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CheckMall corresponding answers or write details gi‘ggéﬁg)i’:?Z)b\éﬁy‘ﬁéﬂtﬂ‘%?mb—CTéb\ (Date / / )
Name ’é%?
Height &2’ cm | Weight &’ kg
Date of birth #458°" / / Age &
Address #3*
Phone number &%~ Occupation fi#
Language £ Nationality &%
. o ZEAS Ubbw
Do you understand japanese? SxEn®E®EcoLT
[1Yes # (1 Yes, a little bit Iies#: [1No #nu
Husband’'s name %% %i
Date of birth ##%2 / / | Age & |
N Lols  £5%
[0 Together in Oita ‘& e@B* e

. LpSELFL=L EN<HLV\DEETRNE
Residence style f&2wi ] Separated #%<.z — How often do you me et ( )
Phone number &%~ Occupation %
Language £ Nationality %

. 0 EEAZ ubbe

Do you understand japanese? &xEoE#EcolT
[1Yes % (1 Yes, a little bit Jies#s [1No #nu
1. Year of marriage? otxLen? / /
2. Age at the time of marriage? HébutaRtirn? Age & |
3. Main purpose of today’s examination? EeER&-Eraidn®so
O Infertility 3#resmn O Irregular bleeding F&8%™™ [ Menstrual pain 5™
[0 Too much bleeding E#&2™ [ ltching rwarss [0 Late menstrual 5#&nus
[0 Uterine cancer check $8knie" [ other zofi( )
4. We would like to conduct a pelvic examination using Ultrasonic thonography. Is this 0.K.?

SLAD LAED BLLA 'E\# HAlE LEEDS

BREE R et sy Fegn 2

1 Yes 1 No

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

5. Have you ever been checked for uterine cervical cancer? SE&snkEbrdorcenmossn?
1 Yes 1 No
If you have, when? =zn@uoesn?  ( Date /

6. Have you ever been checked for rubella antibody? RERREEESEcermoEss?

ta
ot

&

it
¥

[

[

1 Yes 1 No Test value

~

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

T. Have you previously visited another examination center?
WA FR SASLAD
LRICRDAICEC D DERARICHDOTNELEED ?

1 Yes 1 No

If "Yes”, please write what kind of treatment you received. nn-cveBeossntErlrrEncran.

(1) Hospital name &2 ( ) ( years/® month/% )
( )

(@ Hospital name R ( ) ( years/® month/& )
( )

(3@ Hospital name & ( ) ( years/%& month/& )

xq2)




8. Has anyone in your family had any of the following diseases?

[F2ZA A=

s e n AL T )

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

M ESIZESUES

B R B s

,E,\

128

B BB £ B3 5E)

[ Father %%( )

] Mother &' )

1 Sister /Brother 27 &5 ( )

] Paternal grandfather 2%5£4¢ ( ) [0 Maternal grandfather #EHES (
[ Paternal grandmother 52548 ( ) [ Maternal grandmother &EFEE (
1 Paternal uncle BB ( ) [ Maternal uncle EEHEE (
1 Paternal aunt SEEHE ( ) [J Maternal aunt BERE (
[] Paternal cousin BB ( ) [ Maternal cousin FEhec (
9. Please tell me about your menstrual condition E#®-cicounceALTFan

(1) Age of first menstruation? $Secoddi ocan? Age &

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

[ regular  B42%s (1 sometimes irregular  E5FEEAe

Foy

[lirregular 2E3%8¢sz []a few months with no menstruation
@ Intervals Bdeonc

(128 days 2s5%™ 1 day E#*

130 days so5% " [irregular  38”

(® Number of menstruation days REEpssiounc days B&°

(® Menstrual flow ZEreESL<

(] normal &% O] small 5"

[ large 5%’ O very large &ifis

(M Menstruation pain B#&amozssro

1 Yes — how many days? &&&ucene  (

[ rarely menemn

days/ E&"”

. . . e & & <t
Please mark your amount of pain with a circle Exog2uzocsiclau.

