English/ % &

Orthopedics Questionnaire 5\ Fl 2 E
Name of patient BT= °C
/BERA pre PR
For staff only
= BP= H
Date of birth Year/ & Month/ A pay/B  /EFRESEEIZE A R m;r;,\ g
/EERH (FEE) ( Years old/ &%) -
SPO2= %
Height/Weight/ & & - (65 em ke Sex/{£31 [ Male/ 5B 1% O Female/%& %
Allergies O Food(s)/BY:
/7 LLX—DHHE O Medicine/3E:

‘What is the problem today? (Check all that apply.)
/SAEREDESHBERLSHYETH. EEHIARFEHAL TS, )

. Ny % . N Difficulty bending joints
O Swelling/fERR O Pain/f&#H& O Fever/F# O Numbness/ L Uh O Sprain/faA & N

Stiff neck and
shoulders//E 2 Y

Difficulty moving hands and feet
/FROBBEFISC L

O Iwas advised by another clinic/hospital (or at a regular check-up) to come here./fhD EFEMEMNSZEZ TS LS 18O LN (BEZED)

O Injury/(FA O Dislocation/fF3 [m]

O Other(s)/Z Dt :

Describe your symptoms.

[ERIZOVWTZBRLES .
Circle the place where vou are experiencing the symptom. When does the symptom occur?
= \ [FERIFEDES L ZIzBNhFTH
O Morning/&8 O Daytime/ B O Evening/¥7A O While in
= bed/FREH
B O When waking O Irregular O Other(s)
)L up/ R e /Z ot
What is the symptom like?
S 2 5 ¢ \ N
N !

O Constant/#Z %4 <. FHELITLS
O The symptom comes and goes/fERM = YEZ Y LTS
O The symptom is gradually worsening/#R R IO E L HEH>TETLVD

O Other(s)/Z Dt

If you describe the symptom on a scale of 1 - 10, how severe is it? Circle the number below.

/FDEROEBEZHFETRTE. EDCOLVTIN? TORMFDOECAIZOERITFTLEEL,

Not at all/£ < £zl Most severe/Bx & # L Ly
1 1 1 1 1 1 1 1 1 1 |

0 1 2 3 4 5 6 7 8 9 10

When did the symptom start?
/SDIEREVDOMEHY EFF .

Year/4E Month/ A Day/BH From about : am/pm
R - iR B NTHMD
Are you currently on any medication, including vitamin and nutritional supplement?
/BE. RATWIEEHYEFIN? XEFS>, FBHE. YTVALFEERFT,
= *Show us your medication or a medicine pocketbook.
O No/LNZ O Yoo/l o H U< Ix TARTIR ER-TOSAR, RETILEEL,
Name of medications How to take or use your medication Name of medications How to take or use your medication
/EEDZHI /BRHF - FENA /BEDRH /BRHF - FENE
@ ®
@ @
©)
@ ©)




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

/BEABLTVSRR, FEEBRCERLTVVE=CEREHYETM?

