English/#&

Internal Medicine Questionnaire/ J%l RZ2E ver202506
Check , print and bring to clinic
Name of patient BT= C
/BERA PR= /53
For staff only
y = BP= mmHg
Date of birth Year/5 Month/ 8 Day/H /EEHEEAEE AR RR= PR
/EERB (FAE) ( Yearsold/i%)
SPO2= %
Height/Weight/ & & - A= cm ke Sex/ T3l O Male/ B O Female/Z %
Allergies O Food(s)/BR¥):

/7 UILF—DFE O Medicine/3E:

What is the problem today? (Check all that apply.)
/SBEEDESHIERMNHY EFTH, (ERHLAFERALTIEEL, )

O Fever/H2 O Cough/m% O Runny nose/&7K O Phlegm/# g Difficulty breathing O Palpitation/ &%
/BMELW
O Feel sulggish O Get easily tired 0O Shortness of breath O Dizziness/$E L\ O Loss of appetite O Vomiting/MEH
/BEDEBH /ENROT LN /BEih /BEMIEL

O Bloody stool/1{E Frequent urination Bloody urine/IFR 0 Weight loss 0 Feel thirsty 0 Hypertension
S N3 5
/$ERR /EERD /WEHYB < /EmE
O Paralysis/FFEE Swelling/&> < & Hives/ CAF LA O Insomnia/7FER O Numbness/ L Ut Nausea/ It & &
I was advised by another clinic/hospital (or at a regular
O Diarrhea/ T #i Itchiness/H\PH Pain/f&+ O check-up) to come here. /i) EF A > ZB T 5 & Other(s)/ Z D1t :
SIcE bht: (BBED)
Check all that apply about your stool.
HEDHRICA LTI,
?E}és%whlte O Brown/&& O Black/2 O Bloody/In{E O Watery/7K#k O Soft/E{&E
O Normal/E& O Hard/FELME *Stool frequency per day/— B OHHEEI% time(s)/day/[E/H

Describe your symptoms.

JRERIZSDOWT CERILES,

Circle the place where you are experiencing the symptom.

[ERDHBEFOFFFIFTTFEEL,

When does the symptom occur?
[ERFEDE S EEITHBhETH,

While i
O bed/stize

O Morning/#8 O Daytime/& O Evening/ 975
When waking O Dregular O Other(s) .
o up/ARERES /REH /%0)131-

What is the symptom like?
[ERFEDE S HHEZEFE>TLET M,
O Constant/#Z M%<, LTS

O The symptom comes and goes/fERAHET=YBZ =Y LTS

O The symptom is gradually worsening/f& R IO EL HEH>TET VS

O Other(s)/Z DOfth

If you describe the symptom on a scale of 1 - 10, how severe is it? Circle the number below.
/ZDERDEBEEHFTRTE. EDCLVTIN? FTORFDEAHICOEMIFTLESLN,
Not at all/£ < 720y Most severe/Ft# L LY
L | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10

When did the symptom start?
/S DIERIFWVDODSHY FTH,

Year/ 4 Month/ A Day/H From about am/pm

iR
=]



AT - iR i

Are you currently on any medication, including vitamin and nutritional supplement?
KEZSY, RER, $TUAVLLERFET,

*Show us your medication or a medicine pocketbook.

/BE. BLLT TEEFIR] 2H>TLSAHIF, RETIEEL,

/BRE. RATVWREEHY FIH?

O No/L\MMz O Yes/IXL

English/#&

Name of medications

How to take or use your medication

Name of medications

How to take or use your medication

/BREDHAR] /BR#HF - LA /BEDHTH [EBRAT - LA
@ ®
@ @
®
@ ©)

iR
=]



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

/REBBRLTVSHER. FFBRISERL TV EREHYFIM?

