[f22Z : Medical Questionnaire]
Date: 20 / /

COBPBEICEALTIREL,

Please fill out this medical history form.

20}

Name :

£EAH . S B El i [
Date of birth : year,/ month,/ day (Age': years old)
EA?Eldress :

BEES JEES

Phone : Employment :

2 B

l.\lationality : Language :

5E *E

Height : cm Weight : kg

SHREDLSBENTI U=y EBBLELED? L. L.
1. What is the purpose of your visit to the clinic today?

HTIFFEDHBDITF Y I LTS, A
Please check the appropriate boxes.

IR BREE . ) ]

[J Pregnancy 1 Abnormal menstruation | [J Vaginal discharge
EBOHDH ] TR ] ] RIS HM ] ]

[J Genital itchiness L[] Lower abdominal pain LI Irregular genital bleeding
SERE FEHE ] ] THAR

[J Ovarian cysts [J Uterine fibroids [ Fertility treatments
EIL DR KRk

[1 Contraceptive pill. low dose pill ] Morning-after pill
DARS . ADA D . FEBRNAERD

[0 Cancer screening : [0 Breast cancer screening / [ Pap test
Z DAt

[1 Other

HRIEDATEIDONVWT

2. About your menstrual periods

BRARELOTUN? . . A
1).When was the first day of your last menstrual period? : | month/ .. day
%Mrﬁﬁﬂ@atmmmvatm? . FHp I
2).When was your first menstrual period? : Age. . . years old
amr:a)ﬁ@:—]xam;agzx S5W\WTITH? HEHA RHEA)
3).How long.is your menstrual cycle? : [1 . days . . | L] Irregular
FEHMic, BRIAMEBERLET,? . B
4).0n average, how long does your period last? : For . days
BREOBREWHADTTN? e L& DR
5). How heavy.is your flow? : [ Heavy . [l Medium_ | [J.Light
BERRHDETN? . Fn Bz
6)..Do you suffer from menstrual pain? : [1 Yes . | L1 No
B IEWDTIN? FHp I
7). When was your menopause 7 Age. ... years old




SETICHETHZEULBRBREBDEITHN? .
Have you ever had sexual intercourse?

=4 WL

L] Yes L] No

BRI DIIREICDOWT .
About your pregnancy history

SIIRDBERIZH O EITMN?
1) Have you ever been pregnant ?

W

] No
[FW
L] Yes
HEIR - S
B Pregnancy Number of times :
D
B Delivery
ExH . B
1 Normal delivery Number of times :
LETIE ) ) 5 S
[J Cesarean delivery Number of times :
R5 154 . o S
L1 Vacuum extraction Number of times :
HF ) 5 S
[J Forceps delivery Number of times :
REH M 1=
] Heavy bleeding Number of times :
REE
B Abortion or Miscarriage
BARARE 1=
L] Miscarriage Number of times :
ATHRE 1% .
(] Abortion Number of times :
FENER EF S
[J Ectopic pregnancy Number of times :
FURETRA [EIE=¢
] Hydatidiform mole Number of times :

CHIRL TV 256, URTOHEERZSNEIN? . . . . L
2) If you are pregnant, would you like to deliver in this clinic?

=4 WL

L] Yes L] No



RRE
5. Presentillness. Past history

1) A

2)

3)

4)

5)

6)

7)

8)

9)

RIEBRPORER>HDEITH?

re you currently undergoing medical treatment for any disease?
[AIAY-4 =48
0 No O Yes (Dlsease

BRYOBEDT LILF—EBDETH? ) )
Are you allergic to any foods or medications?

WL

L] No

7 hE—MEREX

R BNY) 1t il
] Medication ] Food ] Pollen ] Metal ] Atopic dermatitis

7Z)L3a—=)

ZDfth
[J Alcohol [J Other (

INETIKARERR/RCHOD S TcT & EHDFEIMN? . .
Have you ever had any major illnesses before?

W

] No
[Z4% e Fiy
O Yes (Disease . Age

TFEOPT, SHTEID LI ENBIRBIFHDEIHN? . .
Have you previously had any of the diseases listed below ?

WL

L] No

1) R BILE ) A
] Asthma [J Diabetes ] Hypertension ] Cancer
1t
(] Other (

REMAPOEFHDETITH?
Are you Currently taking any medications?

[AIAY-4

[J No ] Yes (l\/ledlcatlons

SETCFMEaRF e EBHDEITHN?
Have you ever had surgery before?
[AIAY-4

] No
Fifi Fiy
O Yes (Type of surgery : . Age

SETHMERZ T EFHDEITHN? .
Have you ever had any blood transfusions?

[AIAY-4 =30

L] No L] Yes

ﬁﬁEE_lEb‘(ﬁ]b‘l\%j)bﬁ‘\‘&ébibf:b‘? .
Did you have any problems related to a blood transfusion?

[AIAY-4 =30

1 No [J Yes (

SETHBRERZ I EBHDETHN? .
Have you ever had any anesthesia?
[AIAY-4

L] No
LEMHE . [P .
[J General anesthesia [] Local anesthesia

MEE L TEN ST TIDHDE LI ?

1 0) Did you have any problems related to the anesthesia ?

[AIAY-4 =30

1 No [J Yes (

®
years old)

®
years old)



BBIDEBEDEFEICONWT

6. About your daily living

1)

BEERHETN?
Do you drink alcohol ?

WX SIFBRATWIRWAY, LIETERA T 2

[FW

O No O No, but | used to. O Yes ml/day
BESNEIH? )
2) Do you smoke cigarettes ?
WX SIERATWEWD, LETR> TULM e
] No L] No, but | used to.
U1 AoRERK ) BEE
0 Yes (Current amount : cigarettes /day. Duration : years)
RIEEICDOWT . . .
7. About your family medical history
BRIDCREFANEEBEETTM? .
Does your family have any diseases?
il BOE | R Bh
Ex.Hypertension, Diabetes. Cancer
2 e CE
Father O Healthy | O Disease ( )
e N
Mother O Healthy | O Disease ( )
% e CE
Husband | [0 Healthy | [0 Disease ( )
FEL e GG
Children | O Healthy | O Disease ( )

S, BATEREEN T B LR TEXIN?

8. Will you be able to bring an interpreter with you in the future?

W

L] No

Fun ZBIR
[J Yes (Relation :

AHERIBNIERERBEBZITLLEEW, . .
9. Please let us know if you have any questions.

)