‘h 1031 2 3 4 5 6 7 8 9 10 .
Weak (58L1) { I | I I I I I | I I Strong (3&LY)
Types of pain HExomz’
] back ache #8’ ] stomachache H&d@’ ] headache &%
] vomit =% [ dizzy s#n 1 depression &8ss
1 go to hospital %2rke ] take medicine (painkiller) Eaeopsds
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10. Pain when having sexual intercourse #sREbnzan?
1 Yes 1 No (] sometimes #%°
Please mark the amount of pain with a circle R®aog2lzocslcFau.
., {011 2 3 4 5 6 7 8 9 10 .

Weak (88LY) |+ I I I I I I I I I I Strong (3L V)
11. Contraception use ®Ed&"
1 No O Yes — since when uomzceme ( year/ & month/ &)
12. Please tell me about your sexual activity BEE230catneEan.
(D How many times do you have sex? ArABrEEE 0 zvne times &/ month &
@ Do you have any problems with sex? #s%dEdEmozsn?
1 Yes — Please give examples zo#miz7 ( )
[J No
(® Are you concious of your ovulation period? HsEEeE AEEA L EIH?
1 Yes 1 No [ sometimes &%5°

13. Please tell me about your pregnancy experiences H&tcolklion iz el

[] pregnancy &k times®, [ birth £&*  timesH. [] ectopic pregnancy SE4A#ER"  timest

[] miscarriage #Az- times®, [ abortion XTEsd#™  timesh,

@ year/ B month/ &> period/ »&

(] birth ¥, (] cesarean section #:ti@ ), [ miscarriage #E 0O ectopic pregnancy = SENER [ abortion &%
®@ year/ B month/ &> period/ »&

(] birth ¥, ((] cesarean section #:ti@ ), [ miscarriage #E 0O ectopic pregnancy SENER [ abortion &%
® year/ B month/ &> period/ »&

(] birth ¥, (] cesarean section #:ti@ ), [ miscarriage #E 0O ectopic pregnancy ¥ SENER [ abortion &%

14. Please provide information about the following aspects of your daily life

HOMD A & <
EBBICOVTHEEAEREL)

(1) Smoking? rRzER-TETH?

1 No 1 Yes — cigarattes ¥/ day & “BEdREduzeno

(@ Does your husband(boyfriend) smoke? EErizcsahizss?

1 No 1 Yes — cigarattes ¥/ day & “BEdREduzeno

(3 Do you drink alcohol? #&k@azsn2

71 No 1 Yes — times ©/ week ¥ —BECE<e wBaRaTIN?

(@ Are you getting treatment for any diseases in other hospitals? ZEZH%%ES0xss2

1 Yes — what disease gaSE ( )
O No

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

1 Yes — what pills ermsf’ ( ), for how long @™ )

[1 No

ZD3




® Do you have asthma? wwz<ganzane?

1 Yes — when did it begin? ®&&hofzozen? Age H( )
Most recent attack ®&%#¥3>con? ( Date / / )
Do you treat it by inhalation or pills? BX&s. Acsn? [ inhalation B2 [ pills &
O No
(™ Do you have any pill allergies? £drLiz—goozsno
1 Yes — what pills enssg’
] No Xex; voltaren RILYLY, pyrine E1J>, antibiotic fcﬁggﬁbétc e

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

kA0 LECRD E55D
B 8. B PUILT—BHBVEIH ?

[1Yes — what allergy ennrurz— (

1 No Xex; rhinitis %ffv crab 20, cat nc, etc e

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

[ Yes ] No

2y
Do you have soybean allergy? Z&ruis—isnzss?

[ Yes 1 No

L&>

@ Do you have any problems with moving your body? &¥#pvcercihStboozsn?

1 Yes — what disease iz (

¥ex; you can’t sit on the pelvic examination table because of a hip dislocation (ﬂz%ﬂﬂﬂ%éﬁ 128 %%L@/V‘E?E{Li%hﬁbm‘i&)

1 No

no By
2ol Tl TN

15. Please tell me about treatment in the past &
(1) Have you had any serious disease? S£5c3&a¥2% rcenmnzsn?
1 Yes — what disease cossnkatsn
date &%/ contents @ /
1 No
(@ Have you had surgery before? SEELREEIrccnsozsn?
1 Yes — date &%/ contents &> /
[ No

(3® Did you have anesthesia? FssLrFasozsno

12 LEES

1 Yes — Do you remember what kind? Any problems? enshsicss 2 ip88dnnrosn?

(
1 No

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

[] Yes ] No

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

NE Y&5E
TERORRUH DI LEHBDETH ?