English/#&

i

O No/LMAZ O Yes/I£L If you check_ed "Yes", choose the condition ffqm the list:Aand write the name of the hospital whfre you received treatment.
/TIEWL 12@LEAE, REEVRX MHSEIRL, AEL TV ERBEREZEVO TS,
Name of disease
(Write the number from the following Treatment progress Hospital name
list) Voi=t;-< 3] /EREEA
/HEBE (FY R FEST)
O Recovered/;A% O Under treatment/IR7E ;A B $
O Withdrawal of treatment/;AHEH BT O Untreated/RAHE
O Recovered/;AfE O Under treatment/ER7EAEH
O Withdrawal of treatment/;&H¥T O Untreated/5RAHE
O Recovered/;A% O Under treatment/IR7E A B
O Withdrawal of treatment/;&EH ¥ O Untreated/RAKE
O Recovered/;A% O Under treatment/ZR7EA R
O Withdrawal of treatment/;8#8 ¥ O Untreated/5RJAK
< List of diseases/fRE ) X k>
System of disease Disease names
[IRB DR /RER
Digestive disease a. Peptic ulcer b. Hepatitis/EF % c. Hepatic cirrhosis d. Oth Dt
O urmmomm |/ HEEES - Hepatis/F ¢ /FFEE - Others/ 201
b. Angina
® Clrc;l%t;ggs;stae)r;d;ease a. Hypertension/ & [LE [i)lelcf;(r);iis(/)rl?yocardial c. Arrhythmia/ S Z [k d. Heart failure/iDAE e. Others/ Z Dfth
RAT R =
/IEIDE - IDARAEE
b. Chronic obstructive . .
Respiratory disease " ) ¢. Pneumonia d. Pulmonary tuberculosis
® SRR R DS a. Asthma/li 2 3?;?;;%&;?;& /it /R e. Others/ Z DAt
Kidney @d urological a. Chronic renal failure b. Renal/urinary stone c. Urinary tract infection
@ disease - . i d. Others/ ZMfth
/B AREROES /EgHETRE /B - REHE /PRER R E
B "M R B
® Brain and nervous system |, Cerebral infarction b. Cerebral hemorrhage )
/Hm;{lﬁgzsg) o JBEE Rt c. Epilepsy/ TAMA d. Others/Z D1t
Endocrin(? ormetabolic (4 Diabetes mellitus b. Hyperlipidemia ¢. Thyroid gland d. Hyperuricemia
¥ mputwross |5 (B iy (RRmE o EoR
A Al 7R 178 EPE =
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral e. Gout/JE &
@ Bone or muscle discase  |/B#iU I F /B HRIE /ERAE R ETE discs/HERBRANIL=T
/B - BADKE
f. Others/ % Mt
Obstetrics and gynecology [a. Uterine fibroids b. Dysmenorrhea o
o - . Infertility /A~ 5F d. Othg Dtk
discase/ ERAHOES |/ TEHNE /AR c. Infertlity /4L s/ 2O
©) ];:é]Ee :;as;a;e a. Cataract/ B NfE b. Glaucoma/#& A& c. Retinopathy/#8fEHE  d. Others/ ZMDfth
c. Liver/gallbladder
a. Stomach cancer/ B A8 As b. Colon cancer/ KB A A, /Pancreatic canfer _d. Breast cancer/2LH%A  e. Uterine cancer/ FEH A
Malignant tumor /RFHE - BB 5 - BERE A
B &
f. Lung cancer/ fififE g. Others/ Z Dith
@ Mental disease a. Depression/ D D& b Schizo_phrenia c. Others/ & Mtk
/FEHDERR /IRERIRIE
@ EI\;T disease a. Impaired hearing b. Dizziness/®FE LY c. Ear noise/ B8 d. Pollen allergy/fE#E  e. Others/ Z D fth
/BEEROKEER /REER
() /Bﬁf,)ﬁii;)]j;a: a. Anemia/ & M b. Leukemia/ & MJ& c. Others/ % M1t
Skin disease a. Atopic dermatitis b. Tinea (athlete’s foot) Oth »
/BB DS /7 FE—MEESE  /BEHE (KR) ¢ Others/ Ot

R
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Have you ever had surgery?
/SETICFMZE L EAHY FT .

= If you checked "Yes", write the history of your surgery.
O No/LyLy O Yes/[&Ly . .
o/ * e/ 13 / TIEW ] [CALEAETICFHEEZENTLL IS,

English/#&
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Disease names Name of your surgery When you had the surgery

Va:3-t: /F T /F i E L =FH

Hospital where you had the surgery
/F i L1z ERHEE

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

/RELLWFEHE DM LRWMESE TFE) . TFHLEE] TIRVLERA,

Do you smoke regularly?
JEERIZ. XS ERVET D,

O No/LMMZ O Yes/[ZLY O Used to smoke/LARITIR T L V=

Cigarette consumption/B2E & Duration of smoking/E24E [l Year w}lu;n éog ‘Sg;)p:— g;:moking
cigarettes/Day
/B Year/%E Year/%E Month/ A
*If you still have a smoking habit, leave a blank in the question about the year you stopped smoking.
/RELBEEFTFTTLDIAIE. BEXOH-FEEEROEFICLTELTLL S,
Do you drink regularly?
[BERICEBERAETTH,
O No/L\hz O Yes/I&Ly O Used to drink regularly/ LABTERE S 2B 1EAH o 1=,
O Beer/E—JL ml/Day/H O Whisky/r7 4 RF%F— ml /Day/H
O Japanese sake/ BANH _ ml/Day/H O Wine/74 > ml /Day/H
O Other(s)/Z D 1th ml/Day/H

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

/EEDHDAEEZLSEEN, BIRLTOETH, £-ZOREEREHY FTH,

O No/L\hz O Yes/I&Ly O Do notknow/#oh 5 77 LY

Are you breastfeeding?
/BRE. RELHBTI D,

O No/L\hvz O Yes/[&Ly

ARRERHE, AL ORMFEORANEE 5 FTER SN TIY 925, AARLSHEO FHEHERFOMN L AROENAECZBRIE, AATEEEE L L ET,
This English
.\y‘s‘tscmf :;c]apancsc original shall be given priority.

xEv 7V =v7
HATORI CLINIC

translation has been prepared under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of anuanced difference in related languages or



