Patient ID/ &3 1D

Patient name/ f&# K4 LENBBIRIRZ EE  English/ 255
Date of gastroscopy/ &4 H Year/4E Month/H Day/ H

Medical Questionnaire for Upper Gl Endoscopy (Gastroscopy)
/ EEEILENRERE (B A7) OMZE

1) Have you ever had an endoscopy?/ NIRSEMREZZ T2 LB H D T30,
(1 No/Wwx
1 Yes/IZw»
(Gastroscopy/ & 71 A 7 times/[n]  Thisclinic/%[t  Other clinic/ffx)
(Colonoscopy/ K57 A7 times/[E]  This clinic/24B%  Other clinic/{ttif5%)

2) Have you ever had any tests and/or eradication therapy for Helicobacter Pylori? /& v U B DRRZECTER
RTTZEBH Y E9H, What kind tests did you have? Please circle below.

Blood work L&/ 2/ Urea Breath Test/RBFERGRER/  Stool testfEfRZ/ EndoscopyNiREEMRZ

0 No/Wwinrz
1 Yes/IZw»
O] It was negative result. /& & U B X\ 2o 7
L] It was positive result with Helicobacter Pylori, but NO eadication therapy has been done.
Er UEIIWEA, BREREIZL ThZaen

[ It was positive result and eadication therapy was done.( Year/4)
1em VERWT, BREEREZ 272 ( )

= [ Decontamination was successed./ vz U FHIXi{E x. 7=
[J Decontamination was NOT successed. "1 U B IXIH 2 72 0o 72
O 1 have NOT done the test if it was successed. JH X772 2 AL L TV

3) Have you ever been told that you have any heart problems, or diagnosed with arrhythmia?
[ BB, HDVIIRENRE SN2 LDV 5D
0 No/Wix
1 Yes/IZu( )

4) Are you taking an anticoagulant or an antiplatelet drug (WARFARIN, PRAZAXA, XARELTO,
BAYASPIRIN, ELIQUIS or BUFFERIN etc.)?

/BREEAl, Pi/MEE (X7 7Dy - U—T57 U U5 2ERATWHWETH,
O No/Ww\»x
O Yes/iZw»

5) If you have ever been diagnosed with or treated for any of the following diseases, please circle each.

INTORKEHERHEINTY, WRLEZZEXHNITOZLTTINY,

Diabetes mellitus/$& R %5 Glaucoma/#%M[E  Hyperplasia (enlarged prostate gland) /A3 ARAE K
High blood pressure / il Lung disease/ i DFES( )
6) Do you have any drug allergies? /ZED T L VX —{IH D 3D,

0 No/WWix

O Yes/IZ\ - Anesthetic/FRf5E » Others/Z DOt ( )

7) Have you ever felt sick from local anesthetics, such as anesthetic for treatment of dental or injury?
IEFHER OB, 7 U DR R L DRFTHRRE CERRABPEL Rolc 2 2 BH Y 90
O No/\WWix
O Yes/iZw»
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Date of gastroscopy/ &4 H Year/4: Month/ A Day/H

p L

8) Are you wearing removable dentures or post crowns?
/B S URTREZR AR - ZZ LIS D FT 0
0 No/\Wuhx
O Yes/IZw»

9) Have you ever done the gastrectomy? /B DFRE2Z T -2 L B3H VD T3,
O No/\ Wz
] Yes/IZ\v>  (1/2removed/ #H - 2/3removed/ 1 « Total removed/ 44#)

10) Have you ever had any other major surgeries? /£ DR E RFHNEZ LIz L13H D F3h,

(1 No/Winx
O Yes/IZu( )
11) Do you drink regularly? /& EEZ 3578 2 KA £ 30>,
0 No/Wwinrz
O Yes/IZw»
Occasionally/ 4 fikde  Hardly drink/ 1% & A ERE 7200
Everyday/ f& H ke glasses/Day A/ H
Beer /E™—/ L wine/V A > Japanese sake/ H A whiskey/ 7 A A% —  others /fl )
12) Do you smoke regularly? /BRI, 721X Z 2 W NET D,
0 No/Wwinrz
O Yes/iFw»
Everydayfg: H W 9 ( cigarettes/DayA<) Stopped/ 7= ( years stopped i & EEJE)
13) Height &£ ( cm) Body weight A& ( kg)

IPlease proceed to the following questions, if you desire to be sedated|

IEHAFEDOFIIUTOEMICOBEZLT IV,
1) Are you pregnant or possibly pregnant, or are you breastfeeding now?
/BAESERY E I 1RO TR H D, X, BILHFTH S,
0 No/Wihx
0 Yes/iF\»

2) Do you have egg or soy allegies?/ IR 7 VX —F I RET VAX—0H D £90,

(0 No/WWix
0 Yes/iF\»
3) I have felt sick aften using sedatives before. /&I ZHEH L THERANRBL ol ¢ B3bH D
O No/\Wix
1 Yes/IZw»

*If you answered “Yes”, please understand that you may not be able to use sedatives. / [1Z\ ] DFix, EHFEH
EHEATAHZEBHERNZEBRHVETOTITELLEE,

Please let us know if you have any questions or concerns./ ZHRB - RERREBHV E LD, BALELIEIW,
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