RIRARIAR— W - 5T - RET @atsy cor@mY -wL)  English/ZEEE
NO. Obstetrics and Gynecology Questionnair (Y Please circle if any of the following apply to you.
/e AR F§ §9\= EZE. Pregnant/#¥#&k+ - Breast-feeding/#%3.#
Name of Patient Height /& & K H /Body Weight
A | cm ks
Date of Birth 25T H [0 Female/ #it| pge vears old Have you had a fever within 10 days?
Year/$f Month/ B Day/H D Male/ 534 i Ed NOHBINIZREREH ) £ L7272
Occupationffi#: Operationff¥ + Office work# i « Unemployed#siit + Student#/ * Othersft( O Novvvvx O Yes/igw»

°C
Body temperature &< H D &R :

[ I want to have an interpreter if an interpreter service is available./5BRM % BB AKX, BREMF T TIFELL,

1| What is the reason(s) for visiting OBSTETRICS and GYNECOLOGY today? (Check all that apply.)/
AH. ERMARCHDYEVEBARKARTT Do

- Menstrual Menstrual pain Vaginal discharge Itchiness Have pain

[J Pregnancy/#i& O disorder/ B B E % O /BB O /BYHD O /DD O /TEHDBH D
Pain when Dl'fﬁc'ulty Hematgrla . Pyur{a ' Perineum rash 0 Redn.ess and
urinating,/ 4R ES 5% O urinating O (blood in urine) O (pus in urine) O JERREIITELD swelling

& ; JRISTIZC LY /RIZIAEC % /RIZERMNEL % = /RN TS

Abnormal vaginal Urlnar'y O Fecal incontinence O Uterine prolapse 0 Consultation on fertility treatment
bleeding/7RiE H ifl ;r;g;nence JERE JFER /RO

O] Vomiting/mge [] Nausca/IES: 0 Cancer screening 0 [ was advised by another clinic/hospital (or at a regular check-up)

/AR to come here./ftDEFEEN S5 ZLT DL 3 CEH O EZE)
(| Other(s)/Z D1t :

When did the svmptom start? /C DERIEVNDHA S HY £9H.

Year/5E Month/ A _____ Day/H From about am/pm /ZAMH

Circle the area where you are experiencing

Do you have any pain? &N E CHIZEAEHY FTH?

O No/vvivz [ Yes/[&ULy {7\) (7\)
.=
If you describe the pain on a scale of 1 - 10, how severe is it? Circle the number B 7 e (
below. /#DEREERETET £, EDCHLTTH? o JAN
Not at all/ £ < 7E 1Y Most severe/®+ 3L L\

l ] ] ] ] ] ] ] ] ] I

0 1 2 3 4 5 6 7 8 9 10
Types of [IThrobbingX¥ X%  [ODull A—> OHeavy# 7=\ Ostingt™JEY T

&[32;1;; OPricking 2757 OShootingTE& 2342 T OtherZ Al ( ) Left

OAlways\ D¢, COWhen you move®)<& [OWhen you touchfifis &
Friq\";“cy O SometimesfF % OCan't sleep withJi & CHRALZ2U
O OtherZ At )
Front Back
Does the pain disturb your daily life?/ B &4 5% (C X fEA [ Norzzw O Yesws
Are you, or have you been, under the care of a doctor in the past?

/BRERBLTVIAES, FLEBERISARLTWCERBYETH?
[INoneZ2L  [Myocardia infarction 05 #8%E [JAngina pectorisHUiE [ Arrythmia Rk OHypertension i
[IDiabetes mellitus#/R5% CJAsthmalii. 5. [IChronic Obstructive Pulmonary Diseasel& i B ZEM: iy £
OGastric duodenal ulcer & -+ - IB1E5 (Brain infarctionb##3€ [IDyslipidemialfZ 5%  [Prostatic hypertrophy&ii 7 iR A
U Cancerf# ) OGlaucomaikfE  [lLiver diseasefT i it ( )
CIKidney disease B g% # ( ) CIOther# o ( )

Have you ever had surgery before?/F#E@ZHY ETH?
0 No/wvvz [ Yes/I&Ly If you checked "Yes", write the history of your surgery./ i\ @ L= FETIZFHREZFNTIEEN,

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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7L
12
F—

Are you currently on any medication? 3R, BRATWREEEHY EFTH?

