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Medical Questionnaire for Anesthesia/ kit Riz2 2
Patient Name

/BRERA
D/&l;; g E Igh Year/4E Month/H Day/H Age/ﬂiﬁ% Years old/% Sex/ PR CIMale/5 [JFemale/#z
Prior to performing anesthesia, we would like to evaluate your physical condition. Please answer the following questions to the
best of your knowledge.

[RBREAT D ICB T2 0, WA OBEKRORIEZHRNE LET, B0 IC2 55 THETTOT, UTFOREICE
BRLESW,

Please check all that apply. /&H CTIZEL HDIZTF = v 7 LT TESW,
1. Have you ever had anesthesia for surgery and/or procedure?
/G ETITFM « B ETHREEEZ T 722 EM3H D ETD
CNo/W M 2
OYes/I3
Type of surgery/procedure/ T-Hf7 « AL 4

2. Are you currently being treated for or have you ever been treated for any disease(s)?
/BEREZZITTWS, VTR EBICIBEEZ T RN H D 30,
COONo/W W Wz
CYes/IZw
If yes, check the box(es) indicating the diseases you are/were treated for.

/NI EERTIITEEORA & TREBBRATIIZE N,
OHypertension/fE 1L E

CIDiabetes mellitus/¥& /R Jm

OHyperlipidemia/mE g MLEE

[CHeart disease/ DMEDORE
If yes for heart disease, check the box(es) indicating the diseases you are/were being treated for.
/ TDBOIRE] ICH L2 T Y OFi4 % TR biBA T 230,

[JAngina pectoris/Myocardial infarction/$/CiiE + /Lo FE 2€

(Valve disease/:Co g BEAE

(Heart failure//\La /R 42

[JOther heart diseases/& DAt D LIligi

(JLung and respiratory disease/fifi * FRERZZ DR K
If yes for lung and respiratory disease, check the box(es) indicating the diseases you are/were being treated for.
/TRl - BERER DI IC L7 I3RS O & Trer biBA T IZE W,

[J Asthma/M# & CJEmphysema/Jiili <UiE

[JOther lung and respiratory diseases/“& DML DNifi - FEK A5 DA

ClLiver disease/ DR
If yes for liver disease, check the box(es) indicating the diseases you are/were being treated for.
/ TIFBEDFTR IR L7273 D4 & Tl bEA TS 7Z &N,
OViral hepatitis (A + B+ C) /U A VAR (A-B-C)
OCirrhosis/HF 2
ClOther liver diseases/Z DL O HFIEDFH A, :

OKidney disease/ Bl D&
If yes for kidney disease, check the box(es) indicating the diseases you are/were being treated for.
/ TEIEORE IR LT FITE S DA % Tl bBA T ZEN,

[(Diabetic nephropathy/## j J5 1 BHiE

[(INephrotic syndrome/ 7 1 —E JEfF#E

O Glomerulonephritis/>% ER {4 7%

[(IOther kidney diseases/* O ML DE gD
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CIBrain disease / A DR
If yes for brain disease, check the box(es) indicating the diseases you are/were being treated for.
/ THEDIRR) WS LT HIEER S Ofif & Trid biBA T I,
O Cerebral hemorrhage/Cerebral infarction//id Hiifi. « ¥1% &
CConvulsions/Epilepsy/f&ft « T AN A
(JOther brain diseases/Z DAt 4 DT 5

CJGastrointestinal disease/ E 5 DR R
If yes for gastrointestinal disease, check the box(es) indicating the diseases you are/were being treated for.
/ TBEIBORR] A L3S 04 & Trin b A TS 7ZE W,

CIChronic gastritis//2: H %

COther gastrointestinal diseases/Z D1t D H DA :

OEye disease/IRDIRE
If yes for eye disease, check the box(es) indicating the diseases you are/were being treated for.
/ TIRDOIHR ] ICA LI FIEY ORi4 % T biA T I,

(JGlaucoma (disorder of intraocular pressure) /fkPNRE (HRJZ D BH)

O Cataract/ |9 P&

[JOther eye diseases/& DD IR DR

[JBone and muscle disease/ B B DFR
If yes for bone and muscle disease, check the box(es) indicating the diseases you are/were being treated for.
[ TERHAEORER] IR LI TS 04 & Tl bBA T 7ZEY,
CJRheumatoid arthritis/BEEi U o7~ 5
(JOsteoporosis// i HLFZIE
ODisk herniation/HE [~/ =7
[JOther bone and muscle diseases/& DL DE LI A DIFA,

CJOthers/ % D4t

3. Are you currently taking any medications or supplements?
[/FERY T Y A M ERATVET D,
CONo/W Wz
LYes/IZw
Name of medication(s) or supplement(s)/3£ i 4 :

4. Have you ever developed a rash or experienced difficulty breathing from certain types of medication or foods?
/BRIBYMTCAELARHLEZ LR, BRELLRoZ Li3H 0 ETh,

CINo/W WD %

OYes/I3w
[(OName of medication(s)/3& 44
OName of food(s)/EXH D :
[(JOthers/Z DAt :

5. Do you drink alcohol? /3378 & 8k & £ 44>,

CNo/U Mz

LYes/IE\
OBeer/ B —/L : ml / day/H (Japanese sake/ H AH : ml /day/ H
OWhisky/ v A A% — : ml / day/H OWine/V A > - ml /day/H
(JOthers/Z DAt :

6. Do you smoke?//EEL 2 WU VE T,
CNo/U Mz
LYes/IE\
Since  years old/i% 2> B Until years old/i% £ T Number of cigarettes/4</day/ H
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7. Do you have any dentures, false teeth or loose teeth?
/AN, ZLH, SHSHBLTWVWDIHEITH Y 95,
CONo/W Wz
LYes/IZw

8. Are you able to walk up one flight of stairs?/—> L DREE T, BEEZHSNTOIENE T,
CONo/W Wz
OYes/I3

9. Have you ever experienced bleeding that wouldn’t stop or bleeding that occurred easily?
/ASIEE DIZ< W, MABAHRLTWI &13H Y £32
COONo/W Wz
OYes/IZ\

10. Has anyone in your family had any problems when he/she had surgery or anesthesia?
/TR (MLkk) OHT, FAN - BREEE 32T TR RIED B o T F IRV E T2
CONo/W Wz
LYes/IZw

11. (Only for females:) Are you pregnant or possibly pregnant?
[(EHEDF DIHER L T2 AIREMEITH 0 975

CONo/W Wz
OYes/IZ\»

—If yes, write how many weeks pregnant you are now.

/Ty ME LG BTICEROBEEZH N TFEWN

( Weeks of pregnancy/i#)

(Do not know/#7> B 72\

Please let our staff know if you have any questions, concerns or requests about anesthesia.
JREMZBA LT, 2B, DR Z & HERHVELEL, A v TETEEBEALSTEIN,

AREHE, ERREROTMEFOEEL S TERSW TR 77, AALAEOSTEPHEFOEN LY RROECASECLBRCE, AAFEEEL LET,

This English translation has been prepared under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of a an %
nuanced difference in related languages or systems, the Japanese original shall be given priority. }_ﬁ(@* ﬁﬂ iz 201 845'53 H Hﬁ



