ﬁ Obstetrics and Gynecology Questionnaire  / EmAER 2=
-

Name of patient BT= °C
/BERKL For staff only PR= /5>
Date of birth Year/4E Month/ A8 /=R RS 58 A E BP= mm Hg
/EFRB (BE) ( Years old/#%) RR= /9
Heigth/Weight/ 5 & - k& om « SP0O2= %
Allergies (1 Food(s)/B~X¥
/T LILF—DHE [0 Medicine/Z&

[1Pregnancy [IMenstrual disorder [IMenstrual pain [ 1Vaginal discharge
/1Y [RAREE /RSB /BEYHD
[JAbnormal vaginal bleeding [Pain when urinating [(IDifficulty urinating Hematuria(blood in urine)
/ANIEH M Vg: 378 JERDITIZ < W JPRICIMAVE L %
[(JPyuria(pus in urine) [JPerineum rash [ IRedness and swelling  [JHave pain
/FRICEEAVEL % /EREERICTEDL D /IR ENTWS [TBHD D %
[lltchiness [JPain when urinating  [JFecal incontinence [ JUterine prolapse
/1D I [RKEE [EREE /FER
[1Consultation on fertility treatment [1Vomiting [ INausea [ ICancer screening
[ NIEDIERA /Ment /MR /YA
[J1 was advised by another clinic/hospital (or at a regular check-up) to come here. [1Other(s)/# Dt

/MBOEFREE (B2kERET) TRZ2zE#0onk

[JHow old were you when you started having your period?/ BN IE L E >7=DIEWL D TI D,

Age/®&E :  When you were around years old/m Z A
[JHow old were you when you had your last period?/ BN &b > =D XL DT H,
Age/&E :  When you were around years old/m& Z A
[(JHow many days long is your menstrual cycle?/B#&EHIZ{RIH T3 A,
Day-menstrual cycle/ B E! 0 lrregular/7~E#3 TAIE
[JHow many days do periods last on average?/5 AR B EIZAH TT H,
Day-length of your menstrual period/H & 0 Irregular/~EE TAIE
[(OWhat is your usual flow?/BRBRDE(FED < HWTT H,
[CJLight/2 7 Uy [INormal/%&5& (JHeavy/%
[1Do you have any pain during your periods?/Bi&izH Y £3 5, [ONo/Lvhvx (IYes/(Z Ly

If you answered "Yes”and take a pain killer,write the name of that pain killer.
[lEWEBX A THEBERAAFERAIN TS HIE. EEADIENTIAEE N,
Pain killer/$8%g 7 :
[OWhat was your last period?/&#&AEIZLD T D, Year/ % Month/ A Day/H

CINo/ UL by 3 CIYes/ & L

CINo/ ULy 2 [JYes/lZ L™ *If you had a surgery before ,write its date./Z 7= £ AHp B AHITEFEEZEL TR E L,
Year/4 Month/ A8 Day/H

CINo/ ULy 2 [(IYes/l& Ly

CONo/ Wb 2 (IYes/I&Ly  ( Weeks/i8) [IDo not know/4> A" & 75 L

Also entry to the back, please.



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.
[ERFEICOLWTHEAVWLEFT * BEDITIREORKOBFFREZSFLOAIIBFFIREZAEL TLEIL,

[(JHave no history of pregnancy/#Fix L 7= Z & A¥7a Ly If you checked "l had a pregnancy", write your pregnancy history below.
[(JHave a history of pregnancy/® ik L 7= Z & h'dH 5 /TR L7=CEDH D] ICMENT-HIETTOEIREABEX 30,
Year/Month/Day Had abnormal Weeks of N
Delivery/ Had a miscarriage or not pregnancy or not |pregnancy/:B#
/FA B /BETIROEE
First baby Year/ Momth/ Day/ |[JVaginal delivery/#ZE5 CIMiscarriage/ B AR EE OYes/#& V)
/IANEB /5 /R /B |OCaesarean section/# E )5 [JAbortion/ A\ T3 2 CONo/7 L Weeks/:&
Second baby Year/ Momth/ Day/ |[JVaginal delivery/#ZE5 (IMiscarriage/ B AR EE OYes/#& V)
/2 NB /5 /R /B |OCaesarean section/# E )5 [JAbortion/ A\ T3 2 CONo/7 L Weeks/:&
Third baby Year/ Momth/ Day/ |[JVaginal delivery/#2iE5 % (OMiscarriage/ B SR 7 EE OYes/ Y
/3ANEB /5 /R /B |OCaesarean section/# E )5 [JAbortion/ A\ T3 2 CONo/7 L Weeks/:&
Fourth baby Year/ Momth/ Day/ |[JVaginal delivery/f2iE5 % (OMiscarriage/ B SR 7 EE (Yes/ Y
ZYNE! /5 /R /B |OCaesarean section/# E )5 [JAbortion/ A\ T3 2 CONo/7 L Weeks/:&
Fifth baby Year/ Momth/ Day/ |[JVaginal delivery/#ZE5 CIMiscarriage/ B AR EE OYes/#& V)
/5ANB /5 /R /B |OCaesarean section/# E )5 [JAbortion/ A\ T3 2 CONo/7 L Weeks/:&