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

D No/vwa L Ves/IELY g "8 Ui TBRFME) BT AL, RETI S,

.. ] .- G o -

Name of medlgatlons What is your condition for\ prescribing? *For staff %W ik BT 6
/BEDEH] MLITERER - JER

For pain/fifi#- + /High Blood pressure ifil/££ + Cholesterol/= L' A7 @ — /L «
©) Diabate mellitus/¥/R % - Sleep/HElR + Gastric acid/™ % - antidepressant/#it 5 >
Otherftti( )
For pain/f§#+ - /High Blood pressures fil/£ « Cholesterol/= L 27 1 —/L -
@ Diabate mellitus/§5 /R + Sleep/MEHR - Gastric acid/H % - antidepressant/4 5 >
Otherfti( )
For pain/f§#+ - /High Blood pressures fil/£ « Cholesterol/= L 27 1 —/L «
® Diabate mellitus/§§JR7 + Sleep/MEHR - Gastric acid/H % - antidepressant/4 5 >
Otherftti( )
For pain/f§#+ - /High Blood pressures fil/£ + Cholesterol/= L' 27 1 —/L »
@ Diabate mellitus/§§JR7 + Sleep/MEHR - Gastric acid/H % - antidepressant/4 5 >
Otherfti( )
For pain/f§#+ - /High Blood pressuresi fil/£ « Cholesterol/= L 27 1 —/L -
® Diabate mellitus/§§ /R + Sleep/MEHR - Gastric acid/H % - antidepressant/$ 5 >
Otherftti( )
For pain/f§#+ - /High Blood pressurer fil/£ « Cholesterol/= L 27 1 —/L »
® Diabate mellitus/§5 /R + Sleep/MEHR - Gastric acid/H % - antidepressant/4 5 >
Otherfti( )

Allergies O No#ly O Yes/»sO  Food(s)/ B! O Medicine/ZE: O Others/Z Dfh:
/TULF—DHE®  Allergic Reactions/ FEIK ( )

wN—

g
e

(2]

Do you have an implanted pacemaker? /R—zx A —}H—ZEHRAATNETH?

[ NofE [] Yesf5  IF yes, do you have a pacemaker handbook/ ID card? [J No [ Yes&58 [ athome BEEIZH
bOHEIE, N A A=A —FIREIZITID card 2 KBTI 9 2

Do you smoke regularly? FE1EIC, 72iTZ2RNET A,
[ No/bsivz [ Quit/4e8éh 1= [ Yes/m>TLV3 ( cigarettes/day H x yearsZE[H])

Do you drink regularly? /B EBHIZISTEZEKA £ 75>, Please circle if any of the following apply to you.

G G

O No/vvz [ Yes/IELy  (Beer/E—/L  Japanese sake/ H A Wine/7 f > Whisky/ 7 A A% —  Other(s)/Z Dl
*drink everyday/4& H fk¥e *drink times|F]/weekif ml/time[A]

Do you have religion? /ZZIIHVET H ?
O No/tvivz [ Yes/I&Ly ( )

| Risk for falls/ 8= DfEBREE

L
DfE
353

o 0
Hiéiﬁ“;;;ﬁi?éiﬁ%ﬂﬁggi%? OO DVesiy

Risk of Falls Diﬁéﬁ?;%cﬁagj%gwfa lbkfgv“ﬁ\ ? CNOWWZ [ Yesidl (Canefl - Walker 1 74%)

i Di%%?;«%iﬁi@;# o CNOW W% [IYeslE\ \(Caneft - Walker 5347 542)
Di?;igggﬁ;s%x 2 ONOWW % IYesidu
Did you take eye drops to widen your pupil in eye exam today? NV % LIYesibs

(AP IRER A ClA AT 2 AREELELT 2

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

How old were you when you first started menstruating? . . S

BE A E > OE DT First menstruation /] years old/i%
How old were you when you had last period? 42

AN O -DIENDTITM? Menopausefli: years old/&%

How many days is your menstrual cycle?

