i) 3 A B (G&AH)
MMM DD, YYYY (Date of entry)

fh B 5E Hh 35 3 8 B 22 32 /Medical Questionnaire Common to Hospitals in the Chutoen Region

(TAHRTERERE:-LAh o) =y - BT R ERR - B TREER A — PRELEER L2 — AU KRENER - REREERY —v /- BATIIRERHR £8)

(Common to Omaezaki Municipal Hospital, Shirowa Clinic, Kikugawa General Hospital, Kikugawa Family Health Care Center, Chutoen General Medical Center,
Morimachi Public Hospital, Morimachi Family Medicine Clinic, and Iwata City Hospital)

L. 22U HCHSIEEL,

* Fill in the questionnaire in advance, and submit it on the day of the hospital visit.

B2 71) 7 F/Furigana (phonetic characters) {48/ Temperature : BE/°C
Name: Male / (F fnz;lj Aige:ﬁﬁ% years 0:1}:1 & /Height: _____cm
AFAH OA - KE-BH - FH-&M & A B PRI/ Weight: __ Ke
Date of birth: _ (MMM) (DD), (YYYY) mE: mmHg/ mmHg
(T/Zip code: - ) L BT - R - 3 )1 T - 1 - 8 T - R AT - 45 @ 7 | Blood pressure
Makinohara City, Omaezaki City, Kikugawa City, Kakegawa City, Fukuroi City, Morimachi, Iwata City|Bt38/Heart rate : bpm
* B SPO2: %
Address: KEZDRICERRETAELET

* The hospital measures these vital signs

BFEE S /Phone No. (H%/Home) (#TEEE/ Mobile) during consultation.

COMZRELATEIANTERANLNTHAIL, /If a person other than the patient fills in the questionnaire,
ZDH DN FH A FI/Name of the person #:4A/Relationship ( )

S E. FRINEBHZEZEAZEL, /Please specify the reason for the visit.

O b D EEBENSZ2ET T HoNTH 5/Recommended for a consultation by another medical institution.

O BEZHOER. BEREET I HONT=H5/Recommended for a detailed examination based on the result of a medical checkup.
O DELARAER A& > F=H 5/ Worrying about a symptom.

SE., ZEINEFEERIEEATIETT D, /What is the major symptom as the reason for the visit?

( )

ZDEKRIENDOME, EDELSTLIZA, /When did the symptom start? How did you notice?
(155 L </Please describe it as detailed as possible.)
A BYEMS/From MMM DD [ Z28&/Suddenly [0 &4 (Z/Gradually [0 B /& /Sometimes ( )

FERDRERIZDH=YP, FERDIRFEDEICAAEHOTENHYET M

Do you have any idea about the cause of the symptom? Did you experience something unusual around the onset of the symptom?
O 7% LY/No
O %H%/Yes 755~ FELL/Please describe it as detailed as possible. ( )

® SETIZBEELEHER. THTAHEBEINIELHYFET H, /Were you under the care of a doctor for a serious disease or injury?
O 72LY/No
O $%/Yes
FEE/ Around(YYYY) (at the age of EE) $% 4 /Disease/injury name ABe/Hospitalization - F4f7/Surgery|
HFEE/Around(YYYY) (at the age of EE) 9% 4 /Disease/injury name ABe/Hospitalization - F 47 /Surgery|
FEE/ Around(YYYY) (at the age of EE) $% 4 /Disease/injury name ABe/Hospitalization - F 47 /Surgery|
® ®WmIhi=CZ&EMHYET H, /Have you ever received a blood transfusion?
O L\YE/No O [ELy/Yes  LYDEE/When? (Around FE/YYYY)
A% > H S &R E T/For what? (as far as you know)( )

WERED (EREZEV)DAEKUIHYET L, (FBAH. SME. BRKEGE)
Are you currently under the care of a doctor (including dentist)? (Example: Hypertension, diabetes, etc.)
O 7zLv/No

O $%/Yes j5E £ /Disease name: = R B 4 /Medical institution: FRfEh/Address: 1/City - B]/Town
f5 4 /Disease name: = R 438 4 /Medical institution: FRTE #h/Address: 1/City - B]/Town
f5 4 /Disease name: B R H R 4 /Medical institution: FTZEHh/Address: i/City - BT /Town
J& 44 /Disease name: = 44 B8 4 /Medical institution: F7Eih/Address: 1/City - B]/Town

R7E . BEZFBATULET D, /Are you currently on any medication?
O XA TLVELY/No
O RATLVD/ Yes % /Medicine name (1> M D EIE T/ as far as you know) ( )
HEFR/Do you have a drug record book? O #F>TULVELY/No O #H-oTLV5/Yes
REFICRE TS ED HYFET . /The hospital may check the medication history recorded in it.