Did you have any problems during your pregnancy or delivery? /iBX%ICIEIRS - i LR EDREIHY EF LD ?

[ No/Lwihx [0 Yes/lZ\Ly  *If you checked "Yes", check follow items that apply.
[ TIEW] ICMEn7zAlE. TOEBEBTETIEFSHDICML TLZE L,
[0 Hypertension/& I+ [0 Diabetes mellitus/#&KIE [J Swelling/ & < & [0 Vaginal discharge/& 4 H @
[0 Threatened premature delivery/Y8 27 [JHad a problem with blood clotting/ A IEF Y (2 < A > 7=

[ Convulsion/lF W A [J Other(s)/Z O :

What is the symptom like?/fEIRIFED & 5 LB ZIF-> TV E T hH,
[0 Constant/#g 2B <HELTWLS [0 The symptom comes and goes/JfEIRA /=Y. JBX7/Y LTW3B
[0 The symptom is gradually worsening./{R4 ICOE L >TWW3 [1 Oeher(s)/Z D :

When did the symptom start?/Z OERIEWLDO A S H Y T hH.

Year/dE Month/ A Day/H From about , am/pm
FH] - Fi& iS5 DTADD

Are you currently on any medication,including vitamin and nutritional supplement?/IRERA TR E(IH Y FTH?
*EXIV, REF, YTVAVIPBLERET,

] No/Lhhz 0 Yes/lZW * Show us your medication or a medicine pocketbook.
/BE HLAIE [BEFIR] 2> TV ARRETLZE L,

Name of medications| How to take or use your medication Name of medications| How to take or use your medication
/BED LT JERBTT - FEW [/ BEDZHF JER# T - BT
@ ®
@ @
®
@ ©)
®

Also entey to the back, please.




Are you, or have you been, under the care of a doctor in the past?
/REREBELTVLA RS, FEEEEICAELTWEZLIEIHY EFIH?

1 No /WL z

1 Yes /I L

If you checked "Yes", choose the condition from the list, and
write the name of the hospital where you received treatment.
[ TIEW] ICELAZAIREEZLY X bAORERL, JBELTLE
EEEEARZENTIZI0,

Name of desease

(Write the number from the following list)

/HEEE (TR X MESH)

Treatment progress/BEZ 1@ Hospital name

=S 3k

[(JUnder treatment/IR{E5E+
(JUntreated/& 8%

[JRecovered /5%
[JWithdrawal of treatment/;&& Pl

[(JUnder treatment/IR{E5E+
(JUntreated/& 8%

[JRecovered /5%
[JWithdrawal of treatment/;&%& Pl

[(JUnder treatment/IR{E5E+
(JUntreated/& 8%

[JRecovered /5%
[(JWithdrawal of treatment/;&& P i

[(JUnder treatment/IR{E5E+
(JUntreated/& 8%

[JRecovered /5%
[JWithdrawal of treatment/;&& Pl

(List of deseases/&EE ) X k)

