English/#:E

. . . . o =M
Internal Medicine Questionnaire/ J¥ RIZE
Name of patient BT= °C
/BEKA PR= /5
For staff only
- BP= mmH;
Date of birth Year/ Month/A Day/H /EEMEIEE AR P £
/EFEAR (BE) ( Years old/#%) B
SPO2= %
Height/Weight/ & & * A5 em kg Sex/{E 71 O Male/ B 1% O Female/& %
Allergies O Food(s)/ &~
/7 LLX—DHE O Medicine/Z:
What is the problem today? (Check all that apply.)
/SEREDESTHERNBY EIh. ERHAIARXEHAL TESLY, )
O Fever/FE O Cough/B% O Runny nose/ &K O Phlegm/#& a ?g%%lt{b&mhing O Palpitation/Ei%F
Feel sulggish Get easily tired Shortness of breath o Loss of appetite .. =
O JBRBTE B a JEnOF O e O Dizziness/& FE LY a JBRRAA N O Vomiting/M&mt
Frequent urination . Weight loss Feel thirsty Hypertension
O Bloodystool/MfE O /SR O Bloody urine/IfnfR O SR E A O SRS < O JEmE
O Paralysis/FFREE O Swelling/&> < & O Hives/ CAELA O Insomnia/7ASAR O Numbness/ LU~ O Nausea/HEER
I was advised by another clinic/hospital (or at a regular
O Diarrhea/ F#i O Itchiness/H\Kp & O Pain/f&EH O check-up) to come here. /D EMHEAM 5B5F 5k O Other(s)/Z DAt
S (- Bt (RIS AE)
Check all that apply about your stool.
HEDHERIZAL TLIEELY,
Grayish white O Brown/Z 6 O Black/2% O Bloody/In{E O Watery//K# O Soft/ER{E

/RER

O Normal/E& O Hard/FELME *Stool frequency per day/— H DHEEE %L : time(s)/day/[El/ B

Describe your symptoms.

JERIZODVWT ZERLET,

C are experiencing the symptom.

< bk (A)

When does the symptom occur?
ARl E Dk S 11 & = (TR i

ircle the place where you
4

While in

O Morning/&H bed/FAE P

O Daytime/& O Evening/#7% O
When waking

up/#BEREF

What is the symptom like?
S 1 > TLY

O Constant/#EZ % <. #ELITLVS

Other(s)
/Z Dt

Irregular

O xem

O

N,

O The symptom comes and goes/fEKA - WIHEZ =Y LTS
O The symptom is gradually worsening/#R R [ E K > TETLVD

O Other(s)/ % Dfts
‘When did the symptom start?
/CDERFNONSHY FT D,
Year/ 4 Month/H Day/H

am/pm

ATHLS

From about

4RI - F& B

Are you currently on any medication, including vitamin and nutritional supplement?

/BE. RATLBREHY FTH? XELS>, XEBH. YTVAVFLEARAFET,

*Show us your medication or a medicine pocketbook.

O No/LWRZ O Yes/BLY e 413 THEFIR £8oTWAHE. RETEEL,
Name of medications How to take or use your medication Name of medications How to take or use your medication
S BEDRR BE - NS EEDET /5% - ENS
@ ®
@ @
®
@ @
®




Are you, or have you been, under the care of a doctor in the past?

/BEAMLTVSER., FEBRITEMLTVW=CLREHYVEIM ?

English /&8

If you checked "Yes", choose the condition from the list, and write the name of the hospital where you received treatment.

