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Administrative Code for Hospital Staff
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Common Questionnaire for First Consultation
at Chiba University Hospital

=2 A H/ Entry date: 20 F A H(Q20YY/MM/DD)
EHHE “FHH F A H
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UBRIERIER AT - ST 2 LItk ), HomuwERoRHfIcEw TnET,

We are making efforts to provide high-quality medical services by obtaining/utilizing medical information.

B EREZIS - WEAT 5720, v A4 FREEFEOFAIC S 2 B L 3,

You are being asked to show your Individual Number Card as a health insurance card issued by the Government of Japan, which

makes accurate information available.

QEFIHFRIFME WIRghy) M1 380 W2 184 FRBGEEZ R L 2358
Medical Service Fee Point to be added for medical information acquisition (first consultation): Addition one, three points;
Addition two, one point (if your Individual Number Card was shown)

R4

e mee e ———————

\\
N,

<A FvNR—=h—F
Do you have your Individual Number Card? (B/Yes - #E/No)

AY
N,
~,

YA FREREEIC L 22 BEBEHGBICAELEIN?
Do you agree to providing your medical information which we can obtain from your Individual Number Card?
(WWZ/MNo + LV Yes)
b DEFREE A BRI BFLTTH?
Do you have a referral from another medical institution?
(WWX/No -+ LY/ Yes)
IO 1 FHTRERZROImERZZZITE LN ?
Have you undergone a specified medical check or Elderly Person Health Checkup within a year?
(WWR/No + ELV/Yes)
{272 K583/ Time when medical check was conducted: F/ A(YYYY/MM)
$E§E 18/ Instructions provided by the medical check:

B & M7= F 4R FEH 1 D LT /Major reason for visiting our hospital
O S—FEBRY O Z L IFRITT D,
What is the most significant health problem for you now?
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@ BRVDOZLICODWTEFLIBEE( 2L

Please provide details on this health problem.

Wohs (OAABA L, OREIN D). BB, FIE (BHT) HoRBFINTVIRRA
¥

e.g., onset date, duration, course, and details explained by your former attending physician (referring
medical institution)

S E TIZZWT - BE I NL7-fmSUIC D L T/Diseases previously diagnosed/treated

@ UTomK[EEbNI-Z EhHNIE, OZDIF TSI,

Please circle all applicable terms for the diseases below that you have been diagnosed.

= /£ /Hypertension - #EFKJE/Diabetes mellitus - A5E EFE/Lipid abnormality
(VB SR/ Heart disease  +  BEifm/Kidney disease - XM E FEE/Cerebrovascular disorder
P IR 257 28 /Respiratory disease - [M/& %% £ /Blood-related disease * #YA./Cancer

@ REBRL TLARBEICBEICHD>T-CEDHBERAALAL TS,
Indicate diseases for which vou check with a doctor regularly or which have previously
developed below, if applicable.

PO & - s FF wH - Fili AR bt - 2FEFT 4
Christian Name of disease/surgical Treatment status Name of hospital/clinic
calendar year or technique

age at onset

BT - B
Completed / Ongoing

T - @b
Completed / Ongoing

T - Bk
Completed / Ongoing

A1
Completed / Ongoing

® S ETICFNAE=ZIF, BRICERIEZH Y T,

Have you undergone a surgery in which a metallic component is retained in your body?

(17 U\ /No 3 5 /Yes

(ED & 5 %8 T 1 Please specify the type of the metallic component: )
® AME, T—hrAXA72LTWETH |@ YA LAIEAEREIEH Y £TH
Have you undergone tattoo or permanent Do you have a removable denture?
makeup in any body organ?
(72 U\W/No [ %/Yes (72 WW/No [ %/Yes
(1K D EBAI/Body region: ) (ZRfI/Region: )

RIE(MB)D TRRDBRE-7=HE. £@TIFzv oL, Ay allFERERZALTL
72 Ly
Check all the below boxes of terms for diseases that any of your family members (relatives) have
been diagnosed, and insert the relationship status of the person to you into the parenthesis.

(] 1/ /Hypertension ( ) [J#E PR %/ Diabetes mellitus ( )
[(1P8E £ % fE/Lipid abnormality ( ) [0\#s/Heart disease ( )
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(1B 0 & fE = /Cerebrovascular disorder ( ) [OAA/Cancer ( )

(1% ot Jm %4 /Name of Disease: Jm % /Name of Disease:
#5t1A/Relationship to you: ( ) #tiA/Relationship to you: ( )
Jm %4 /Name of Disease:
#5tiA/Relationship to you: ( )

H3E (2D LT /Medications

@ WRE. FALTLWEEE (AR - AR - 25 - TREZEAET) EHYVEIH?
Are you currently taking any medications (e.g., oral/topical agent, injection, and over-the-counter
product)?
(17 L /No
D&% Y/Yes — - A FRRIEICABEWZIZWHIFRRATETT,
No further entry is required for individuals who agreed to showing the
Individual Number Card.
- BEFIREBFHDOHIE, BRONEBEWLTNIERATETT,

No further entry is required for individuals who can submit their own
prescription record to our clerk.

