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Self-Report Form for Medical Institutions
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Date of Entry:

LAH

Year Month Day
gB H H

This form consists of questions asked at reception and supplementary questions about your
physical conditions, which need to be reported to the hospital. Fill in this form, ticking the
appropriate boxes, before going to the hospital. When you get to the hospital, please hand the

form in at reception.

JRBENHT 9 B 7D DI 2R TORE R ETHBIRZ S T, POLAL %Y 50

VEIZ A 2RI LT FEW,

Questions Asked at Reception
ZAERIT T O R BRI

Name

faii

Sex : ] Male L]
PR B

Female

'3

Date of Birth : Year
BAEAH e

Month

Day

Age
Al

Nationality
[

Address
BN

Telephone Number
WHES

Contact

R
Company Name
e =24
Person in Charge
EEECEd
Telephone Number :
RN

Prepared by Japan International Training Cooperation Organization (JITCO).

() [EI B RHE 1a )18 (JITCO) 11k

Which department are you visiting?

MR 22ZsLETh
[ Internal Medicine  [] Surgery (] Orthopedics
WE PAYES ISR
[ 1 Ophthalmology [] Otolaryngology (] Dentistry
AR L LR P}
[ 1 Urology [] Obstetrics and Gynecology [ Dermatology
WK ARt I TYNE B
[ 1 Psychosomatic Internal Medicine and Psychiatry (] Emergency Outpatient
DFRNEE R R BESHK
[1 Other [J Don’t know
Z Ot LMOIEA
(10)  When did you come to Japan?
WOHARISKRE LA
Year Month Day
gB H H
(11) Do you speak Japanese?
HAGRIEEE I
] O O
Yes Basic only No
3 R AR T IO T, ARV
(12)  Medical Expenses
PEHENCDOWVT
0 ( )
[ am insured of health insurance. Health Insurance Number
IERRLRBRICIIAL TV E TS [ R PR IRAIL 7
]

As I am not insured, I will cover my own expenses.

fERELRBRICINA L TR AD T, ZHAH TILVE T,
]

As I was involved in a labor accident, I will apply for workmen’s accident compensation insurance.

T KFHTHY Ty RARROHGZ LT,




Date of Entry: Year Month Day

FEAH it H H
[] Sleeping pill [J Tranquilizer
eSS Rz Al
Supplementary Questions About Your Physical Condition = Medicine brought from my country - [J Other
RHEDDR>TET Z Ot
HiBhRRS 5
State the name of the medicine if you know it. ( )
HOAFHN DML GEALT FEW,
(3) Have you ever had a rash on the skin or become ill after taking medicine or receiving an injection?
GERTHEEZRALED T2 LTI, IS0 BEDEL LSS NHOEIT D,
I Family History ] Yes O No
KIFHECDNT H% A4
If any of your family members including the deceased had any of the following disease, encircle [ ] with If Yes, tick the appropriate one.
O if appropriate. (% LBEATGE ST 20DV HIZ NI TRV,
TG iB B THIKICELLFOIEIRA LN LD ZOTHAT FEW, [J Pyrine medicines [J Antibiotics
[SINLADE S PUEME
1 Me/:dical‘History [] Anesthetic [J Other
WHEEICDWT JRIFEEE Z DAt
(1) il\a;(; yﬁl; e\ier had aflzl of the following diseases? 1 Yes [] No ] State the name of the medicine if you know it. )
7 XU IS T2CEIZHOE T, EUN LA ORI DAINE FLALT FEW,
If Yes, tick the appropriate one.
MEVIEEZTB %M T 20DV HZ NI TREW, I Alcohol and Tobacco
[] Respiratory disease ] Pisease in digestive organ(s) W12 AT
I g D THEZR DI
[] Hypertension [] Cardiac disease (1) Do you drink alcohol?
e ILESE DR B2 E T,
[] Disease in urinary organ(s) [] Gynecological disease [] Yes [J No
PR AR DI LTINS IOFTSE Fwv AIAY-S
[J Infectious disease [] Allergic disease If Yes, fill in the appropriate blank.
JEYYE T UIVF—E NIV EBEATGB U T5EDIC, i ALTFEW,
[J Mental illness
IDOWER How much do you drink at one time?
1 FNCRT 5, FIC
If any else, p“leiase state the name of the disease : ( ) 1. bottle(s) of beer 2. mlofsake
ZOMHNE GLALT FEW, vl A AA  ml
(2) Do you take medicine regularly? ] Yes ] No 3. __ml of shochu (clear liquor)
B SEICIRATO BN B ET H% 70 bl ___ml
4. Other ( )
If Yes, tick the appropriate one. ZOfth
(5% LBEZTB N THEDIVHZEMFTRE,
[J Medicine of respiratory disease [ Medicine of digestive organ disease (2) Do you smoke?
PR O LB TR B TET A
[J Medicine of hypertension [J Medicine of cardiac disease [J Yes (____cigarette(s)/day) [J No
FILE DTS DI DS @ (—HIH %) s




Please submit this sheet with appropriate boxes ticked when relevant.

