English/ &5

. . . . £\ H5
Psychiatry Questionnaire/ 4 [MIEZ =
Name of patient BT= °C
/BEKA PR= /%
For staff only
= BP= mmH
Date of birth Year/4E Month/ 8 Day/ A /EEEERE AR /4 &
RR=
/EERAB (FE) ( Years old/i%)
SPO2= %o
Height/Weight/ & & + AE em ke Sex/ 1Rl O Male/ B 1% O Female/ &M%
Allergies O Food(s)/B~#):
/FUILEX—DFE O Medicine/ZE:
What is the problem today? (Check all that apply.)
/SHEREDES BERSHBY FTh. (EHHIAFEHALTIESL, )
e . o Feel depressed Low energy Lowered concentration
O Insomnia/7RAR O Anxiety/ A& O Nervous/E3E9 % O JERDSHAD O /B E A A O empgr
O Problem with family O Problem at work O Problem with school O Abnormal appetite O Fear of other people O Auditory hallucination
/REDH /HES DA /R ORA /BREER S ABELY /4108 - 15
s f Have physical symptoms I feel like I want to die. Difficulty breathing Sweat in the hands The body moves
O Palpitation/BE O ) gnmissns O izt <ns =T O Jzesgenc O spomaneoudy
O Lose weight O Cannot move the body
/REDHSD /RS SHEL

O Iwas advised by another clinic/hospital (or at a regular check-up) to come here./fthDEEMEN S ZZTH LS (CEH LNz BEZED)

Other(s)

O zom -

What is the symptom like?
[EREED & S BEBRERF >TLET M,

O Constant/# 2 E7 <. HELITLD O The symptom is gradually worsening./#& R [T ELK L > TETIVS

The symptom comes and goes./fERA H 1= Y

HAEYLTLS O Other(s)/ 2 D4 :

When did the symptom start?
/CDERIFVDONSHY EFFTH,

Year/E Month/ R Day/ =] From about : am/pm
&Rl - FiR 5] ATEHDL

Is your symptom improving ?
/BE. TOERBELB>TOET D,

The symptom is getting better.

O /&L EoTETWLS

O The symptom is getting worse.,/ B B> TETLVD
Are you currently on any medication, including vitamin and nutritional supplement?

/BE, RATWRERXHYETH? XELSD, REH. YTUADVLBEHET,

*Show us your medication or a medicine pocketbook.

O No/Lrz O Yes/BL e 81U < (3 THEFE) 2BoTLAHR, BETIREL,

Name of medications How to take or use your medication Name of medications How to take or use your medication
/BEDZE [BR#HF - WA /EEDZET [BR#HFT - EWNE
@ ®
@ @
®
@ ®
®




English/ %58

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

/BEBRBRLTVASAER. FLRBEITERL TV EEHYETH ?