N AV~ \
0 No/lZ 0 Yes/igL / TRV BLI A, SBE R FHSRRL. AL T ERMEZ EELTIES0,
Name of disease
(Write the number from the following Treatment progress Hospital name
list) [RERER /EEME A
/HEA (TR FEST)
[0 Recovered/;A% O Under treatment/IR7EAEE S
O Withdrawal of treatment/ ;A& F B O Untreated/ KRB
O Recovered/;A% O Under treatment/IR7EAEE
[0 Withdrawal of treatment /& BT [0 Untreated/ B
O Recovered/AHE O Under treatment/IRTEAEE
O Withdrawal of treatment /& BT [0 Untreated/FBH
O Recovered/AHE O Under treatment/IR7EAE S
O Withdrawal of treatment /A BT [0 Untreated/ B
<List of diseases/&KH 1) R k>
System of disease Disease names
/RE DR /B
Digestive disease a. Peptic ulcer e JRT c. Hepatic cirrhosis
@ SELRR Ok E SR b. Hepatitis/FF 2¢ BT d. Others/Z D fth
b. Angina
@ Clrc;l;%t;)%r}égsgtoe)mg ;ease a. Hypertension /& M1 i)r;cfc;r()crtlis;rlnyocardlal c. Arrhythmia/ 7 Z Rk d. Heart failure/IDAE  e. Others/Z D1t
. B - DR
. . b. Chronic obstructive
Respiratory disease w X c. Pneumonia d. Pulmonary tuberculosis
. T 2 ™ .
® IR T () a. Asthma /M %ﬁ;%i&j:;$ i JHE e. Others/ Z Dt
@ Kidney and urological disease |a. Chronic renal failure b. Renal/urinary stone c. Urinary tract infection | Others/Z D4
/B - MREROESR  |/BEETE /& - RERR / PR RS E ' )
Brain and nervous system . .
® disease ;hg;gml infarction l/)m?;}l;ral hemorrhage Epilepsy/ TAMA d. Others/Z D fth
/iR RDIKE
® Endocru(liei or metabolic a. Diabetes mellitus b. Hyperlipidemia ;;g}gfgifland d. Hyperuricemia e. Others/Z (Dt
R @;}S; oEs  |ERE /B s R /S RE M :
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral e. Gout/J&E.
@ Bone or muscle disease  |/BEiU Y2 F /BHRE /R RRBAERAE discs/HEFIRAIL =T ’
/B - HRADIKE
f. Others/Z D fh
Obstetrics and gynecology |a. Uterine fibroids b. Dysmenorrhea L
i e - . Infertil Ny . Oth
disease/ EM AR OB |/ 7 BB /R BEE o Infertiity/FHE  d. Others/ T O
%Eg;j;a: a. Cataract/ B N[E b. Glaucoma/#k & c. Retinopathy /#8I&4iE d. Others/Z M 1th
c. Liver/gallbladder
< = 41, /pancreatic cancer Bl . =g
a. Stomach cancer/ B AYA, b. Colon cancer/ KEEH A ~ e, d.Breast cancer/ELASA,  e. Uterine cancer/ & HSA
Malignant tumor B /A;Hm CHEDS - EEEA
/BEESR
f. Lung cancer/ fifif& g. Others/ Z M i
Mental disease L= b. Schizophrenia
.D 2 - . Others
™ e a. Depression/ 5 D ¥/ Jha T c. Others/ Z Dt
® /E:g*ilf‘;:;eg :;;g;rgaired hearing b. Dizziness/& & L\ c. Ear noise/ 18 d. Pollen allergy/7E#E  e. Others/Z D1t
® ]?Eoé g)ls;;a;? a. Anemia/ & M b. Leukemia/F & c. Others/ Z D fth
JEROEE |7 ieommAn  jamE o . cOws/zom




Have you ever had surgery?
/SETICFMELLECENBYETH,

If you checked "Yes", write the history of your surgery.

O No/LWWA O Yes/laLy / TV CBLEARFIEHBEEENTEED,

English/ &5

Disease names Name of your surgery ‘When you had the surgery

/REBA /Fifi% /FiE LI

Hospital where you had the surgery
/F % L= ERHEE

XIf you are not sure about the exact date of the surgery, write the year or age.

/XBELVWERBEADASEMESE TFRK) . TFHLEE] TLHROEREA.

Do you smoke regularly?

/BENIC, IESZERVETH,

O No/LMMZ O Yes/I&Ly O Used to smoke/ LARTIE » TULViz

Cigarette consumption/"2(E & Duration of smoking/E2{E#A RS Year W?;: %O;i)gf ;d;mokmg
= =3 -
czléjréttes/ Day Year/ 5 Year/ 4 Month/ B

*If you still have a smoking habit, leave a blank in the question about the year you stopped smoking.

/RELBEERKITTOEIAE, BEZOHEEEZROEFICLTENTIEEL,

Do you drink regularly?
[BROICEBEERAET .

O No/Lyhz O Yes/I&Ly O Used to drink regularly/ ARTERET 2 BEAH o 1=,

O Beer/E—IJL ml /Day/ B O Whisky/™7 4 R¥—
O Japanese sake/ B A8 ml /Day/ B O Wine/74 >
O Other(s)/Z Dt ml /Day/ B

ml /Day/ B
ml /Day/ B

If female, answer the questions below. Are you pregnant, or possibly pregnant?

/ZEDFDHEEZLLESY, HIRELTWETH. FL-ZOREEEEHY FTH.

O No/LMhvz O Yes/I&Ly O Do not know/#>H 5 %2 LY

Are you breastfeeding?
/BE. RABTED,
O No/L\WhZ O Yes/I&Ly

If you have a special request concerning the consultation, check the box.

/ERTOIHRENHSBZEIK. BELTLESL,

O Iwould like to be informed of my estimated medical expenses in advance. /&% DH L&, EREBDMEEHZ TIFLLY,

O Other(s)/ & Dt :

ABEHE, EMCEROEMFEOEEL > O THERSNTE Y £32, ARLAEOSERHEFOE N L9 AROEONRE BRI, AAREEEEE LET,

This English translation has been prepared under the supenlslon of doctors, legal experts or others. When any difference in interpretation arises because of a nuanced difference in related languages

or sysems, the Japanese original Shall be given priority.






