W AFIRIZZE / Gynecology Questionnaire

£ Bl/name

4 4 A B/Date of birth F/year H/month H/day
Do you speak Japanese? tick(v/)box = [ Yes. O No.

OS5 EIZZEINSERICTDLVT / Reason for visit ODFIZv REANTEEALIZEL / Tick(v/)box
OF =&/ uterine myoma OB E D Sf&E/ovarian cysts OR1—"F/polyps

O A& &/irregular periods OAFIEH M/irregular bleeding O Y+EMD/vaginal discharge
O TFiEJ&/lower abdominal pain O4ERD M A/ itching OFbF4E/infertility

OE F#i/symptoms of menopause OHAIREE/pap smear O YRR E /pregnancy check
O% D fth/other( )

@ A #2122 T / Menstrual history

* MOTEENHI=DIELDTTH / At what age did your first period start?  i/age

* BARR(XLNDTY A / Have you reached menopause? Ifyes = i%/age
* HI(XNEEHTI A / Are your periods regular? OusNz/ No O(ELY Yes

* AIBEHAZDULVT / Interval H E#i/days
* £ (I AEHYEITH / How long does your period usually last? H/days

* £ OE / How is your flow? %LV heavy O &/regular O4 7L V1ight
* H£IBJFIX /Do you have period pain? [O#/No O%F/Yes = Ol D+H/always OB 4 /sometimes
* £ EBETEZEZERHAHFI HY Do you use painkillers for period pain?

OULWNZ/No OIELYYes = ZFE S & /mame of medication ( )
* ¥ B#EIXULDTT HY Date of your last period.
BAta B/start F/year H/month H/day #£7T H/end H/month H/day

QR SDRERIIHYFET A / Have you ever had sexual intercourse?  OlHLV/Yes Ouy % /No
O EREIEITHh M= EIEHYFETH / Have you ever had any STDs?

LM Z/No Ol&ELVYes = 095227 /chlamydia O i#kdA/gonorrhoea
OkYaEF R/trichomonas Ox 4 X/HIV
OZ D fth/other
@ FENAREESITI-2ENHBYETH /Have you ever had a pap smear?
OWLZ/No
OlELVYes = iZIZ32IT1-FHA/Date of last pap smear HF/year H/month
w fRE$E R /result OEE 4 L/normal OE&#HY/abnormal=Details( )

@1 YRFE(CDLVT / Pregnancy history
*INFETITHEIRLECER HDFETH / Have you ever been pregnant?
CIl&LVYes CIL\WNVZ/No
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*BARELANLIREDEERREHVETH / Have you ever had a miscarriage or abortion?
LA /No

*BFENDOLpDHIFTEEALREELY Do you have any children? If yes, please give details.

H E B D FE#5/delivery age P75 %/ delivery method
% 1 F/first child /age |O#FEH1%/vaginal delivery 0% £ tIBd/C-section
% 2 F/second child M/age |O#FEHM/vaginal delivery O EYIBf/C-section
% 3 F/third child H/age |O#FESH/vaginal delivery O ELBE/C-section

@7LIILFX—EHYETH /Do you have any allergies?

OuLLZ/No
OiELVYes = [OF/medication ( ) OBA~#/food ( )

O%Z Dth/other ( )
OBREERATNDEDLLLEHTIYAUMIHYFET A / Are you currently taking any medication or supplement?
O\ R /No OlELVYes = FEF4£/details ( )

O LI TR D=2 EIEHYET H / Have you ever had any of the following medical conditions?
ZEITHIABTOOIV mEANTEEZLIZEL / Tick(v) all relevant boxes.

O& fM/E/high blood pressure |O&f§M%E/high cholesterol O %K &/ diabetes
ObMig D JE S /heart disease O D %® & /kidney disease Ol D 7w & /Niver disease

0% B/asthma (B> ) (= )
OB R AR D& & /thyroid disease|d%E/cancer(FEHl= )
O D fth/other

@ FliEZ(T=-C A HYFET H/Have you ever had any operations?
OULM N /No O L Yes = EF¥#fi/details /year
O R EDFHEZH LA TLZELVHave any of your family members had the following medical conditions?

£in = I E WRA 2 04t
age high blood pressure | diabetes | cancer other
R /father Age 3 O O O
f/mother Age 3 O O O
F.3B/brothers | Age % ] O O
Witk /sisters | Age % | O O
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