, TOEBTHTIEEFSIHDIC, BLTLESLL,
o Hypertension O Diabetes mellitus/#5R% O Swelling/&> < & O Threatened premature delivery/t]:8 & &

/EIE

Had a problem with blood clotting

/HmAEFEY IS M o1z

Are you breastfeeding?/IRERILF TT H.
O No/LhZ O Yes/I&Ly

a O Convulsion/ L A O Other(s)/ % Dt :
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