English/ % 5&

ENT Questionnaire/ E2IHEEl EZE

Name of patient BT= C
/BERA PR= /5
For staff only
= BP= H
Date of birth Year/£ Month/ R Day/H /EREBEEE AR RR m;nﬁ g
/EEAR (HEE) ( Years old/&) N
SPO2= %
Height/Weight/ & & - (A& om kg Sex/fE 31 O Male/ B 1% O Female/& %
Allergies O Food(s)/BR#:
/P UILX—DEE O Medicine/%:
What part do you want to have examined?
/SBRIZEDBUEZRHFETT D,
O Ears/E =) O Right/A O Left/% O Both/f%
O Nose/5 =) O Right/A O Left/% O Both/f%
O Throat/® &
If you checked "Ear", what is the symptom? (Check all that apply.)
/ TE1 28EhEAREDESHERSAHYFTH. ERHIFEERALTLEEL, )
Ringing in the ear Difficulty hearing Ear discharge Clogged ear feeling
O JEIB Y O Earache/EAVELY O e O JEFR O JE AR
- Foreign body inthe ear  *Write the name of the foreign object in your ear:
O Dizziness/F O gimpaor  /BIcA>-b0EBNTES L -

O 1 was advised by another clinic/hospital (or at a regular check-up) to come here. /i D EFEEBEMN S ZZ TS LS (CEH LN (BEED)
O Other(s)/ % D1 :

If you checked ""Nose,"* what is the symptom? (Check all that apply.)
/TR IZBEREAREDESHERNHY FTH ERHIAFEHILTIEEL, )

- o Difficulty smelling Nasal congestion Sneezing .
O Nosebleed/ & 1f1 O Runny nose/ &7k O —sumthms A a JBSEY O I Lod O Snoring/ LN U E
Something is stuck in the nose *Write the name of the foreign object in your nose:
B 8 N
Stong smell/RR O g comea o1 JRIZAS = HDEBENT LD

O 1 was advised by another clinic/hospital (or at a regular check-up) to come here. /i DEFEEEN 5 2B TH LS IO LNz BZED)
O Pollen allergy/7E ¥ O Other(s)/Z Dt :

If you checked " Throat," what is the symptom? (Check all that apply.)
/[ TOEL ICBEN=ABEDE S GERNRHYFTH ERHIFEERALTLEEL, )

»n Bleeding from the throat/ Difficulty swallowing Hoarse voice Tongue pain Sore throat
O Oralulcer/AR% O e maiia N e CAER A O /Enpng O Emmn 0o et
Swelling of the face or Taste disorder .
O eck/88 - BOmEA O IR R O Cough/B% O Phlegm (mucus)/#&
0 Something is stuck in the throat *Write the name of the foreign object in your throat:
/RIS Bl 2D TIND JHEIZB oD TWBEDNEEZENTLF &L
O ;e::::/gn;;:i;;Zf_t;';g:ggkl‘m my [0 1 was advised by another clinic/hospital (or at a regular check-up) to come here. /th D EFMEN 5 ZET DL S @O LNz (BZED)
O Other(s)/Z D1h :
When did the symptom start?
/ERERIEVODBHY FFDH,
Year/ £ Month/ A Day/H From about : am/pm
HT - F#R 5] STHMS
When does the symptom occur?
[ERZED &K S5 GREICRhET D,
O Morning/&8 O Daytime/& O Evening/4% A O While in bed O When waking up O Irregular/ 7A€ #A

/B /HEREF

O Other(s)/Z Dfth :

What is the symptom like?
[ERIFED& S BHREFOTLETH,
O Constant/#EZ E4 <. HELTWLS O The symptom is gradually worsening./#& R [CDEL HE-TETLNS

O The symptom comes and goes.

JERAH T YR 7Y LTLD O Other(s)/ T Ot -
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Are you currently on any medication, including vitamin and nutritional supplement?

/BE. RATLDEEIHYVETM?

KEZIV, REH. YTV AV FBERET,

English/ %58

O No/WL\hvz O Yes/I&Ly *Show us your medication or a medicine pocketbook/#& ¥, H LK (X TEEFIRI 2HF-TWLWS AL, RETLEEL,
Name of medications How to take or use your medication Name of medications How to take or use your medication
/BEDHAH /BRHF - ENA /BEDAR /BRH#H - EWNA
@ @
@ ®
® ®

Are you, or have you been, under the care of a doctor in the past?

/BEABRLTVARA. FRREBRICHERLTVVECERBYETIM?