(COHIZ GED B AL JERISY 2O TRIELT FEW)

IV  Why did you come to the hospital?

ESLTeDTEH
U U U
Because I am not well. Because I am injured. Because abnormality was found by the health check.

ROFFDENDTRE LI, THZUDOT KK L, (@REESHTREDADONOILIZDT RIX LU,
(1) General condition

KRR DIEIR

[] Tam feverish. My temperatureis ____ “C.
BDHOIT AN JEHVET,

L] I'have been fatigued.
EnNENR,

[ Ifeel weary.
EIEBODTY,

[J Icatch a cold easily.
JERR 72 O-ZEIUVTY,

L] Ifeel dizzy.
OEODLET,

[J I am wakeful and wake up too early in the morning.
O ST FHIHRHMRDIOLET,

[J Ifeel depressed and melancholy.
KEFBIVEBIAR DS5H DT,

[ I can not enjoy what I could enjoy before.
GETELOTOIIENELDEE A,

[] Other
Z Ot

(2) My symptoms have continued for ____ days.
FERIE, _ HEIAS5TY,

V I have an abnormality at the part of my body shown by the box ticked below.
VEZZAN I RO DB E T,

[] 1. Head/Face [] 2. Eye(s) [] 3. Ear(s) [] 4. Nose
BERYAT] H H L

[ 5. Mouth [J 6. Tooth(Teeth) [J 7. Throat
[} i DE

[] 8. Neck/Shoulder(s) [] 9. Chest [] 10.Stomach
HeE Ity H

(] 11.Abdomen [ 1 12. Anus/Urinary organ(s)/Reproductive organ [] 13.Back/Waist
15 ALF - WsPR a5 « S o R

[ 14.Hand(s)/Arm(s)/Foot (feet)/Joint(s) [] 15.Skin
T« i 1 - BHE B2 i

VI Do you feel any pain at the site ticked in V?
VTV IS IEADHDET H,
[]Yes [J No
MADHOET, JAAIDHOTE A,
If Yes, fill in the appropriate blank.
NIV EBERT G %S9 2801, Gt ALT FEW,
The pain started ____ day(s) or ____ hour(s) ago.
Z DA, Hilfid_ KRG SaaEOE Lz,

Head/Face
YH/B
Head

U

0

O

O

The surface of my head hurts.
KMMHAES

Part of my head hurts.
NI AET

I have a dull pain.

V=V ELIIRADHOET,

I feel heaviness.

HAUKCE T

[ feel fuzzy-headed and don't feel refreshed.

FFB-LLTI->EOLEEA

Face

A

0

0

My face is glowing.
EAQIESCH

My face twitches.
COETER LR

Eye (s)

H
O

O

The inside of my head hurts.
IV 253

I have a throbbing pain.
AFVAFLET

I have a squeezing pain.
LODIFBEITIAET

I feel dizzy.

{BBLEY

Other

Z DAl

My face is swollen.
TLATVEY
Other

Z Dt

[ feel like I've got something in my (right/left) eye.

(h 1) IS RED H O F T

[ have a pain in my (right/left) eye.
) A ET

My eyes get tired easily.
g

My (right/left) eye has become bloodshot.
G MARMUTOET

I became difficult to see.
HZILZ>TEEL

I have dim sight.

MY HEY

Other

Z DAt

Ear (s)

H
0

0

O

[ have difficulty in hearing.
HEHOICANTT

My (right/left) ear is painful.
G )R AET

Other

Z Oftl

L] Ifeelitchy in my (right/left) eye.

(G D

I have double vision.
EON HICHZIFT
I have dry eyes.
MbOEXT

My (right/left) ear is buzzing.
HBOMWLEd (- /6)

I have a running ear (right/left) .
HBrEnsthxd k)




Please submit this sheet with appropriate boxes ticked when relevant.

(COEIT, FZSEID DU IEIRISY FIZAHF THRIFLT FEW,)

4. Nose
L
[J I have a running nose. [J My nose is stuffy.
SORDHE S L VaaoEEN
[J My nose bleeds. [] I feel itchy in my nose.
LIS ESC SODHDPY
[J Other
Z DAt
5. Mouth
H
[J My mouth becomes dry easily. [] T have a pain in my cheek (s).
WERY (EESIRT AN
[] My tongue hurts. [] I have stomatitis.
ERAT A FINRDHRTOES
[J Thave a bad breath. [] Other
FRNLES Z DAt
6. Tooth (Teeth)
23]
[J] Thave a toothache.
SR
L] Ifeel a smarting pain when I put something cold in my mouth.
HIEVEDNLAET
L] I'have a pain in my gums. [ ] My gums are swollen.
EENSERAT A H<EMRINTVET
[J My gums bleed. [J Afilling came out from my tooth.
S MHIMUEYS HOFEDEDONENK LT
[] My tooth is chipped. [ ] Other
AV RITE LTz Z Dt

L] I'require only a temporary measure.

