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English/ 3

Dermatology Questionnaire/ Z[EFl R =

Name of patient BT= C
/BEKR PR= PR
For staff only _
= BP= H
Date of birth Year/4 Month/H pay/A | /EERHEEEFEAM R m/mﬁ g
/EFEAB (FE) ( Years old/#) -
SPO2= %
Height/Weight/ & - {FE om kg Sex/ 13 O Male/ B 14 O Female/%
Allergies O Food(s)/B~_4%:
/P LA —DOER O Medicine/Z:

What is the problem today? (Check all that apply.)
/SEEEDESBERNRHY FTH, (ERHIAFERLILTLESL, )

Circle the place where you are experiencing the symptom.

i E B b2 SR D BB E
O Itchiness/HW & O Eczema/iZ% O Rash/#% ) NOERHF T XL,
. N Dry skin Atopic symptoms N F
O Hives/ CAELA O gmons O 5 e— )
A
O Spots/ L& O Mole/[E< % o Birthmark, bruise s 710y
/BE . ) ()
O Pimples/I= % U O Boil/TEHMD O Bumn/®iF& |\ AL S M\
. Not sweating normall [/ = \\ I' ] == =1
O Insect bite/ R E Sh O Wart/LMZ O o en Lg\ Y /.f( . |' N
] [ Wy I | ”' [ 'm\
, Skin sensory disorder ‘-. ‘
O Athlete’s foot/7k B O RS OB B \ .|u { \ |
( (1 1
O | was advised by another clinic/hospital (or at a regular check-up) to come here. ( .'I \ || || .'I l. J
/MOEREENCREZTELIICBO N (BBED) N/ \ )/
; |\ { ( m\k | | f:-“\
O Other(s)/% M4t : Ll s SRV

If you describe the symptom on a scale of 1 - 10, how severe is it? Circle the number below.
/EDIEROEEEZMFTRT E. EOCOLVTIN? FTOHEFDECHICOERMFITFTLEEL,

Not at all/£ { &Ly Most severe/EH B L L»
L | | | | | | | | | ]
0 1 2 3 4 5 6 7 8 9 10

When did the symptom start?
/SDFERIEWNDODEHY FTH,
Year/¥E __ Month/A Day/H From about : am/pm

T - Fig B b Y 1=}

Are you currently on any medication, including vitamin and nutritional supplement?
/BRE. MATWRERIHYFETH? XEZIV, RRBH. YTVAVLELERFET,

*Show us your medication or a medicine pocketbook.

O No/LWWa O Yes/BL e " U< [HEFH £H>TWBHE. RET RS,

Name of medications How to take or use your medication Name of medications How to take or use your medication
/BED R /BRH#F - EWNT /BREDETEI /BRAHT5 - ELNS
@ ®
@ @
©)
@ ©)
®
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Are you, or have you been, under the care of a doctor in the past?
/BEARBRLTVARR., FREBEREITEBEL TV CLEREBYFIAI?

English/ % 5&

If you checked *"Yes™, choose the condition from the list, and write the name of the hospital where you received treatment.