MRAFRBIECABELTVAL - BEFRESELTRLADH, UFIKBALTLE
Ly,

Please provide us with the following information Only if you do not agree to showing your
Individual Number Card, or only if you have no prescription record:

K| % /Name of medication:

Z DM, EAECHYTU AV M BEEGAEERLTVLW2L0PBNIETHRAL TSR
=Ly,
Please indicate other preparations, herbal medicines, supplements, and health food products that
you are currently taking, if applicable.

XEALTWRIGE, FNREBRICEEAESEZ AL’ HY £, TAD L. HTEED
[ICHEERL TSN

If applicable, any of the above products may affect a therapeutic procedure such as surgery. Please
make sure to indicate the relevant information for discussion with your doctor.

7 L L F —(Z DWW T /Allergies
@ BYTLILF—EHY FIH? Bl 7cx . ABm, ME E—FVRE

Do you have a food-related allergy (e.g., egg, dairy product, wheat, and peanut)?

[J7% U /No + %0 © 7 Ly /Unknown

& % /Yes (§h%/Product name FEIR/ Symptom : )
@ FFTLILFE—FHY) FTH? B EH. AEME. RBG L

Do you have a medication-related allergy (e.g., contrast agent, antibiotic, and anesthetic)?

(172 UL/No + %05 7 Ly /Unknown

&% %/Yes (&h%/Product name : fEIR/ Symptom : )

® ZOWTLILF—EHYETH? Gl 2B, 7T v IR TAa-LEFGRE
Do you have any other type of allergy (e.g., metal, latex, and alcohol-based product)?
(172 ULy/No + %05 7 Ly /Unknown
[1d % /Yes (&% /Product name : fER/ Symptom : )
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HEZE 2D LT /Habits

@ %3822\ T /Drinking
I8k & 72 Uy /Non-drinker
(B EICERA TW =D 7-(1 4+ B LI E#ZB)/Former drinker for at least a month:
P & 7= FE B/ age at quitting drinking: around ( ) FRYE/ years old
[0 8X¢>/Current drinker:
L\ DA 5 /age at starting drinking, around ( ) A B/years old
( ) [B]/58/ times/week
fE%8/ Type of alcoholic beverage: ( )
1 EI 0)%/ Volume of drinking per occasion: ( ) #/glasses
® 721£Z (22U T/Smoking
D/v\ifﬂ)&o =2 D
Non-smoker
(BEICHE > TWAvoHz(1 » BULEREB) ~UTICERELZALTLZEW
Former smoker for at least a month — Specify below
O05HTF->TWE =ITICEMZzEEAL TS0

Current smoker — Specify below

B2 JE o #/Smoking duration: ( ) F/years

Fi5/Age: from around ( ) m~/to ( ) 7B F CTlyears old

B2IE A $UNo. of cigarettes: ( ) Z/H/cigarettes/day
ZHEDOAICHEENLET

If you are a biological woman, please answer the following questions.
IRE. W4 L T U £ 9 /Y/Are you currently pregnant?
D LUy X /No
RJBEMEAY 8 % /Possible + |4 L)/ Yes
ﬁ_jc?)l_? BB/ The ( )th week of pregnancy
8% F 7 H/Estimated date of delivery: F/ A/  HIYYY/MM/DD)
@ IR7E. ®FL L TL F 9 HY/Are you currently breastfeeding?
[JUyU 2 /No CJlE UV /Yes
WA ICH > THWTIELWZ s zBAICEHFHCTZI W,

Please indicate information freely, which you would like to let our hospital staff know.

THHBYD LS ZTETWE LT, IRTERALEL, ZINTIREZESHAVGLET,
Thank you for your cooperation. Please submit this form to our clerk after filling in all necessary fields.
ZEBABICHORMBRICBAVWEELSBEYFH Y X T, THRELETVL,
Please note that you may be asked to complete another questionnaire for consultation at a
department.

AERNE, EECEROBFIRFOERE 5 I TEREINTHEY I BARCAEOTECHEZTOEWIC K
DEROEWAELC-BICIE, BARBEELEELETS,

This English translation has been prepared under the supervision of doctors, legal experts or others.
When any difference in  interpretation arises because of a nuanced difference in related languages or systems, the Japanese original shall be given priority.
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