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Common Questionnaire for First Consultation
at Chiba University Hospital
FEXRZEZBHERR BRIEB<DZ>MEZERE
Entry date/zaa: 20 YY #/ MM g/ DD &
Name Date of birth
- SRR YYYY #/ MM g/ DD =
Telephone No. _ _
Occupation /BEES
e ( If you are without an occupation Nationality ] Japan JEA
currently, please indicate your most
recent work/IR7E SR D 13 BT D BEE) /EE L1 Other izo# ( )

-

s
4

4

e

\

_________________________________________________________________________________________________________________________

Do you have your Individual Number Card? /~«+>s—»—r (Yes /5

3 5 & 2

BogsWEEDRBICEOTWET,

ZHhEBRVLET,

1R(x M FRIRFEZ AR L7456

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.
JEREERETUS - EAT 270, v A HERIORAIC

No /)

We are making efforts to provide high-quality medical services by obtaining/utilizing medical information.
FRREREEE - ERT S I L0k Y.

@ 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)
/D$| WIBINE (M2 mE1

Do you agree to providing your medical information which we can obtain from your Individual Number

Card? /=4 2@ & somEsmecAEL 2322 (No/wnz

Do you have a referral from another medical institution?

SOEFRE, SBRAREsEETTr? (No/uvnxz

Have you undergone a specified medical check or Elderly Person Health Checkup within a year?
/201 EMTHERDRUSHERDERITE L ?

Time when medical check was conducted /ezws (

(No/wunz

Yes /iz1r)

Instructions provided by the medical check /#=s#m:

Yes /iz0)

Yes /iz0)

YYYY #/

MM &)
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Major reason for visiting our hospital /s n@eaiconc

(D What is the most significant health problem for you now? /4—&s8y o - & e,

(@ Please provide details on this health problem. /5@y mz & icouciL <sEE L0

e.g., onset date, duration, course, and details explained by your former attending physician (referring
medical institution) /vons (OBAEA S, OBHA D). Eib, HE BAT) HoRBINTVNEAREY

Diseases previously diagnosed/treated /4 & ciczur - e nrmsiconT

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

/[ATFTomREEbNIzZ e HNIE, OFDIFTLEEL,

Hypertension /sm= - Diabetes mellitus /#m% < Lipid abnormality /sazss
Heart disease /o  *© Kidney disease /s ©  Cerebrovascular disorder /mimias

Respiratory disease /msxz * Blood-related disease /mazz +  Cancer /44

@ Indicate diseases for which you check with a doctor regularly or which have previously

developed below, if applicable. /mmEn L c v amavBEhr 72 DB BFAERAL T EE L,

Christian calendar Name of disease/surgical Treatment status | Name of hospital/clinic
year or age at onset technique
JTIE £ 1= L8 /% - FHiA SRR /5 - DB

Completed / Ongoing

/T - Bk

Completed / Ongoing

/T - Bk

Completed / Ongoing
/T - Bk

Completed / Ongoing

/T - Bk

(® Have you undergone a surgery in which a metallic component is retained in your body?
/5 ETIFHEZY, HRICRBIESHY ETh

[INo =w [Yes »z

(Please specify the type of the metallic component/ & o & 5 & &< 4 )
(6 Have you undergone tattoo or permanent @ Do you have a removable denture?
makeup in any body organ? iz r—tx1ssLcuzes Vo OPNNE s - DES RN
[INo /mw [Yes /»» [INo v [Yes 52
(Body region o ) (Region /i )
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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.

