The First Visit Inquiry Sheet

Le AL A4 LA DS
¥l B &8 % =R

Check[lall corresponding answers or write details S48 BENDICFS BN, EliE AL TR (Date / / )
Name %%
Date of birth ¥¥¥3>" / / Age &'
Address E#"*
Phone number &£¥4~> Occupation (%
Language £¥ Nationality &%
Do you understand japanese? S¥&n#ig-o.c
1 Yes & 1 Yes, a little bit Jie=si% 1 No  Bxu
Husband’'s name %%9<a"
Date of birth $#%&~" / / Age &

st ] Together in Oita “Relz@&* \,
Residence style &2wi 4t EO<B DR TRNET S

[1 Separated #&h<u,s — How often do you meet?( )

Phone number &£¥4~> Occupation fi#
Language £% Nationality &%
Do you understand japanese? E¥&n#iEcoc
(1 VYes #2 1 Yes, a little bit Jizsis 1 No Bs.
1. Year of marriage? olmtaLEn? / /
2. Age at the time of marriage? ®Héoecdl%irse Age &'
3. Main purpose of today’s examination? Ee2f-Bueidaess.
01 Infertility Sresmu [ Irregular bleeding X&#t°™> 1 Menstrual pain I}%?f(ﬁig?:)
1 Too much bleeding Z#&2™ [ Itching rwsrss 1 Late menstrual Z#5&ncuz
1 Uterine cancer check $&xnig” [ other zofi( )

4. We would like to conduct a pelvic examination using Ultrasonic thonography. Is this 0.K.?

CAM LAED BLLA *_:;

Zlm)\ﬂu; 2 (W52 /EZ) 7&11150) EKEEE’C@'fJ\

] Yes 1 No

If you have never been sexually active, please check here. eclisdifarnsmicfa — [

5. Have you ever been checked for utrine cervical cancer? SE#snEetgsrcensozsn?

1 Yes [1 No

If you have, when? =znwowcen?  ( Date / / )

6. Have you previously visited another examination center?
EWA CFR L EhSLAD
LRICRDRICECHDERARICHDO>TNELEZD ?

] Yes ] No

If "Yes”, please write what kind of treatment you received. mr-cleBenssntlzlrrBncrai.

(1) Hospital name &E&*" ( ) ( years/¥ month/E )
( )

(@ Hospital name &E&*" ( ) ( years/¥ month/E )
( )

(3 Hospital name &E&*" ( ) ( years/¥ month/E& )
( )
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T. Has anyone in your family had any of the following diseases?

F2Z A M= KU
R Bl T

(ex; cancer, diabetes, high blood pressure, rheumatism, cerebral apoplexy, tuberculosis, etc)

ESIZESY LT SF2HD

B R B SR A D, FREr- &3 2w 75E)

[ Father %%( )

] Mother &' )

1 Sister /Brother 27 &5 ( )

] Paternal grandfather %%F&3 ( ) [0 Maternal grandfather #EHES (

[ Paternal grandmother 2%5#8 ( ) [ Maternal grandmother &EFH&E (

1 Paternal uncle SEEEE ( ) [ Maternal uncle BEREE (

1 Paternal aunt SREHE ( ) [J Maternal aunt BESDE (

[ Paternal cousin $EG e ( ) [ Maternal cousin FEhec (

8. Please tell me about your menstrual condition B#bzcconceALTTL

(1) Age of first menstruation? Hecod@ ocsn? Age &

(@ Most recent menstruation? ®E3EHS Scan? Date Bes /oo~
(3@ Frequency Hgslz<¥un

[ regular #4282 ] sometimes irregular a%%%ﬁﬁé%’éiw
[lirregular 2:3%¢sz (] a few months with no menstruation
@ Intervals Bdeonc

(128 days 2s5%™ 1 day BE#*

130 days so53™ [ irregular  %@*

(® Number of menstruation days E#Eo#&E-< days "

s
(® Menstrual flow FEogE5NT

] normal &%

O large 5#’

O small 587

O very large BFis

(M Menstruation pain G#&amozsso

1 Yes — how many days? f&Zsncene

[ rarely menemn

( days/ E&8™

. . . e & & <t
Please mark your amount of pain with a circle Exog2uzocmiciau.

