Internal Medicine Questionnaire/ ¥l RIE2E

English/#:E

Name of patient BT= C
/BERA PR= /53
For staff only
- BP= mmH
Date of birth Year/%&E Month/ B pay/B  /EEHEEIEE AR g
ate 0 RR= /53
/EERAB (AR ( Years old/#%)
SPO2= %
Height/Weight/ & & - A& cm kg Sex/ T 0O Male/ B4 O Female/ &4
Allergies O Food(s)/ BAH:
/T LILX—DHFE O Medicine/Z&:
What is the problem today? (Check all that apply.)
/SERFEDESHEKRAHY FTH. EBHIARFEHRLLTIESL, )
O Fever/$sh O Cough/i% O Runny nose/ &K O Phlegm/# o Difficulty breathing Palpitation/E{F
/BAELL
O Feel sulggish O Get easily tired O Shortness of breath O Dizziness/®HEL O Loss of appetite Vomiting/M&Rt
/BIEDTZSB LN /BT /BYh /B EL
O Bloody stool/f{E O Frequent urination O Bloody urine/MfR O Weight loss O Feel thirsty O Hypertension
sl L .
SR /RERD /WEHE < /BIE
O Paralysis/FFE O Swelling/& < & O Hives/ CAFELA O Insomnia/ AR O Numbness/ L Ut Nausea/Mt Z &
| was advised by another clinic/hospital (or at a regular
O Diarrhea/ T#i O ltchiness/ AP # O Pain/f&# [0 check-up) to come here. /#h D EBHEBEM 5> ZB T 5 & Other(s)/ Z D1t
Sl bht: (BREETD)
Check all that apply about your stool.
HEDMRIZBL T 2&Ly,
/G]%gls%whlte O Brown/%®& O Black/2f O Bloody/ff& O Watery/7K#k Soft/ER{E

O Normal/Z5& O Hard/FELVE *Stool frequency per day/— B DO HEE @RI :

Describe your symptoms.
JERISDOWT ZERILET,

Circle the place where you are experiencing the symptom. When does the symptom occur?

time(s)/day/[l/ B

[ERFEDESBEECHENET D,

[ERDHBEROEMFIFTTEL,

(=3 O Moming/%f O Daytime/&
Vi When waking g e ular O
|
O p/seekes /TR

What is the symptom like?

[ERIFED LS BREZEFHE > TLET A,

:I I' IIII.I D

™

10 |
&f N> SR, O Other(s)/ % Mt

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

O Constant/#EZ M%<, FELITLS

/ZDERDEEEZRFTRT E. EDCHLVTIA? TORFDEZSHIZOZEMFIFTLIEEL,

Not at all/£ < %Ly
| | | | | | | |

O Evening/% %A

Oth
/ %eaar(i% :

While.i
O bed/?%‘l?%qj

The symptom comes and goes/fERD Iz YEZ =Y LTS

O The symptom is gradually worsening/#R R ICOEL E>TETLVD

Most severe/sx % L LY

0 1 2 3 4 5 6 7

When did the symptom start?
/ZDEREDDONSHY EFThH.

Year/ 4 Month/ A Day/H From about

R - FiR i
Are you currently on any medication, including vitamin and nutritional supplement?
/BE. RATLREIIHYETN? XEZ2ZID XBR YTUAV FEERFT,

O No/LE O Yes/IZLr *Show us your medication or a medicine pocketbook.

/BE. L TBEFIR] 2HoTLSAK. RETIESL,

am/pm
HTHLMD

10

Name of medications

/BEDRH]

How to take or use your medication

/ERHTT - NS /BEDRH]

Name of medications

How to take or use your medication

/ERHTT - BN

® e 0|
® Q@

©




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

/BERBELTVDARER. FEEBETEEL TV = E@FHYFEFITN?

O No/LMhz O Yes/IELy

English/#:E

If you checked "Yes', choose the condition from the list, and write the name of the hospital where you received treatment.
/ TEWD 12U Al REZV R FHSERL, ABRL TV -ER#HEZZENTIEEL,

Name of disease

(Write the number from the following Treatment progress Hospital name
list) [RRAEA /ERHEZ
/EBR%A (T R RESH)
O Recovered/;AfT O Under treatment/IRTEAE S
O Withdrawal of treatment/;Af&HBT O Untreated/F A
O Recovered/;A% O Under treatment/IR7EAE S
O Withdrawal of treatment/;&#Bf O Untreated/FRGH&
O Recovered/;A% O Under treatment/IR7E 88
O Withdrawal of treatment/;Af& BT O Untreated/F A
O Recovered/;Af% O Under treatment/IR7E;AE S
O Withdrawal of treatment/;&# Bt O Untreated/FAH

< List of diseases/f&&E ) R k>

System of disease

Disease names

/RB DRI /[REA
Digestive disease a. Peptic ulcer b. Hepatitis/BF 2 c. Hepatic cirrhosis d. oth
Ol ssross  |stsEs - Hepatts/BF 5% /R - Others/ € Ot