(D Circulatory organ ®©g&¥ "™
1 Yes — [ High blood pressure #f@>" [ arrhythmia 5™
1 abnormal electrocardiogram K&gks™’ [] palpitation rsrsszcerss
1 No
[1 other — (

Z M4




(2 Respiratory tract Wiy

[1Yes — [Jbronchitis ##4%" [ tuberculosis &#° ] pneumonia HE£™”
[ No
[J other — (

() Internal secretion A5b%

(4]

[1Yes — [ diabetes 5% [ hypothyroidism #¥EER~#% [ hyperthyroidism

1 No

[] other — (
(@) Digestive organ %it&%

[1Yes — [ gastritis &% ] enteritis #¢** [ intenstinal obstruction &k
[] duodenal ulcer $*iHas" ] pancreatitis =%

1 No

[] other — (

(® Otolaryngology E&HERE"™

[1Yes — []deafness #&*’ (1 language disorder Z#%2*' [ hearing impairment #dkE>"

1 No

[] other — (

(® Liver function &’

[1Yes — [ hepatitis #* ] cirrhosis of the liver gz

1 No

[] other — (

, em
(T Renal function €&’

1 Yes — [ pyelonephritis g2&%™ ] nephrosis zoo-¢
1 No
[] other — (
Blood disease h#Ee""
(] Yes — [Janemia &'~ ] thrombosis @rnrzovs, i
[ thrombopenia dinesnc< diiam 1 special blood type E#kihza""
1 No
[ other — (
(© Ophthalmology &¥%"
[ Yes — [ glaucoma &% [0 retinal detachment &&s%’ [ eye hypertension &E5exr™*
1 No
[ other — (
Psychiatry EeRERsEss"
[1Yes — [Jdepression 5o~ [ eating disorder #&&s*™ [ insomnia 3%&*
] No
[ other — (
() Others =zok
[ brain disease f#2™ 1 malignant hyperthermia &ifgai"*
[ epilepsy <honiic [ infection disease B¥H#“*
] other — (
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17. Could you tell us about your mental health.

_ LA SSAHASS =«
ZBENDNERICDOVNTREAE L)

oL

(1) How are you feeling now? E&5o@m25nrcsn?

525

) Not good B<mn [J usual &% 1 good BuL

(2 Have you ever consulted with a counselor or a psychologist?

LAY ST ELLAD af A

CNETIEDDY 25— RILEARK BHRICHERLEC N BDFIH ?

] No [] Yes

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

FAZLY LAYESBLMEVLLAD  E3FEA
B nves— 0D BRE. BRRICES EL TETH 2
] No [] Yes

XIf you have any medicines you use regularly, please fill

Cadd

B zndhpshrch

R (

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

&
Rnrmolssnarsc Fksa3mxeno

] No 1 Yes

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

20T ’)T%

palte F2 HIVEESA B o FAE
5@%17@?7)%‘?1;ﬁ%ﬁ%’iﬁﬂhf@ﬁ:ﬁﬁ?&<7§5\i7"%ﬁ BT D‘Cb[&"b!&"'\' iéhtz_c‘:b‘?ﬂ')@iﬁ'b‘

] No 1 Yes

(8) Have you often felt no motivation or enjoyment in the past month?

2‘:1'7%0)?‘?1;\ ¥ $7&§'Zx_<‘:l;£‘!ﬂ%®'5b \[J%b&j’é[é‘t/ut?;<b‘( blibli‘lniéht;&b\@‘ﬂiﬁ'b‘

] No 1 Yes

(@ Have you often felt nervous, anxious, or irritable in the past month?

MIhb EA SHAMA AFVDUA DA

1 BB, Fen e BEEER. R R r L DA E BB A BDELED ?

] No 1 Yes

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

ne 2 Bt FEhA N & LA
BEBDBIC, FEAEBBILE T D EZEIEHSNEL FEFDEBZEIV/NO—ILTEREVEDBREEDNBOFELIED ?

] No 1 Yes

Signature 587\%%% :
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