Obstetric and Gynecologic Inquiry Form Eim ARIRZE @/ YearEMonthﬁ Day

20 =]

It is very important to know your medical history and state of health. All information given here is strictly confidential.

HRE=OBEELAFEEFBELTECEEIRYLGETY, ATOEBIZEEA TS, BAAEROWERLTFONET,

General Patient Information E2ZN 5%k

VAT
Last name J First name(s) £
Nationality E %8 J Language(s) S8
Date of Birth £ HH Year: O OOMonth: Day: | Address
Occupation B | lél ]Ka}—)gor;
Phone number E&& J fERT
E-mail/fax A—)L-T7vI X J
Chief Complaint(s) OO OIf none, go to next section
O Pregnancy or possible pregnancy O Sterility T IEAE
= Lb |

BEUR R SR AT e e O Infection (possible sexually transmitted disease)
O Irregular periods or irregular vaginal bleeding RERAE (MERRRAE)

EEAIERIEA E M QO Stomachache &5

QO Vaginal discharge &Yt®
QOther (please write) ft

How long have you had this? £ED<&LN 7?7 hour(s) FrfEI) O Oday(s) BB O Oweek(s) 3#E 0 O D month(s) 4 A year(s) &

| wish to have... U FTOEEHEOOOIN none, go to next section

O Contraceptive medicine ##F3 (O A gynecological checkup referral () An abortion A Ltz

O A regular checkup & 212 IRABEA~ORN O A check to determine the cause of my anemia
O A Pap (vaginal) smear HARZ O A sterility test FEDHKRE 2NOREFTYY

QOther (please write)

Menstrual Period 4£I2(CF89 2 ER

Are you in your menopause? EEHTTM No() Yes(O» Go to next section

Have your periods been regular? JESITEH No() Yes(O» Frequency of periods: E#l& (JEvery_ days B

When was your last period? &#& 5 #(& Month: A Day:_ H Duration of each period: ##E#ifEE About_ days #~H
Volume of period £ D&% Heavy() %L\ NormalQ#& LightQ D740 Do you have period cramps? £##&lZ No() YesQ

Please write anything else you want to consult the doctor about. ERRIZHEFKL =V EIE

Pregnancy History iTiREE
Number of times pregnant ¥ §x[E1%5 il Number of miscarriages B #R57tE il Number of abortions A it i
Have you had an ectopic pregnancy? FE4MEIE No() YesQ

Have you given birth? 2 D#FE&
No() Yes(Op How many times? {a[[E] ?

D D Are you currently breastfeeding? . #HHTTA No(Q YesQO
0 0 Did you have any complications? %451 No() Yes (O Please give details: F##fiz E T TS

—

Pap Smear »' A&
Have you had Pap smear? 23 =ZFEHYETH No () Yes (OP Time of last test: NV IARBDHRE  Year £ Month A

Go to REVERSE SIDE
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lliness and Surgical History BE{xBE. FilikE

Please select any illnesses you have had. &2 ¥ 2K BIZEIZ DT TREL

(O High blood pressure & I F O Kidney disease B 5 (O Convulsions or Epilepsy [T\ VA TANA
O Diabetes ¥ R4 O Liver disease FF g QO Tuberculosis #&#

QO Heart disease & O Thyroid problems FkRE % QO Hepatitis Bor C B/CHEF#%

QO Cerebrovascular disease fiim&gE O Asthma iR QHIV 12

QOther (please write) fth

Have you had any operations before? F1ff /&
No(Q Yes(O» What? FEIDFi

Have you had a blood transfusion? i1 /&
No(D Yes(O» What was it for? A0 %

Do you tend to bleed much? HI1#f[FA No O Yes O Not sure O YoV ANEYA A

Family History RixFE

Please select any illnesses your immediate family have had. & T

 S—

 S—

QO High blood pressure & 1 E O Kidney disease &7 QO Cancer %
QO Diabetes ¥ R4 QO Liver disease T QO Hereditary diseases &= FBI &% &

QOther (please write) 1t

Allergies 7 LV ¥ —

Have you ever been allergic to anything? (medicine, food, other) 7L L ¥—DHF(E, B~ #h)
No(Q) Yes(OP» What? fiI=

Have you had side effects caused by medicine? EDORBI{EANE #&
No(Q) Yes(O» Which medicine? ¥4

Have you had problems after having a local or general anesthetic? £ & X4 5 A BrE: FE
No(Q) Yes(Op What? fijl=

Medication %

Are you currently taking contraceptive pills? #EFROELZRALTLETA No( YesO

Are you currently taking any other prescribed or over-the-counter medicine(s)? 4. fthDIMFFE X IFFTEHEERALTLETH,
No(D Yes (O Which medicine(s)? A0 3%
ad ad ad OBufferin OAspirin OWarfarin (‘Coumadin,' 'Warfilone,' 'Marevan')

0 0 1 (QOther: Please write the medicine name(s). £ % EARICEN TR

—

—

 S—

O O [(JOWhy are you taking it/ them? {ID %

—

Alcohol and Tobacco &f& #/8a

Do you regularly drink alcohol? &;E% EHRIICERAE T H 1 beer (500ml) 1 glass of wine })fnslg?rsige Other: 01t
No() Yes(Op How much in 1 week? ;BIZEDBN? —> D % g % %

E—/L500ml TIRTAL> JFa—)L

Do you smoke? #/\JFHKNFET A
NOQ Yes (Op» How many a day? —HIS A How long have you smoked? ED<50 months 4 A& years F

Did you smoke before? LARIIZIk o= &pYET M
No(D Yes(O» How many a day? —HIZ X When did you stop? L\ D& FEL=A months ago - A&l years ago /il
Treatment Preferences and Medical Fees iaBNHE L ERE

Do you have Japanese Health Insurance or private medical insurance? B ADRIREE X (Tt DFANERRRITZHIFLTY H
No(D Yes(Op Do you only want treatment covered by the insurance? fREa% 2 28 BT EHELET A No(D Yes(Q Notsure O

HOMSEN
Do you only want treatment for your main problem? JEE>TW\SRBEDAEDHHLELET H *
No(D Yes() Notsure) hhdil

Please return this form. Thank you. ) \
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