English/H X

MedicalQuestionnaire(Neurosurgery)/ f#ZIMLOIZE [RirEEN T RBR

Date/ B¥i/ B year/4F month/A day/H
Please check the appropriate boxes./ BASKIRIIIRB LT LIES/ % TEFEDIDITFTyIL THZEN

Patient name/f8 N % /BE KA

Do you have health insurance? /2 & FH B EFRIOIEMERRIZEEE I HIFHTTH? O Yes/ B /IFLy O No/ T /LMNZ

Date of birth/ HAEBE) /£EFERH year/ £ month/ A day/ B sex/tEl/tgR O Male/ B O Female/ &
Heightand weight & - A E/H & -AE cm kg Age/FwE[F years old/ B[
Language/ i85/ &8 Nationality/El &

Living condition/ & ;&K%

O With family member(s)/F1ER A —2/K ik LR O Have young children/ B/N&/ SN FEELH VD OLiving alone/# &/ 4 /&
O Aged household/ # AR E/ S E 1 O Single parent/ B FRE

O Other/ H A/ Z Dt )

Employment/ BR\lr/ B3

O Full-time/ ZERER /E8ER O Part-time/ 28 gl T4E//\—F2 A L O Self-employed //MAZE /B EE

O Retired/ 1RER / 1RE O Unemployed /ISRl / #EE

What brought you here today?/ fEK 2 At % 2 /ESLELF=H?

O Headache/Sk&/BAEA ALY O Heavy headedness/SLiT E/BEMNE LY O Dizziness/ Sk&/ HFELY

O Nausea/ =il HER O Vomitting/MR it/ M& At O Numbness/tingling/fifi A</ LU L

O Shaking of limbs/F & H/FRD 5B % O Stiff neck and shoulder//8 BEE&f&//8 =Y O Ringing in the ear/ENS/EIEY

O Pain when moving neck/ JAENISkMIRFE/ EEEHA T &ELY O Difficulty walking/ RRIFHAETE / SELSH TR
O Paralysis of arms and/or legs/ FRHIFRE/ FRDFE O Vision change,double vision/ B L ZZNE MM RZIKWN,. ZEIZRZS

O Loss of consciousness/ ERE/ E#MN <D O Difficulty recalling simple things/ f& 82 FEETE /A EASEMN BV EEALY
O Difficulty hearing/ If 3 FEE/RZZ 1< O Difficulty speaking/ B IFth IR Eia- & BEER EEMSEEEEEL
O Trauma/filtE 7 k5B / SEEBIMS

[ Other/ ELfth/¢ DAt ( )

When do the symptoms occur ?/ EFEHIBHERAEIR ? —RPRIITRE?/ EALGRICIEERDH YET H ?

O Morning/ 28/ 8 O Daytime/ BX/ B O Evening/ Bt £/ #75  ONight/ BERIT/E I O Irregular/ AEH /AEH O
Sudden onset/ ZE5K/Z2 5K O Constantly/ 2% /L D% O Gradual onset/ 1818 / #& /<12 O When I move/ zhBURHE/ Bi<EE O

When I feel tired/ B EIRHR S/ IR EFRELTzEE O While in bed/ sEEH/ FAE® O During meals /iziRH/ BEt O
When I wake up/#2FREt/ #2FKEF O No consistent pattern/ $%RE/ $FITRF>TLVALY

O Other/ E At/ Z M4 )

When did the symptoms start ?/ {+ % FHEHIVEIR 2 / WO HSFDERLH YET H

Since approximately/ Ak : year/ 4 month/ H day/ H BED

Are you currently undergoing treatment for any diseases?/ £ H/EIRTT HIHIG 2 ARTEABLTLSERIEHYET H\?

O Yes/ =& /IELY (Disease / 53 )

ONo/ T2/ L\ &

A person with a headache is required to answer the following questions. 3@ F BRI Z/EENELNANDERMTY

Area fEEERL Ofront/4RiITER BT Oback £ /GER % ORight side /34 Al & OlLeft side/4ZM £ Oentire head A L&/ 24K

Type of pain?/EHEERIEDLSICRAET H ?