System of desease

Disease names /&2 4

/B D RIR
@ E)j:{e;%\/;j;z;je a.Peptic ulcer/SEIL2RIES  b.Hepatitis/fli c.Hepatic cirrhosis/fFAEZ  d.Others/Z Db
Circulatory system a.Hypertension b.Angina pectoris/myocardial c.Arrhythmia d.Heart failure
@ |disease /& i E infarction/$/0VE - DEER /TR [IDAE
/TERER R DEE e.Others/ % Dfis
Respiratory disease a.Asthma b.Chronic obstructive pulmonary disease c¢.Pneumonia d.Pulmonary tuberculosis
® |/TRBRAOEE /T B /ISERAZE MR & /R /FifE %
e.Others/Z D1t
Kidney and a.Chronic renal failure b.Renal/urinary stone c.Urinary tract infection d.Others
@ urological disease A4S T RERBA / PR & R /% Dty
B - WIRBRDEE
Brain and nervous a.Cerebral infarction b.Cerebral hemorrhage c.Epilepsy d.Others
®  |system disease / B 1B 28 /B | I /TADA /% DAt
/R R D B
Endocrine or a.Diabetes mellitus b.Hyperlipidemia c.Thyroid gland d.Hyperuricemia e.Others
®  |metabolic disease /¥EFRTA /= B MYE malfunction /& IRER /% DAty
/AR R DEE /FRIRBREE REfEE
Bone or muscle a.Rheumatoid arthritis b.Osteoporosis c.Osteoarthritis d.Herniated intervertebral e.Gout
@  |disease JBEERY) U~ F /B RBERIE JEFMRRBIETAE  discs/MEMIRA~IL =T /TR
/B - BARDEKSE
Obstetrics and a.Uterine fibroids b.Dysmenorrhea c.Infertility d.Others
gynecology desease | /FEffE / B R EERE /ANIERE /% Dty
[EIR AR DR B
© Eye disease a.Cataract b.Glaucoma c.Retinopathy d.Others
/IRDOEE /B A& /FER & /HEREAE /Z D
a.Stomach cancer b.Colon cancer c.Liver/gallbladder d.Breast cancer e.Uterine cancer
Malignant tumor /B A J/KBBHY A /pancreatic cancer /LA /FEHA
[BEE /BT - BB S - BEREH A
f.Lung cancer /fiH A g.0Others/Z D th
@ x;:;;;\sease a.Depression/ 5 D& b.Schizophrenia/#a& L FA%E c.Others/Z Db
ENT disease a.Impaired hearing b.Dizziness c.Ear noise d.Pollen allergy e.Others
2 /BEEBDEE Vg3 /B FE W /B /TEIE /Z Db
® Blood disease a.Anemia /&1 b.Leukemia/BMMf& c.Others/Z D
/B DB
Skin disease a.Atopic dermatitis b.Tinea(athlete's foot) c.Others
/& DB /T N E— 1R E %% /BEEE (kR) /% Dty

Also entry to the back,please.




Have you ever had surgery ? /S £ CICFiiZ L= &hH Y £ D,

I No/ULvh 2 1 Yes If you checked "Yes", write the history of your surgery.
/ TIEW] IS LAIETFICFEREZZNT LS L,
Disease names Name of your surgery When you had the surgery |Hospital where you had the surgery
/EE4A /Fili /F % L 7= F5HR /FMT % L - BB

* |f you are not sure about the exact date of the surgery, write the year or age.
[*FHLWFRA DA oA WERIE [Fi6] . [FINLAFE] TLHBLELA,

Do you smoke regularly ? /B1BHIC=IEZ /W EFTH?

1 No/L Uz [ Yes/lxW [0 Used to smoke/LLRIK > T UL 7z
Year when you stopped smoking
Cigarette sonsumption/B2fE & Duration of smoking/M2J&E HA
. PHONAEES ° : [R5 7= 4
cigarettes Day Year/E Month/A Year/4
A/H

* |f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.
JBRELREAFITTWD AR, BEZCOH-EFIEBMOEIIICLTELTLIEE L,

Do you drink regularly ? /B1EMICHEBEZRAETH ?

[ No/WLh 2 0 Yes /I [0 Used to drink regularly/ Xgi8iB 3 2 HELNH - 7=,
[J Beer/bE—JL /Day/H [0 Whiskey/ ™7 4 X ¥ — /Day/H
[0 Japanese Sake/HZANH Day/H 0 Wine/7 4 >~ /Day/H
[0 Other(s)/Z Dt

Are you pregnant, or possibly pregnant?/iFgr L TWE I H, FIEZORIEEIIHY FIH?
1 No/ULvhz [ Yes /lzW [J Do not know/HH 572 0

If you are pregnant. would you like to have the baby at this clinic?/iHEDF LR THOHREEZFZINETH,
[0 No/Lwvz 0 Yes/lxW»

Are you breastfeeding?/3R7E. BIALFTITH ?
[ No/WLh 2 0 Yes /I
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