O No/LNZ O Yes/IELY Py ci Lt ALk, B YR b DRRL. AEL T ERBEE EEOT LS,
Name of disease
(Write the number from the following Treatment progress Hospital name
list) Ri=t;-3 3 /ERHEA
/HEE% (FiEY R FESHE)
O Recovered/ ;&% O Under treatment/IR7E;8 &
O Wwithdrawal of treatment/;&# S lf O Untreated/ K&
O Recovered/ ;&% O Under treatment/IR7E& &
O Withdrawal of treatment/;&# S lf O Untreated/ K&
O Recovered/ ;&% O Under treatment/IR7E& &
O Withdrawal of treatment/;&# S lf O Untreated/ K&
O Recovered/ ;&% O Under treatment/IR7E& &
O Withdrawal of treatment/;&#& S lf O Untreated/ K&
< List of diseases/#&B Y X >
System of disease Disease names
/RE DR /RE%
@ /'?é%isgé’;‘g;‘j;s; ?;‘;Egg‘gg b. Hepatitis/FF % jﬁ?&f’gc cirthosis d. Others/ Z it
b. Angina
® Clrcy;%t;)égsygstg)rg;ease a. Hypertension/ & f1E :)r?fcat Iirtlisgrrryocardlal c. Arrhythmia/ A~ 2k d. Heart failure/i\bA%€  e. Others/ Z D4th
R R 2
JBRIDME - DARIEE
. . b. Chronic obstructive . .
Respiratory disease w X c. Pneumonia d. Pulmonary tuberculosis
® 5 T O i a. Asthma/ i & %érg;%g}?; . i e e. Others/Z Dt
NGy a.nd e a. Chronic renal failure b. Renal/urinary stone c. Urinary tract infection
@ disease e ERe S REER IR d. Others/ % 4t
/B MREROEE | R =
Brain and nervous system . .
® disease %g;;gal infarction %ggg;ﬁral hemorrhage c. Epilepsy/ TANA d. Others/Z D1t
/BEROKR
Endocrine or metabolic ) . L ¢. Thyroid gland I
X . Diabetes mellitus b. Hyperlipidemia . d. Hyperuricemia
® disease a”D|a‘ e malfunction - ; e. Others/ Z Mth
/msksRoRs | R /IR PR PRME
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral e. Gout/f& A,
@ Bone or muscle disease  |/BIEiY VI F /B FRERAE /ERMERR RS discs/HEREIARANIL=T :
B - HRADKE
I = LS f. Others/Z M1t
Obstetrics and gynecology |a. Uterine fibroids b. Dysmenorrhea i T BT
® | disease/ EBMAHDEE |/ FEHE /R RE c.Infertility REEE  d. Others/ T Ot
© %ég)ij;a: a. Cataract/ BN N [E b. Glaucoma/#& & c. Retinopathy/#8f&4E  d. Others/ Z M1t
c. Liver/gallbladder
il a. Stomach cancer/ B HYA, b. Colon cancer/ KEH A //[;Fnﬂcjﬁreat;;;)ar;:er B A d. Breast cancer/3LA%A,  e. Uterine cancer/ FE A
t tumor T HE '
alignan o
/BMEES
f. Lung cancer/ fififE g. Others/ Z Dt
Mental disease s = b. Schizophrenia
(@) e a. Depression/ 3 D& o c. Others/ Z M
(@) /E:B;Tfiiggj;; %Ikrgaired hearing b. Dizziness/$H FE LY c. Ear noise/ E1§ d. Pollen allergy/TE#3}E  e. Others/Z Dt
= f B 4
® /B&E(Zz;g)i;a: a. Anemia/& M b. Leukemia/ & If1 4% c. Others/ Z D Ath
G vy
Skin disease a. Atopic dermatitis b. Tinea (athlete’s foot)
® /RROES /7 RE—RmE  /BEE Oka) c. Others/ % s
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English/ %58

Have you ever had surgery?

/SETICFHZELECERHY ETH.

= If you checked ""Yes™, write the history of your surgery.
O N/ O Yes/lEL rg B L AR T IR RER BN T &,

Disease names Name of your surgery When you had the surgery Hospital where you had the surgery
/RER /F B /Fifi & L=k /F i E L= ERHE

If you are not sure about the exact date of the surgery, write the year or age.
/RFELVFERARDOISLVBEE TF#R) . TFHLEE TLHEUVERA,

Do you smoke regularly?

/BERMIC, ESEFRVETH?

O No/WWMZ O Yes/IELy O Used to smoke/LARTIE > TUL V=

Cigarette consumption/B21E & Duration of smoking/E2(E#A R ey w;];g éo,,; it;)g)p:_dﬁ_scmoking

cigarettes/Day
*/H Year/ Year/ 5 Month/ B

*1f you still have a smoking habit, leave a blank in the question about the year you stopped smoking.

/BELREERTTNIARK, BEZOCHE-EEEMOFTHICLTENTLESL,

Do you drink regularly?

/BENICEBEZRAFITH?
O No/L\h & O Yes/I&L» O Used to drink regularly/ ARTERGES 2 BENH o 1=,
O Beer/E—JL ml /Day/ B O Whisky/™2 4 R ¥— ml /Day/H
O Japanese sake/ B A& ml /Day/B O Wine/74 > ml /Day/ B
O Other(s)/Z D th ml /Day/H

If female, answer the questions below. Are you pregnant, or possibly pregnant?

/ZEEDEDHAEEZLL ISV, BIRLTWVETH, £L-ZOTAEEREHY £TH?
O No/L\hz O Yes/I&Ly O Do not know/#h 5 7 Ly

Are you breastfeeding?

/BRE. BEPTTM?

O No/WL\hvz O Yes/IELy

If you have a special request concerning the consultation, check the box.
/EBTOHENHHBEIF. BELTLESL,

O | want to be informed of my estimated medical expenses in advance. /& M L&, ERBOBEZHZ TIEFL LY,
O | want to have an interpreter if an interpreter service is available./5@iRA % S5 & &, BREMFITTIEL LY,
O Other(s)/Z Dt :

AEEHE, BACEROHEMFEOEEZ 5 TERSNTH Y 2925, ARLAEOSECH EFOENIC LY BROBOAE CBRcE, AABREZELE LET,
This English translation has been prepa[ed 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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