ARSI B CE Day-menstrual cycle/ B & O Irregular/ R E 1 TFIE

How is your pain during your periods? 0O No O Bearable O Taking painkiller O Be sick in bed
/BRREIEE S TEh, /TEL /g TED /ELEHER /BRAATLES
*If you take painkillers, please write the name of the medication. Mﬂji%ﬁg“f

When was your last period? Year/ Month/ Day/

/BEBEENDTT A, car/ onth/J3 ay/H

Are you keeping a record of basal body temperature? /EBEFBIE DT TNVET H.,
O No/LWhx O Yes/I&L

Have you ever had sexual intercourse?/4 & TIZHRXBORERNH Y FTH,
O No/Lhzx O Yes/l&L

*Have you had sexual intercourse within one month? / 1 H ANIZHERBIZH Y £ 4502
O No/L\Wh & O Yes/I&L

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

Your husband's

- Married age/fi& 1 years old/ years old/  Bereavement/ years old/
\ Y i
O No/L\Wh & O Yes/I&L e o current age 5 P 5

_ IROBHEDHEN I

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. /SFEEC DD THMUL L FT X EEDEEVFORBFFRELSFLOFRIBFFREABLTILEED,
g Have no history of pregnancy

/IR LTz C &AL *If you checked "I had a pregnancy", write your pregnancy history below.
o Have a history of pregnancy / TRERLI-CEDNHD] ICBENEHAETOIREEEZSEECLI0,
/IERLI-CEDH D
Number of Pregnancy: times Number of times  Number of times  Number of abortion: times
FEBR A1 __ delivery: /1] miscarriage: /1] N L it __/m
*Please include current pregnancy./(ZE)HAEDEED EHET,
Year/Month/Day . N Had abnormal Weeks of Birth Weight Name of facility or place to deliver
/=R B Delivery/ 73 i pregnancy or not|  pregnancy JHHE PR your baby
/EREROH R B SR 7= g%
First O Vaginal delivery/#st%| O Yes/HY O |This hospital(X4[ic)
i __Year/__Month/__Day Weeks
INE /%= /B /8 . /38 —£ Other
[0 Caesarean section/#xwm| 0 No/% L O ( )
Second O Vaginal delivery/#st%| O Yes/HY O |This hospital(X4[ic)
__Year/__Month/__Day Weeks
baby E— g
/2NE /5 /R /8 . /8 Other
[0 Caesarean section/#xwm| 0 No/% L O ( )
T O Vaginal delivery/#&Es4%| O Yes/® Y O | This hospital(24 )
it _ Year/__Month/__Day Weeks
Axg| /&= /A /8 4 /8 —& Other
O Caesarean section/#xwm| [0 No/% L O ( )
i O Vaginal delivery/#&Es % O Yes/®Y O | This hospital(24 )
b _ Year/__Month/__Day Weeks
uxg| /&= /A /8 4 /8 —& Other
O Caesarean section/#xwm| [0 No/% L O ( )

Did you have any problems during your pregnancy or delivery?
[BEICERS - SBEREEDEREEIHY ELED,

O No/LWWhE O Yes/I&ULy *If you checked "Yes", check following items that apply.
/TIREW 1cB@Ehf=-A1%, TOEEBTHTEEDIIODIZ, BLTLESWL,

Hypertension O Diabetes mellitus/#R% [ Swelling/d> < & [0 Threatened premature delivery/t]i8 & &

/&E
Had a problem with blood clotting . .
a JHEEAIEE Y =< pr ot O Convulsion/ [+ LM A O Other(s)/ % Dt :
Are you breastfeeding?/BRERELF TT H,
O No/L\WhZ O Yes/I&Ly
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