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

WV Z \
11< = N =] . A = = = o
O No/Lrz O Yes/laL /TG SBLEAE, EBEYR FADERL. AR LTUM: ERHEE EHOT S0
Name of disease
(Write the number from the following Treatment progress Hospital name
P list) /RERE /EEHE A
£4 (FEYRLES)
O Recovered /BT O Under treatment/IRTEAHEH
O Withdrawal of treatment/;E® BT [ Untreated/ KA
O Recovered /BT O Under treatment/IRTEAHEF
O Withdrawal of treatment/;&H B [0 Untreated/ KA
O Recovered/;BHT O Under treatment/IRTEAHEH
O Withdrawal of treatment/;&#® B [ Untreated/ KA
O Recovered/;BHT O Under treatment/IF7E ;A H
O Withdrawal of treatment/;&® BT [ Untreated/ KA
<List of diseases/%&H") A k>
System of disease Disease names
/RB DR /RES
@ 2;";;‘;’;‘2;;5; jlg:gé;gg b. Hepatitis/FF 4 ‘;H?%’SEC cirrhosis d. Others/ Z Ot
4 IS ney 4.
b. Angina
@ Clrc;l?l%t;r}égs;s?)mﬁd;ease a. Hypertension/ & ILE f:;;:crtlii?yocardlal c. Arrhythmia/ S E2fk d. Heart failure/IDAE . Others/ Z Dith
EEEE 23
/BRI - DARIEE
. . b. Chronic obstructive
Respiratory disease w . c. Pneumonia d. Pulmonary tuberculosis
® a. Asthma/li 2 pulmonary disease " e. Others/ Z D1th
i P % #E17
/ERFRDEER 1B PR R /B3¢ / RnfE%
@ Kidney and urological disease |a. Chronic renal failure b. Renal/urinary stone c. Urinary tract infection d. Others/ Z Dt
/B - RBROER |[/BEETE g - RERR / FRERRERAE ) ;
Brain and nervous system . .
® disease %g;éi%ml infarction ];mci;;iml hemorrhage c. Epilepsy/ TAMA d. Others/Z MDAth
/IR RDERE
Endocrme. or metabolic a. Diabetes mellitus b. Hyperlipidemia < Thyroi‘d gland d. Hyperuricemia
® disease SR /el malfunction /e R e. Others/ Z M fth
/R E R DEE : ; /RRIREREES "
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral ¢. Gout/JE A
@ Bone or muscle disease  |/BEI U IXF /B HAFRAE /RN RREAETE discs/HERR~NIL=T :
B - HAOKRE
/% - BROK f. Others/ Z D1t
tetri It . i i . .
];:}EE g)lj;a: a. Cataract/ B FIf&E b. Glaucoma/ #& & c. Retinopathy / #8IRE d. Others/ Z D 1th
c. Liver/gallbladder
Mali a. Stomach cancer/ B AYA, b. Colon cancer/ KahtA/ %?n;e?tég ;;mace-r i d. Breast cancer/2LA%A,  e. Uterine cancer/ FEH A
t tumor =
a gnan e
EBHES
f. Lung cancer/ fifif& g. Others/Z M th
(@) I\//I;:;z;lo(;l;s;e;e a. Depression/ 5 D& B#;il?%hgma c. Others/Z Dt
A e [oy=) ]
() /g\jﬁ;gl;;j;; ;?:;;gaired hearing b. Dizziness/&H FE LY c. Ear noise/ B8 d. Pollen allergy/TE¥}ME  e. Others/ Z D1th
(B) ?ﬁ;;g;j;; a. Anemia/ & [l b. Leukemia/H Mf& c. Others/ Z D1
Skin disease a. Atopic dermatitis b. Tinea (athlete’s foot)
/EBDER /7 RE—MEERE /B OkR) c. Ottiers/ TO1f




Have you ever had surgery?
/SETICFMELECENBYETH,

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

O No/Lhz 0 Yes/BL r it AL BRI HE S BT &,

English/ &8

Disease names Name of your surgery When you had the surgery

/REA /F % /FiiT % L =K

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

X 1If you are not sure about the exact date of the surgery, write the year or age.

/XELOWFHBARDMASLENREE TFRR) . TFHLEE THROEEA,

Do you smoke regularly?

/BRI, XS ZRNETH?

O No/LMYZ O Yes/I&LY O Used to smoke/ARTIR > TLViz

Cigarette consumption/E2ES Duration of smoking /B2 A Year W?;l ,éo,; ?\fgf;_d ;_mokmg
c;éjrg tes/Day Year/H Year/ Month/ A

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

/BELREEHRITTNSAIZ, BEZPHEFRIE[MOEFICLTELNTIESL,

Do you drink regularly?

/BENICEBERAETTH?

O No/WLMhZz O Yes/I&Ly O Used to drink regularly/LARTERE T S EEMNH o 1=o

O Beer/E—IL ml /Day/H O Whisky/7 4 R¥—
[0 Japanese sake/ HA/H ml /Day/H 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?

/ZEDHEDAEEZL LSV, BIRLTWETH, F-TOAREEREHY ETH?

O No/LMNz O Yes/I&Ly O Do not know/#>H\ 5 £ (Y

Are you breastfeeding?
/BRE. RAPTTM?
O No/L\hZ O Yes/I&L»

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

/BRTOCHENHHBEIE. UELTLESLY,

O 1would like to be informed of my estimated medical expenses in advance. /H M L& . EEEDBEEZH I TIEL L,

O Other(s)/Z Dt :

ES . BERIREROFMFEOEEE S TERSTTEY 32, BARLIEOSERLHESOFENZ LY AROENSRAE U, AABREELE LET,
This English translation has been prepared under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of a nuanced difference in related
languag@s or systems, the Japanese original shall be given priority.