/RIE(MB D T REDER AL >7H/E. @TUSTF v o% L, hy HEMERBAL TLES L,

[JHypertension /= ( ) [(JDiabetes mellitus /mmm ( )
[(JLipid abnormality/mazsz ( ) [JHeart disease/vm ( )
[JCerebrovascular disorder/mmnzrz ( ) CCancer /#4 ( part/zs: - )
[IOthers /z ot

Name of Disease /s4: Name of Disease /s4:

Relationship to you im: ( ) Relationship to you im: ( )

Medications /##iz >

(@ Are you currently taking any medications (e.g., oral/topical agent, injection, and over-the-counter
product)? /s, ERLTLAEE (O - A - 15 - TIREEXBHET) BBV ETH?
[INo /=L
[1Yes/»zyv — * No further entry is required for individuals who agreed to showing the Individual
Number Card. /=1 rRBiEIREN LW EHREATETT,
* No further entry is required for individuals who can submit their own prescription
record to our clerk./szFgs sEb0n1t, BONRBRVAEFLERATETT,
*¢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:

/RAFREEICABL WAL - BEFIREZBHLTHLADHL, UTICRAL TSN,

Name of medication #14:

Please indicate other preparations, herbal medicines, supplements, and health food products that
you are currently taking, if applicable. /zom. smrsey 7040 b, ggaescmmL Lz L0rBRERALT L,

>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.
/ERLTWBBAE, it CaBcEEE 52 s TEMA S Y T, BAOL, BFEMAARLTES L,

Allergies /7L n%—zout
@ Do you have a food-related allergy (e.g., egg, dairy product, wheat, and peanut)?

/BYTLLX—EHY ETHh? Bl xS ARA MR E-FVUBRE

[INo/#zw + Unknown /s %
[(JYes sz (Product name /g4 - Symptom /s - )
@ Do you have a medication-related allergy (e.g., contrast agent, antibiotic, and anesthetic)?

[ERTLLX—EHY ETH? B SR, MAEME, REBGE

[ INo/#zw » Unknown /s %
(Yes sz (Product name /g4 - Symptom s )
@ Do you have any other type of allergy (e.g., metal, latex, and alcohol-based product)?

/ZDWTLLEF—ZHY E9H? fli 2B TV IR TLa—LFHLEE

[INo/#zw + Unknown /5% L
[(JYes sz (Product name /g4 - Symptom sz - )
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Habits /&= -u <
Drinking /s@iou <

[ INon-drinker /g = 7

[Former drinker for at least a month sg%c#A < r=nen=(1 » BLLEEBS)
age at quitting drinking s 7-##: around ( ) vyears old s

[l Current drinker /¢

age at starting drinking /..># 5, around ( ) vyears old s>
( ) times/week /m/im
Type of alcoholic beverage ms:: ( )
Volume of drinking per occasion 1 mog: ( ) glasses #

@® Smoking /7iz >0

[ INon-smoker /4% <7z £ 0o
DFormer smoker for at least a month — Specify below [BEIZE S TOWAPH (1 » ALUEER) —HFICs#izRAL T

[ ICurrent smoker — Specify below /4 tm-cu s —uFics@eERALT RSN

Smoking duration ez ( ) vyears /=
Age ##: from around ( ) ~to ( ) yearsold/ ( ) g~ () maEzET
No. of cigarettes s ( ) cigarettes/day /g

Do you have any restrictions due to your religious beliefs or personal convictions?
(e.g., dietary restrictions, blood transfusions, etc.) /Em - E& LoBETOHIEI ST (% - Bils &)
[ INo /#u [Yes /#%
Restrictions /z% -

Reason /=g -

If you are a biological woman, please answer the following questions. /zt#onsizs@LL £+

@ Are you currently pregnant? /me. L £ 4
LINo vz
[IPossible /mensnz * Yes nsn
The ( )th week of pregnancy % ( ) #E
Estimated date of delivery 4»#s%a: YYYY %/ MM g/ DD gr
Are you currently breastfeeding? s, #aLcvzsn
[ INo /% [1Yes /5%
Please indicate information freely, which you would like to let our hospital staff know.

JEBREBEICA > THLWTIEL WS EZ BHRICEH#H L E L,

Thank you for your cooperation. Please submit this form to our clerk after filling in all necessary fields.
[ZFHBYDE S TENE L, TNTERALLS, SHAZIRNEHRLET,

Please note that you may be asked to complete another questionnaire for consultation at a
department. /2HHBICHOMBEICRAVEECSALHY T, TREBFEEL,

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.

[RERE, ERCREOEPIREOBEE S P THMENTHY 274, BALAEOSECHESOEN LY BROELAE UABRICIE, BAEEES
LLET,
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