O throbbing /BkjE, —Bk—BkhiE/ X "F2 R "X O sharp/severe/TZIRLTE, BEISE /A "> O like being struck with a hammer/
RIFUUMER /S —oEBINSHELSIT Otingling /&%&, BIFE /AVFY) O pricking/GEHLELEIEIRE 7979 O other/HAth ZD it



Are you allergic to any foods or medications?/ B EHAYREMIBE/ EOBAYMTTLILX—HTEET HV?

o Yes/ & /IELy oMedication/ 2444/ Z& oFood/ BY) B oOther/ E fth/Z D fth( )

oNo/ T /LW %

Are you currently taking any medications?/ 2ERIEEIRZ ?2ARTEERA TS EITHYET H?

0 Yes/ 5& /IZLY ——Please show us the medications if you have them with you. /SN S, IBHRELEE — T/ F-oCLWNIXR BTSN
oNo/ F/LWWZ

Have you previously had any of the diseases listed below?/ LABIRE BT LA TERB?/ S ETISH M oIfmRIETHYFET H?

0 Gastrointestinal discase/B B &/ BEMDHER  oLiver disecase/ FFAEE/ATIEOBER oHeart disease/ (DIER/ DEDRR

o Kidney disease/ ISHH%/ BRED AR 0 Respiratory disease/ FEIR 25 B RIESH/ IR EFDES oBlood disease/ MERMER/ MAEDKESR

oBrain / neurological disease/ fif - #£2 RGO IR/ i - R DRER o Cancer/ &/ & OAIDS/#ER/TA X

oThyroid gland disease/ FRAKERIER / FIKBRDAES 0 Diabetes/ HEFR/ ¥ERIR 0 Other/ E A/ Z D1

How old were you when you became ill?/ ABNRILZ RIRHRIB? /2N LA DT H\?

Age: years old/ % /i

Do you smoke?/ B2EMRMA?/ 1=IXZERVET H?

oYes/ 2/ ]S — Current amount/ Bi{E/ IRTE: cigarettes/day/32/X( A/H ) Duration/IR {R¢2 7/ BRIERE: years/Z
oNo, but I used to./# HETER/ Previous amount/3t %/ i@2: cigarettes/day/ Z/XK ( 4/ ) Duration/NR{REE /B2 IERE: years/&E
oNo/ &/ 7Ly

Do you drink alcohol?/ R&BIXE?/ HBEERAET HV?

o Yes/ z& /IELY — mL/day/ZF/X ml/H oNo/ & /LW &

Have you ever had any surgery? / @ BEZ I FRBFTY/FMERTIENHYFET H?

oYes/ & /IXLY oNo/ /LA

When was the surgery?/ + L BHEMF AR T 2/ LN DTH T H\?

Approximately/ K&)/& & & *¢: year/ £F month/ B (Type of surgery/ FAREZ/ FH2:

Have you ever had any anesthesia?/ SRS FRERND? [FELEZ T =2ENHYET H?

oYes/ & /Iy >— oGeneral anesthesia/ & 5 FkBf/ & & FREY oLocal anesthesia/ 5 &7 FR %/ 5 AT FR B

oNo/ & /LR
Did you have any problems related to the anesthesia?/ fE{THRFEE, B T ALULBIB? [HEEZ L TRIN ST LD B YELA?

oYes/ & /IXLY oNo/ /LA

Have you ever had a blood transfusion?/ SZEITHIMIZ? fAfiflzE 52 (Ff-CEhHYFET H?

oYes/ =& /IELy oNo/ /LW ZE

Is there a possibility that you are pregnant?/ 7t & & IE YR BB ATRER 2/ BEIRL TLVER T A\ F-ZDAIREMEIEH YET HV?
oYes/ =& /I&Ly oNo/ &/ WWVZ

Would you like to have a brain examination?#% 7 ZRAIEENE ? /IXDREZFLNFET H 2 CT/MRIIEE
oYes/ & /I&LV—>— oMRI oCT o©Determined by doctor's decision/H BE 4 FIRTERE/EEMDFIETIZL D

oNo/ &/ LW Z
Will you be able to bring an interpreter with you in the future?/ 5 fF e B aHiR K IRmi2?/ @REEN TLAIENTEET HV?
oYes/ =& /I&Ly oNo/ & /WLWVR

Please wait as we call you in order/B /7 R FFUIFT LI R, /MEICHEMVLET OTEHFB T
If you feel bad, please tell the staff/ AIRFOEFRLF, BSHFIIEAR/ICGPHI BV E SIZEXF Y ZICE8RALFIITEWL

Kanenaka Neurosurgery clinic /& IE#h2ARIZBT R 1 BHHEAS