English/ &5

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

VOV Z \
O No/LWhA 0 Yes/BWY i (c@ Lt K, SBA YR MBERL, ARL T -ERBESERHOT L,
Name of disease
(Write the number from the following Treatment progress Hospital name
P list) [REEZR /EREEA
B (FERYR LEST)
O Recovered/;AHE O Under treatment/IR7E ;A B H
O Withdrawal of treatment/;A# M O Untreated/ KA
O Recovered/;AH O Under treatment/IR7E ;A H
O Withdrawal of treatment/;A#h# O Untreated/ KA
O Recovered/;AH O Under treatment/IR7E ;A
O Withdrawal of treatment/;A# M O Untreated/ KA
O Recovered/;AH O Under treatment/IR7E ;A B H
O Withdrawal of treatment/;A# T O Untreated/ KA
<List of diseases/&EB ) X k>
System of disease Disease names
/EBDFRM /KB4
@ | Dlsivedsene o bt e beiiBE SHETOR e o
4 7~ ey /| 4
b. Angina
@ Clrc;;%t;r}égﬁt‘gr.g;ease a. Hypertension/ & Ifl £ ?;fc; ]?Crtlis()/]rquyocardlal c. Arrhythmia/ 7 EHk d. Heart failure/IDAE  e. Others/ Z Dt
RA R B
JBRIDE - IDFREE
q q b. Chronic obstructive . .
Respiratory disease w K c. Pneumonia d. Pulmonary tuberculosis
. i 2 . )
® /ERERDEE a. Asthma/ I Eéﬁ;%?é}?;$ Jhhg g e. Others/ Z Mt
@ Kidney and urological disease|a. Chronic renal failure ~ b. Renal/urinary stone c. Urinary tract infection d. Others/Z Dt
/B - IRBROER |/EMHEETRE /B - RERR /R R AE ) :
Brain and nervous system . .
@ discase a. Serebral infarction b.‘gerebral hemorrhage c. Epilepsy/ TAM A d. Others/ % D4t
R T O e /RpirEZE /Bt it
Endocrine or metabolic . . o c. Thyroid gland N
® disease jg;(';;tes melitus l;_:;:ép ;[rl;%aldemla malfunction ;l._;l%{pg;&;;mla e. Others/ Z Mth
/AnBRERORSE | . /R R R .
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral Gout/fE A
i /By YV F /BREE /ERA R R dises/#eRIR~AL=7 &
@ Bone or muscle disease
B - HADER
/B B f. Others/ % Mt
tetri 1 i i
222:527;&%‘1 Cont ;’;ﬁ;‘%ﬁ;bm‘ds l};{;;‘;’;ﬁ” o Infertility/ RETRE . Others/Z s
15y Glltgse a. Cataract/ & b. Glaucoma/#& & c. Retinopathy/#8f24E  d. Others/ Z D1th
/IROEE
c. Liver/gallbladder
i a. Stomach cancer/ B A%As b. Colon cancer/ Xigh A //pn;nﬂ&%ﬁreatﬁl; ;;n;:er oo d. Breast cancer/3LAYA,  e. Uterine cancer/ FEH A
alignant tumor T A= .
/BAEI ~
f. Lung cancer/fifif& g. Others/ Z Dfth
Mental disease L= b. Schizophrenia
(D) IO a. Depression/ 3 D9/ S c. Others/ % Mt
ENT disease a. Impaired hearing o . y
() JEBHOES e b. Dizziness/&® FE L\ c. Ear noise/ E-1§ d. Pollen allergy/7E#E  e. Others/Z Mt
() ?ﬁ?;gj;i; a. Anemia/ & Ifl b. Leukemia/ & & c. Others/ Z M1th
Skin disease a. Atopic dermatitis b. Tinea (athlete’s foot)
® /EROES 7 NE—REE /AR ks ¢. Others/ T O




Have you ever had surgery?
/SETICFMZELECEMHYFETH,

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

O No/bhhz O Yes/BUY ) 2@ LA RIS EMEE BT L,

English/ &5

Disease names Name of your surgery When you had the surgery

/RES /F % /FifiE LI

Hospital where you had the surgery
/F % U< EREE

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

/XELWFRANSOLASEMESIE TElK] . TFRLEE] TLHOLEEA

Do you smoke regularly?

/EEMIC, EIECZRVETM?

O No/LMAMZ O Yes/I&Ly O Used to smoke/ AR » T L =

Cigarette consumption/E2(E & Duration of smoking/ B2 (& £ ] Year W?g ,éoiz__ ?g)g)p;_d;mokmg
cigarettes/Day Year/ 4 Year/ 5 Month/ A
/8 - - -

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

/RELREZHETTLSAIE, BEZOHLFRERMOFTEICLTENTLESL,

Do you drink regularly?

/BRMICEBERAETM?

O No/LMhz O Yes/I&ELy O Used to drink regularly/ ARTEGET 2 BEMH o 1=,

O Beer/E—JL ml /Day/H O Whisky/™24 X¥—
O Japanese sake/ HAH ml /Day/ B O Wine/74 >
O Other(s)/Z Dt ml /Day/H

ml /Day/H

ml /Day/H

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

/EEDEDHEEZLEED, BRLTOETH, F-EOREEEIHYETH?

O No/LMMz O Yes/I&Ly O Do not know/#>H 5 %2 (Y

Are you breastfeeding?

/BRE. BARTIM?

O No/LMhz O Yes/l&ELy

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

PTRTOIHENHDBEE. BELTLESL,
O Iwould like to be informed of my estimated medical expenses in advance. /H M L&, EREDPEEZHZ TIFEFLLY,
O Other(s)/Z Dth :

AEEHE, EMCEROHEMFEOEEZL ) TERSU TR 2925, AARLSMEOFELH LT OB L0 ROEVAE CIBRcid, IABEZELRE LET,
This English translation has been prepared under the supervisjon of doctors, legal experts or others. When any difference in interpretation arises because of a nuanced difference in related
languaggs or systems, the Japanese original shall be given priority.




