Obstetrical Patient Questionnaire 7'v 7 4 — Lt A K

Please fill out the questionnaire. If you are not sure of the answers, leave the spaces blank.
We will assist you to complete the form. There is also a back side.

BFY T, THOHBIKEEA TSIV, HEbHY EJ,

AHABHB IC W TR chifcd, BRI EEMBBFEL A VEA LBV LET,

Today’s Date: (Month) /(Day)) /(Year)
FLAH (") (") (P&
Name: (First) (Middle) (Last) IDNo.
(If applicable, write the name as in your Japanese family register)
K4 ex FEIICESL TH L B4 - EFETEEEZTI W
Date of Birth: (Month)  /(Day)  /(Year) A
Nationality (%) Religion (%0

@ What are the reasons for your visit to this center? (Please check all that apply.)
BLINEEMRACT2? (BCREZEALCTIEFz v 7 LTIEEL,)
[(1For delivery %+ v % —cogskd
Where are you going to have your regular check-ups? vccf@zssnsvgds?

[J At this center Y4+ % —cfi

[J At a non-collaborative relationship medical facility g (4% v x —EiEHEREUSN Cf2

[J At a collaborative relationship medical facility (Semi-open System)+ 3 4 —7> v 25 47

% (v 2 —HudGE R C#R2)

[] At a collaborative relationship maternity center (Open System)+—7v ¢ 27 L7 (Y+
v & — R R C @
(0For second opinion &% v FAe=s%v

OOther reasons (Specify: ) zoft

@Before you come here 4% & cofkid

[(OYou used a home pregnancy test No/Yes—When was it?  (Month) /(Day) /20

IR - AoBEomR  (pR % A D

[1You visited another medical facility and were diagnosed that you are pregnant. When
was that? Month Day (Name of the facility)

flibtz & L 7z, A B gkt ) TR % B

LFirst visit for this pregnancy YEes#io co%s



@Have you had any major physical or mental illnesses in the past?

SETHLEDRRACI ZADHRRUC» 02722 BB T ?

(Yes 1zv+/No v 2)

Date or age £ H - 4t | Diagnosis #i# Medical Treatment | Name of facility
DAk PR B 1

@Have you had any surgical operations in the past?  (Yes izv»/No v z)
SECIFHME LI LEHY ET?

Date orage £ 4 H - 4 | Diagnosis #5# Type of surgery Ffii# | Name of facility

Sk

@ Are you currently undergoing treatment for any illnesses? (Yes izv»/No v»»z)

BB oREH ) 507

Date or age £AH - F# | Diagnosis % Medical treatment Name of facility

DA ks 73 e

Current address

BIHE D EFT

T (Zip code )

Phone number

Higse TEL %5

Home phone g%

Mobile phone = & o

Nationality %8

Emergency contact 1)® 4% | Name s #i Phone number &iE#% 5

% D Relationship < B : Partner »v— t 5 — /Family %
Partner’s work phone »v— » > —##5t

Emergency contact 2) %4 | Name s #i Phone number &iE#% 5

% 2 Relationship < B : Partner »v—t & — /Family %
Partner’s work phone »v— » > —##55¢

Please complete the following | Name # % i

information  about  your | (First i) (Middle 3 Frz—2) (Last %)

partner ~<— b} F—ico\T Age 4 ( yearsold #)  Occupation




Physical condition fittkiE : Good B
PRl )

Not good # (reason

No / Yes

If YES, L<w244 How many years have you been married?
KL CiiETT o, (
If NO,Lthwigs

Are you two married? SR E > CoE T ?