EMEIZHTEEATELY/Continued on the reverse side.




© BE. HTUAVMERATVET D, /Do you regularly take any supplement?
O gRATLVELY/No
O kA TULVD/ Yes % /Product name (1> M S EEH T/ as far as you know) ( )

MFDADENT, BEELFRESINT=ADLHYET H, /Have any of your relatives had a serious illness before?
(GEAHI, AR BEMA ., $EFRFELLE /Example: My grandfather suffered a stomach cancer, diabetes, etc.)

O 7% LY/No

O %5/ Yes( )
O FEOESCTEMERAH=-ZENBHYET S, /Have you ever experienced side effects due to medicine or injection before?

O 7zLv/No

O »5/Yes % g% /Medicine name (#>H % §iBH T/ as far as you know) ( )
@ 7LILFE—EZHYFET D, /Do you have any allergy? (TE¥3. BH¥%:E T/in pollen, food, etc.)

O 7zLv/No

O $5/Yes ( O<FY/Medicine O BX¥/Food O FNDfth/Others)

[REREYE Z S 4 /Causative agent or medicine name ( )

B HBEEERHAHET D, /Do you drink regularly?
O #RF%LV/No

O 8R4/ Yes (E—L X BXE & Bl BV RF— #)HE(EB - BICKE - AICHE ) FMH. RATNS,
Drink (Beer: bottle(s); Japanese sake: go (approx. 180 mL); Shochu glasses; Whisky: glasses)
(daily / several times a week / several times a month) for years

A3 UVET DY, /Do you smoke?
O HA>%LN/No
O %5/ Yes ( Fhb FECT.—HFEYH F)E( BoTWS - BOTWM=ALLDT- )
Smoke (approx.  cigarettes per day from theageof _ to_ )/ Smoked but stopped smoking.

B mIEOEMR. ER., F#E XL HAATI D, /How are your recent appetite, sleep, and bowl movement?
1) B8R/ Appetite O B4F/Good O B /Bad
2) 7K 53 £ H/ Water intake O B##/Good O A~E/Bad

3) BEAR /Sleep O B#¥/Good O FE/Bad 1TH¥EY B§FE/Sleep hours per day on average
4){#5&/Bowl movement L &/Ordinary [ {EF4/Constipation [0 T#i/Diarrhea
5)#kFR/Urination (1HIZ  [E/times per day)

CHZE I ATT H. /What is your occupation?

% D HZE/Current occupation

LABIT D & 1155 /Past occupation(s)

O BRAIERIZENRITEZLELI=H, /Did you travel abroad in the past year?

O LMYZ/No
O 1&LY/Yes E T~ /Where( L\D/When ( FE/[YYYY] B/[MMM] )

Ry #&]>TLVET D, /Do you have any pets?

O LYz /No
O LY/ Yes > TLVSEZEYH /Kinds of animals  ( )

OLMEDAHDHEEZLTIZELV/ For females only
BT FEIRL TLVET DY, /Are you pregnant?

O LMYZ/No
O [ELVy/Yes PR ( A/ ( ) month(s) pregnant - TBIAEMdHY/There is a possibility.

Q@ IRE. RELINTULET D, /Are you currently breastfeeding?
O LMYZ/No O LV Yes

ORI 5B MNLELLIFE DEHM S/ Contact information for the hospital to contact you

@ OCB=E/Home [O##H/Mobile [OEh755%/Office OFDh/Others
EHRFEDEFEES/Contact No.: ( - — )

rh BRI Hbig 3@ 2 = /Medical Questionnaire Common to Hospitals in the Chutoen Region