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

O No/WWA - O Yes/lELY T LA, BAYR FALERL. ABLTOEERBEAEEOT 20,
Name of disease
(Write the number from the following Treatment progress Hospital name
list) /BEEE /EEHER
/EEE (FREYR FEEW)
O Recovered/;A% O Under treatment/IR7E ;A% &
O Withdrawal of treatment/;A#& S Bt [ Untreated/ KA
O Recovered/;&HE O Under treatment/IR7E A& &
O Withdrawal of treatment/;A# S Bt [ Untreated/ KA
O Recovered/;A% O Under treatment/IR7E ;A% &
O Withdrawal of treatment/;A# Bt [ Untreated/ KA
O Recovered/;&HE O Under treatment/IR7E A& &
O Withdrawal of treatment/;A# Bt [ Untreated/ KA
< List of diseases/&@& U X k>
System of disease Disease names
/REDRM Ve:3-¢
Digestive disease a. Peptic ulcer . c. Hepatic cirrhosis
@ [EEBROES |/ HlERE b. Hepatiis/ i 5 R d. Others/ & D1
b. Angina
Circulatory system disease . pectoris/myocardial - ; N
®@ JEREROES a. Hypertension/ & Il £ infarction c. Arrhythmia/ 2k d. Heart failure/ib R4 e. Others/ Z Dt
JBRIDE - IDRREE
3 Respiratory disease a Asthma/I & Euﬁ:{;ﬁgi;%?:;g;gﬂve c. Pneumonia d. Pulmonary tuberculosis e. Others/ & (th
ad B : = % % :
/MEREFRDEE G P e s /B % /fh#E%
Kidney and urological disease|a. Chronic renal failure b. Renal/urinary stone c. Urinary tract infection
@ |\"m ammRons |jEHEre /B - RERE | REE S d. Others/ T O
Brain and nervous system diseasela. Cerebral infarction b. Cerebral hemorrhage .
® /R T O e 2B /s E /Bt c. Epilepsy/ TAMA d. Others/ Z D4t
Endocrine or metabolic ) . N c. Thyroid gland N
® disease %’E%tk;;tes mellitus l;_: g‘/:p;[rlgldemla malfunction ?_: %pggrlﬁ;ie_mla e. Others/ Z Mt
/RS MR BERDERSR i e /R AR IR RS =
a. Rheumatoid arthritis b. Osteoporosis c. Osteoarthritis d. Herniated intervertebral e. Gout/ S .
) Bone or muscle disease  |/BEEi) Y < F /B HRE /R RR R EAE discs/HBR~NIL=T :
B - (OF:3-:1
Y e LIS f. Others/ Z DAt
Obstetrics and gynecology |a. Uterine fibroids b. Dysmenorrhea I ———
disease/ ERATIDOES |/ FEHIE /B REEE c. Infertlity/ 4T d. Others/ € O ft
Egég)i:;a}%e a. Cataract/ = & b. Glaucoma/ #& M f& c. Retinopathy/ #8iEfE d. Others/ Z Mth
c. Liver/gallbladder
Malignant tumor a. Stomach cancer/ B HYA, b. Colon cancer/ XiahsA //p;%nﬂ%efatécgggn:jet B A d. Breast cancer/ZLA%A,  e. Uterine cancer/ ¥ & H A
/EBERERS A
f. Lung cancer/ fifif& g. Others/ Z Mth
Mental disease e b. Schizophrenia
@ S a. Depression/ 5 D& S kT c. Others/ Z Mt
® /E:g*gig)e?;% i.glﬁrggaired hearing b. Dizziness/ & FE L) c. Ear noise/ E-18 d. Pollen allergy/fE#3}4E . Others/ Z D4th
Blood disease . .
® /DS a. Anemia/#& Il b. Leukemia/ B i1 9% c. Others/ Z Mt
Skin disease a. Atopic dermatitis b. Tinea (athlete’s foot)
/R OKE /7 RE—fERE /B k) ¢. Others/ Z O
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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.
/RELVFERARDOISLVEEE TFE#R) . TFHLEE TLEUVERA,

Do you smoke regularly?

/BERMIC, ECEFRVETH?

O No/WWMZ O Yes/IELy O Used to smoke/LABTIE > TULV=

Cigarette consumption/B21E & Duration of smoking/E2(E#A ey W?;g éo,,; fé)g)p:fj;moking

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.

/BELREER T TNIAK, BEZOCHE-EEEMOFTHICLTENTSESL,

Do you drink regularly?

/BENICEBEZRAFITH?
O No/L\hZ O Yes/I&L» O Used to drink regularly/ ARTERGES 2 BB H o 1=,
O Beer/E—JL ml /Day/ B O Whisky/™2 4 X ¥— 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-ZOTAREEREHY £TH?
O No/L\hz O Yes/I&Ly O Do not know/#>hN 5 7 Ly

Are you breastfeeding?

/BRE. BEPTTM?

O No/WL\hvz O Yes/I&Ly

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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