® Circulatory system disease

a. Hypertension/ & /£

b. Angina
pectoris/myocardial

c. Arrhythmia/ R E ik

d. Heart failure/i>F 42 e. Others/Z Mt

/EEBARE TR R

/TRRBRDER infarction
JIRIDME - IDERAEEE
d b. Chronic obstructive ¢. Pneumonia d. Pulmonary tuberculosis
Respiratory disease w : .
® /@?&%Tg DS a. Asthma/ I8 pulmonary disease i R e. Others/ Z D1t

Kidney and urological
@ disease
/B - MRBROKE

a. Chronic renal failure
/BHEFRE

b. Renal/urinary stone
/B REHER

c. Urinary tract infection

/PREBRESRAE

d. Others/ Z Mt

Brain and nervous system
® disease
/BRI RDERE

a. Cerebral infarction

/RRitEEE

b. Cerebral hemorrhage
/BB

c. Epilepsy/ TADA

d. Others/ Z Mt

Endocrine or metabolic

a. Diabetes mellitus

b. Hyperlipidemia

c. Thyroid gland

d. Hyperuricemia

/B - HROKE

f. Others/ Z Mt

® disease s 4 S malfunction = , e. Others/ Z M th
/mnaaRors | BRP /BRI PRI P OOE
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral e. Gout/fEA
@ Bone or muscle disease  |/BEIY VX F /B HRRRIE /BT ERRAERAE discs/HBR~NL=TF

Obstetrics and gynecology

a. Uterine fibroids

b. Dysmenorrhea

c. Infertility/ A 3E5E

d. Others/ Z Mt

disease/ERAFIDEKRE |/ F=HE / B R
©) Eve disease Cataract/ &P b. Glaucoma/ kP Retinopathy /@8 d. Others/ Z D
JROEE a. Cataract, . Glaucoma/#& & c. Retinopathy/#8 & fE . Others
c. Liver/gallbladder
a. Stomach cancer/ & AYA, b. Colon cancer/ KizhYAs fpancreatic cancer _ d. Breast cancer/3LA%A,  e. Uterine cancer/ FEA%A
Malignant tumor /RFRE - BB S - BEREAS
/EMIES Y

f. Lung cancer/ i

g. Others/Z Mt

Mental disease

a. Depression/ 5 D&

b. Schizophrenia

c. Others/ & Dt

/BRIEDERE

/7 FE—ERER

/EEE (OK®R)

o /HERDKRE /A RTE

® /ENET*Tse;e$ j- ";:a”ed hearing b. Dizziness/&HFE L ¢. Ear noise/ E1§ d. Pollen allergy/fE¥}E  e. Others/ Z Mt
=5 () = % i

® /leigggg:;a;e a. Anemia/ & Ifl b. Leukemia/ F M35 c. Others/ % Dt

Skin disease a. Atopic dermatitis b. Tinea (athlete’s foot) gy oo /2 oty




English/#:E

Have you ever had surgery?
/SETICFMELIZZELHY FThH,

= If you checked ""Yes", write the history of your surgery.
O No/LMMz O Yes/[&L» .
/ / / TIEWD 1T LA TICFHEEENT S,
Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/RER /F i /F i E Li-Fe /F i % L i=ERHE

% If you are not sure about the exact date of the surgery, write the year or age.
/XELWFHiBSNOMSLRVMESIE TFEE) . TFHiLEE] TEHRLEEA.

Do you smoke regularly?
JEERIC, IESERVETDH,

O No/L\MMZ O Yes/I&Ly O Usedto smoke/ AT - T L Y=

Cigarette consumption/RE2JEE Duration of smoking/E2 (& #A R4 Year ng%o,:._ iom;)pﬁ d’;moking
&3 =
czigirém/ Day Year/4& Year/4E Month/ B

*1f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.
/RELREZFFTTVAAIE. BIEEZ OO EETEROEFECLTEVTLEZEL,

Do you drink regularly?

[BRHICEBERAETH.

O No/L\hvz O Yes/[&Ly O Used to drink regularly/ ARTEEY 2 E BN H o 1=,

O Beer/E—IL __ ml/Day/RH O Whisky/™24 R¥F— __ mi/Day/R
O Japanese sake/ B A& _ ml/Day/H O Wine/74 > _ ml/Day/H
O Other(s)/Z Dt ml /Day/ R

If female, answer the questions below. Are you pregnant, or possibly pregnant?
/EEDEDHEEZLFZE, HIRLTUOWETA. F£-ZORBEEEHY FIH.

O No/Lyhvix O Yes/I&ULy O Do not know/#h 570N

Are you breastfeeding?
/BE. BEHRTID,

O No/LMhvz O Yes/[&Ly

&V 7V =v7
HATORI CLINIC

AREENT, EAFRCEROHEMFEOREZ 51T TIERS N TE Y £9725, BAALAEOZERLHESOENNC LV APROBEVIE CBCE, AAEEEEL LET,
This English translation has been pregared under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of anuanced difference in related languages or
y.

systems, the Japanese original shall be given priority.



