Medical Questionnaire Date/

Please check the appropriate boxes./HTIFEDEDICFTVILTLIZE,

Patient name/EBEHKZ Nationality/E$&
Date of Birth/4£%HH year/f month/H day/B |Age/iin
Address/{EFR Phone/3&#&5%

What brought you here today?

OPregnancy/dEiRh ? OPregnancy check up/itimi&s2 OVaginal discharge/&DHD
Olrregular genital bleeding/A~1IEH N OGenital itchiness/HW OAbnormal menstruation/412DEE
OOvarian cysts/SIEEEEE OUterine fibroids/F=/5iE OCancer screening/h At&E2
OInfertility/<E OPeriod control/ B#Ei8&h OUrinary problems/#EREED 8= T)L
OLower Abdominal pain/ T EEEBsE OOthers/Z At ( )

When did the symptoms start?/ZDAERIEV DS TIH ?
Since approximately: year/& month/HA day/HEMS

About your menstrual periods/B#R(CDUL\T
When was your first menstrual period?/#&$ TORRIIWVNDTIH ? Age/fFiHs ( )

How long is your menstrual cycle?/B#EHA( ? ( ) Days-menstrual cycle/H#! OlIrregular/ANIE

When was your last period?/E#&B#E(E ?

Date/B17 : month/H day/H
Have you ever had sexual intercourse ? /435 0EER (D D FEITH ?
(IYes [INo

PregnancyHistory: How many times have you derivered, miscarried or abotions?/{EHRE

OPregnancy/{Fix - Number of times /1% ( )
ODelivery/HE ( ) = ONormal /IE&E ( ) OC-section/FELIR ( )
OMiscarriage/SREE ( ) OAbortion/ AT ( )

Are you currently undergoing treatment for any diseases?/;&EHDR&(EHDEITH ?

OYes/ (&L - (Disease/fx% )

ONo/WLWW R

Are you currently taking any medications?/IR7E. BRACL\BIHBE(EHDEIH ?

CYes/ (LN - ( ) CINo/L\NE
Are you allergic to any foods or medications?/BRYIOBE(IC T LILF—(FHDEITH ?

CYes/(E0LN - ( ) CONo/L\WE
Have you ever had a Pap test ? /FENAMEREZEDITIcC &IFHDEIN ?

OYes/(dLy  — Date/Bf% : year/fF month/H_____day/H CINo/ULWE

EAE AT (M)
/@ BREIUZvIHDE

KENSEKIDO CLINIC KASHIWANOHA