) years 4
: Do you plan to get married to the partner?
W2 FERH £+ 2 No/Yes (When? o2 )
No / Yes
Are you two related by blood? ¢ cE+c32? No/ Yes

Do you have different family names? 514k

THRE(TRN L MFBERD B 577)
fi IR

Family tree : please fill out | Father & Mother Father Mother

their age and circle those who | (age 7% ) (age & ) (age & ) (age X )

live with you Residence  Residence  Residence Residence

KRR R TRl % TREAL 2 X

v, AEENTWEHIcO%2F T Your partner You

7230,

Medical history of your family | Diabetes w5 : No i /Yes 5 (Who? #:4i )

(those who are related by | Hypertension wi/E: No #/Yes 1(Who? #i )
blood) Breast cancer #.2:4 :No# /Yes# (Who? i )

Hearing difficulties ## (not age-related hfisic X 2 #HET I35 h £ ¢
4. ) : No fE / Yes 5(Who? #i# )

Neurological disease #hfgzeti:No /Yes 1 (Who?#:

1 )

Congenital heart disease %% :0#d: No / Yes #
(Who? s )

Others =z o (Specify : FLEsHxr
P )

@Have you ever had infertility treatment? FiLBE*Z I hnH Y 55?2
y y

If YES & o84, —>when Bli&#E

No # /Yes #
: date or age 4 7%

: type of treatment iM%

: name of medical facility g4




@ History of previous pregnancies(*including this time*) 4 % ¢ OIEHRNEE * 2 [l OIEIE % &t *
ry orp preg g

Pregnancy #4% times [ Delivery #i: times [ Miscarriage e
times [ Abortion #i  times [
Birth date | Your | Weeks | Baby’s | Baby’s | Type of | Length | Complications Name | Type of
FEHH age | A sex weight | delivery/miscarriage | of during of Feeding
H e PRI | sk b L <13 | labor delivery:/treatment | medical | For how
iy o FE | RENE 53 4659% | after miscarriage facility | long?
i S | RO BE S | mhid | &Ik
L BIREEHR DML G- &S|
[EX2KSEI KET)
First
1 ANH
Second
2 NH
Third
3 AH
Fourth
4 NH
@ About yourself & i1cowT
Your height ( )em
Your weight before pregnancy ( kg

Menstrual history

Age at first period #l#sk ( )years old %
Your menstrual cycles are J# :
Regular Jigz
Irregular FIig
How many days usually pass between the periods? (How often do
your periods come?) H 1

every ( ) days H
How many days do your periods last?

( )

Your last period was &% A #%
(Month) A / (Day)H / 20

~(Month) A / (Day) H / 20

days H




Do you know your due date? z i co@ i CHETEH 250> T b B
ET X, No vz
Yes ixv»(Month)g / (Day)H /20

Smoke mzm

Do you currently smoke?Hi7Em828 x i 37> ?
No Yesti  ( cigarettes 4/ per day H)
Did you used to smoke in the past? il - T\ 7z 45007
(From years old min > ~ years old £ ¢
Cigarettes #/ per day H)
Do you live with a smoker? Z[FlJg A icB2EH 12> 32> 2

No # Yes & (who? &t )
Alcohol 71z —n Do you drink alcohol? siti% #3222 ? No fE Yes &
What kind? fi# How much?en< 5w

Did you used to drink before pregnancy?/itiRiiic Silio Bz H v £ L=
7 No 4 Yes &

What kind?fi#% How much?rn< 5w
Are you allergicto 711 %¥— Medication?35i No fm Yes &
Name of medications # % Reactions fEtk
Food?&w No fm Yes &
What kind of food?&#4 Reactions #Etk
Do you have any other allergies? z o
No f Yes#5  What are they?# Reactions #ik
Do you have asthma?u & No fm Yes &

Yes #: First onset oo
Last attack was ##&5fEAH  (Month)d (Day)n 20 4

Have you had any

transfusion?#iiin o B

blood

No Yes i When?wit(date or age 4AH - 4Fip )
Reason #h

Thank you for taking time to complete this questionnaire. The information you provided will

be shared among our staff for your examinations and treatment during hospitalization. We

are committed to making every possible effort to keep your personal information confidential.
THABYDBE S TTVE LTz, T2 THEMAWLAENIL, EREHcAL, #EZPARDOBICSEICIETVRE
¥ T, T, EAERRELEST L, HEICRY BbE Tzt E FT,

For our use : #:24 A H Date of confirmation/20 4 H H

Signature z % v 744 v