DK
I Strong (3&L\)

Types of pain #Esonx’

[] back ache =&
O vomit =%

1 go to hospital %2

] stomachache %iEdz’

0 dizzy o=

] headache &%

. s
[] depression #sua

5 ] take medicine (painkiller) Bsepzfs

02




9. Pain when having sexual intercourse #$Rakozss?

] Yes 1 No [ sometimes #4°
Please mark the amount of pain with a circle ®Ezog2lzocilcFu.
. {\0’,,1 1 2 3 4 5 6 7 8 9 10 o

Weak (§80LY) { I I I I I I I I I I Strong (3L V)
10. Contraception use Hwa”
] No [1Yes — since when wopscen? ( year/ B month/ &)
11. Please tell me about your sexual activity #2230 cafneFa.
(1) How many times do you have sex? RBABEERE R ssne times B/ month &
(@ Do you have any problems with sex? #EERRI Em0zan -
1 Yes — Please give examples =zo#8z ( )
[1 No
(3® Are you concious of your ovulation period? HsEEsd FEEE cETno
] Yes 1 No [ sometimes #4°
12. Please tell me about your pregnancy experiences E&tcolfrncaEzra.
[] pregnancy & times®, [J birth #*  timesB®, [J ectopic pregnancy $85ifk"  timesl
[] miscarriage HAz- timesB, [ abortion XTukds™” timest,
O year/ B month/ &’ period/ »&
[ birth ¥, (] cesarean section #t@ ), [ miscarriage wE 0 ectopic pregnancy SEHER [ abortion #&
@ year/ B month/ &’ period/ »&
[ birth ®&. (O] cesarean section &2 ), [ miscarriage wE 0 ectopic pregnancy SEHER [ abortion #&
® year/ B month/ &’ period/ »&

WES oy LERIHNIZALA . Bp3ED

(] birth £Z, (0 cesarean section #28#"), [ miscarriage %%, [ ectopic pregnancy FE4#Hk," [ abortion &

13. Please provide information about the following aspects of your daily life
HLHADHA & <t
EBEIC OV TREDE L)

(1) Smoking? riEcER-TLETH?

1 No 1Yes - cigarattes ¥/ day & “BEH#Ehozeso
. Ho&
(2 Does your husband(boyfriend) smoke? &irzcahizsno
1 No 1Yes - cigarattes ¥/ day & “BEH#Ehozeso
: &
(3 Do you drink alcohol? s&E=&azsn?
] No J Yes — times ©'/ week B —BHELAG< wEaRBEIH?

(@ Are you getting treatment for any diseases in other hospitals? Z#%H%%Es0xss2

] Yes — what disease Hist ( )
1 No

(® Do you take any pills now? &EssEanzsn?

1 Yes — what pills enss®’ ( ), for how long &a"( )

] No
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(® Do you have asthma? erz<EanzIn?

1 Yes — when did it begin? #&bofizozirr, Age H( )
Most recent attack ®Eh#Esocsne ( Date / / )
Do you treat it by inhalation or pills? BX&s A2 [ inhalation B2 [ pills &
] No
(M Do you have any pill allergies? £druns—mmozsn2
1 Yes — what pills eana€’(
] No ¥ex; voltaren RILHLY, pyrine £, antibiotic miﬁ etc 73E

Do you have any food, plant, or animal allergies?

BB B — BanETH 2

[1Yes — what allergy ennrpurz- (

] No Xex; rhinitis 8 EA crab 20, cat R, etc &

(® Do you have egg allergy? Goruie—msozsn?

1 Yes [1 No

Do you have soybean allergy? X8runs—ianzss?

1 Yes [1 No

(D Do you have any problems with moving your body? H¥#pscecipekbmnzan?

] Yes — what disease it (

¥ex; you can’t sit on the pelvic examination table because of a hip dislocation (ﬂz%ﬂﬂﬂ%éﬁ m%%%?i%nmv;&

1 No

14. Please tell me about treatment in the past &ZoZ#E-ucl@srec<zan

Ye5F

(1) Have you had any serious disease? S5cB%s¥2% rcenanzsn?

] Yes — what disease cossnkacss
date B/ contents &YX /
1 No
(@ Have you had surgery before? SEEErEFBdrccusozsno
1 Yes — date B4/ contents &= /
1 No

(3 Did you have anesthesia? FasLrFasozss?