JOEFHEIZF LT FEW

7. Throat

nE

[] My throat is painful. [] I feel pain when I swallow.
AT EDZRPPABEZITIRPHFET

L] I'have an irritated throat. [ ] My throat feels blocked.
WSSO TY FIMEEE>TOBEEALE T

L] My voice has gotten hoarse. (1 I cough.
DI NES HEHNHTT

[] Ibring up sputum. [] I bring up bloody sputum.
BEMIE S MRS E S

[J Other

Z DAt

Please submit this sheet with appropriate boxes ticked when relevant.

(COHEIC, AT B RIS ZMNITRIBLTRFEW,)

8. Neck/Shoulder (s)
[ENE
[] Ifeel a pain at my neck. [] I cannot turn/bend my neck.
ERA A EEISRW [R5 RN
[] Istrained my neck while sleeping. [] Ifeel stiffness at the back of the neck.
BhEAE L HO®BMIDET
L] Ihave whiplash. [J I have stiff shoulders.
B BIEICRDELE JBMWIDET
[] Other
ZOftl
9. Chest
]
[] Thave a pain. [J My heart beats hard.
HET BENLES
[] Ifeel pressure in the chest. [] Ifeel hard to breathe.
JERED B RS BEALICWTT
[J Thave nausea. [J I have heartburn.
HEALET g MLE T
[] Other
Z At
10. Stomach
H
[J Thave a dull pain. [J I have a stinging pain.
FRNRADHOET FIIEOIThAHAET
[ Ifeel heaviness. (] My stomach hurts when I am hungry.
HOECALET ZEMERHTIR A X T
[J My stomach hurts after a meal. [J T have nausea.
BIBIAET HERALET
[J Ivomited. [J I have no appetite.
HEXLE BADEWD
[] Other
Z DAt




Please submit this sheet with appropriate boxes ticked when relevant.

(COEIC, YT BIUS BRI 2N THRIEL T REW,)

11. Abdomen
115

[ ] I'have a pain in my (entire/right/left) abdominal region.

(kA1) FIEARRAYRY

[] My (right/left) flank hurts. [ 1 Thave a severe pain.
CERyI) -l CESIHAET

[J Thave a dull pain. [ ] I'have an abdominal pain and nausea.
HIWEADHOE T BIEMHRSTHEERELET

[J I have a squeezing pain in my entire abdomen.

JEER A DD END KT AE T

[J My abdomen is inflated. [] My bowels rumble.
BEMNIOET BENIoIalEd
[J Isuffer from severe diarrhea. [ times a day]
OEWVWPMRITI,—H
[] Isuffer from mild diarrhea. [] Isuffer from constipation. One time for____days.
BV RRITY BT, HIZ 1 IITY
[] Other
Z DAl

12. Anus/Urinary organ(s)/Reproductive organ

N R0 e BT

[J Thave piles. [] Ifeelitchy in my anus.
FHOES HLFI N TS

[J Thave bloody feces. [] Iurinate very often.
IR COE T PROSENTS

[J Ifeel pain when I urinate. (] Thad bloody urine.
PRI B ZITIAE T MRAHE LT

[ My sexual organs bleed. [ 1 Thave a discharge from my womb.
PEER DML F 9 BOLOWHLET

[J Thave a period pain. [] My period does not come regularly.
G anrsUESCH EHAANETY

[] My period has stopped. [] Ifeel itchy in my genitals.
BRI EFOELT FEERIC D AHDHOET

[J Other
Z DAt

13. Back/Waist

R

[J Thave a pain in my back. [ ] T'have a pain in my lower back.
GRS A E T

[] Ifeel weary in my lower back. [] Ifeel pain when I move my body.
M TZB0 RZBINg LI

[] Other

Z DAt

Please submit this sheet with appropriate boxes ticked when relevant.

(COHIC FRLEA DAL JEIRISY 2 TRITLT FEWD)

14. Hand (s)/Arm (s)/Foot (feet)/Joint (s)
T« i 12 - BHI

0

O

O

0J

0

0

I have a pain in my (hand (s)/foot (feet))
(T ) DAET

My hand (s)/foot (feet) has become numb.
(F DDLU NTVET

My foot (feet) cramps.

JEMNDDEY

My feet are swollen.

RBEIATOET

[ feel coldness in my hands and feet.
FRMTKECE T

I have a sprained hand/foot/finger.

T f52<CEEHLE

I cannot bend the joint/It is difficult to stretch the joint.
B IO A HTIZNTT

Other

Z DAt

[ feel itchy. [ 1 Ifeel ache.
POVTY WOTY

[ have a boil [ ] I have eruptions
BTENTEELE FEEMIE LTI
Other

Z DAt
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