LLES

1 Yes — Do you remember what kind? Any problems? ennfsicss 2 ipeLknr-rosn?

(
1 No

(@) Have you ever had a blood tranfusion? &ieLrccrsnzsn?

[] Yes ] No

15. Have you ever had any of the following diseases?

hE UVL5F
R DRREN D ERBIETH?

(1) Circulatory organ ®@B&&%"™
1 Yes — [ High blood pressure #f@>’ [ arrhythmia 5™
] abnormal electrocardiogram &&as"*> [] palpitation rsrxszcerss
1 No
[] other — ¢
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(2 Respiratory tract wgEs"
1 Yes — [Jbronchitis ##4% [ tuberculosis &#° ] pneumonia HE™
] No
[] other — ¢
® Internal secretion &sH%" "
1 Yes — [ diabetes &’ ] hypothyroidism 2%E@s=2#%s" [ hyperthyroidism #FEERETE
] No
[] other — ¢
(@ Digestive organ ita%
1 Yes — [ gastritis &% ] enteritis #** [ intenstinal obstruction "

1 duodenal ulcer ¥*g#as’ ] pancreatitis su.&
[J No
[] other — (
(® Otolaryngology E&&ERE™

. FACLESASLY N \
1 Yes — []deafness #&*’ ] language disorder Z%%%™' [ hearing impairment ®gkE"""
[J No
[] other — (
(® Liver function #e’
1 Yes — [ hepatitis B [ cirrhosis of the liver H&z™
[J No
[] other — (
(™ Renal function E&’
L LAS CARA .

1 Yes — [J pyelonephritis g2s% [] nephrosis zoo-
O No
] other — (
Blood disease fhwgre""
1 Yes — [Janemia &’ [ thrombosis firnrzovs, dikm

] thrombopenia fineznc<i diamiae 1 special blood type &#xihza™"
O No
] other — (
(®@ Ophthalmology &¥%"
1 Yes — [ glaucoma #%%“*> [ retinal detachment &%’ [ eye hypertension &¥&5ex**
O No
] other — (
Psychiatry KeRadswmes”
1 Yes — [1depression 5%~  [] eating disorder ®&#&=""" [ insomnia &
1 No
[] other — ¢
D Others =zof
1 brain disease &#&™ 1 malignant hyperthermia &fsae""*
1 epilepsy <annii 1 infection disease &%#“*’

[] other — (
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16. Could you tell us about your mental health.
CLA CZZ3IFACS &= QE
CEEODORBL O THENE FaL)

oL

(1) How are you feeling now? EELGRzE prcan?

525

1 Not good B<mun (] usual &% [] good Bu
(2 Have you ever consulted with a counselor or a psychologist?

AYESBNDELLAD 1Y

CNETICHIYEZS— ’KUILIJEIT.IH\F?R?H{JH?EN/ CEDBOEITH ?

1 No [ Yes

(3 Are you currently consulting with a counselor or a psychologist?

BB ENLAD  Z3F ;

(FAELN LAY 3%
B ho 25— 0hERR. BRI EL TOETH ?

1 No ] Yes

XIf you have any medicines you use regularly, please fill in

[WPrS

5 Y e EERSE
Rl eBENBBHRTIA TS )

@ Do you have someone to talk to, if you feel uncomfortable or worried?

I

e LAIELY %21’: uE
WAIZOIDBA BDESICABHK T DAL NETH ?

] No ] Yes

(® Have you often been depressed in the past month?

mn 2 HLVEESA B = FAE HOIF5TE A .
BEVBORBIC. RDDBEANTED. TT2h 5<55. ZERENC/E>TLRLIRNESNEZECEABHOELETH ?
] No ] Yes
(®) Have you often felt no motivation or enjoyment in the past month?
B BB N A s R s 5L R B EEC AL T. LEL RSN C e FB0ETH 2
] No ] Yes
(1) Have you often felt nervous, anxious, or irritable in the past month?
FE FALLI DA > A//JA/ LA AY A/ A
B BB, 3o BOEER. R Bt r s AR AR B A BIELEN 2
] No ] Yes

Have you felt it difficult or impossible to control your anxiety in the past month?

BEL D BLE Fh AN & LAY
BETBOBIC. FEAEBBIBE T D EELEDHONAEL . E2(dBiZE IO —IL TERNL DR EDBOELIED ?

] No ] Yes

SRADSTPIL

Signature %B?\%EE% :
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