We ask patients to fill out a medical questionnaire in order to better understand their condition.
Please check the appropriate boxes or fill in the relevant sections for the questions below.

You may leave any items blank if you prefer not to answer.

~

Please note that similar or more detailed questions may be asked again by each department during your

\consultation. We appreciate your understanding and cooperation. NTT Medical Center Tokyo /

Patient ID (7 digits) -

Name :

Date of Birth : Year/ Month/ Date
Phone Number : - -

E-mail Address -

1 | Hight cm

2 | Weight kg

3 | Please describe your current symptoms.

4 | When did the symptoms start? Since Year/ Month/ Date

Circle the area(s) where you feel the

symptoms.

Did the symptoms appear suddenly, or did they

develop gradually?

[ Suddenly appear [ Gradually appear [ No symptoms

Are there any possible causes or triggers you
7 | can think of for the symptoms?

If not, please write 'None'.

Please describe any recent changes in the

symptoms.

1 No changes [ Worsening [ Improving

1 No symptoms at present (Resolved)




Please circle the number that best describes

9 | how severe the symptoms are O 1 2 3 4 5 6 7 8 9 10
(0 =none, 10 = unbearable).
Have you visited any other medical facility for
10 1 Yes [INo
the symptoms?
11 | Ifyes,
write the diagnosis you received.
What medications are you currently taking?
Please provide as much detail as possible.
12 | (e.g., Amlodipine 5mg, 1 tablet after breakfast)
If you are not taking any medications, please
write 'None'.
LI N/A
Name of Disease Age Did you have surgery?
Hypertension
Diabetes
Cancer 1 Yes I No
Have you had any illnesses or surgeries in the Heart disease ] Yes ] No
past? Kidney disease 1 Yes I No
13 | Please list the name of the condition, your age ' )
at the time, and whether or not you had Liver disease H Yes HNo
surgery. Asthma
e
Prostate enlargement [ Yes 1 No
Glaucoma [ Yes I No
Others (Name of disease)
1 Yes I No
( )
Have any members of your immediate family
ever been diagnosed with hypertension,
diabetes, cancer, heart disease, liver disease,
1 cerebral infarction, cerebral hemorrhage, etc.?
If so, please specify their relationship to you
and the name of the diseases.
15 | Do you smoke? O Yes [ Quit smoking 1 Never smoked
If you smoke, at what age did you start
16 | smoking, and how many cigarettes do you At years old, cigarettes/day
smoke per day?
17 | If you quit smoking, at what age did you quit? At years old
18 | Do you drink alcohol? [ Yes ] Never drunk ] Stop drinking




] Everyday [14-6daysaweek [12-3daysaweek

19 | If yes, how often do you drink alcohol?
] 2-4 days a month [ Less than once a month
20 | Are you allergic to any medications? [ Yes I No
If yes,
21
Please write down the specific drug names.
22 | Are you allergic to any foods? 1 Yes I No
If yes,
23
Please write down the specific food names.
Do you have any allergies other than
24 O Yes I No
medications and foods?
O Allergic rhinitis / hay fever
O Occupational asthma
O Hives (urticaria)
If yes, [ Insect allergy
25 | Please choose from the list on the right O Animal allergy
or specify items. ] Metal allergy
] Adhesive allergy (e.g., bandages)
[ Latex/rubber contact allergy
O other (
" For female patients: Is there a chance you O Currently pregnant [ Possibly pregnant
could be pregnant at this time? 0 Not pregnant
1. Name: Relationship:
Phone number (Daytime):
Phone number (Nighttime):
Please provide emergency contacts. {
27 | If there are any considerations we should be
2. Name: Relationship:
aware of when contacting this person, please
Phone number (Daytime):
specify in the blank space on the right.
Phone number (Nighttime):
r N
~ P
Have you ever contracted or been vaccinated
for any of the diseases shown on the right? Unknown Infected Date of Vaccination
Measles [ O
28 Rubella (German measles) O O
Chickenpox (Varicella) O O
Mumps O Ll
Other ( ) [l
Are there any special considerations we should | [ N/A 0 Unknown
be aware of during examinations or treatment? | <Implanted medical devices>
29

If yes, please select from the options on the

right.

0 Pacemaker [J Implantable cardioverter-defibrillator (ICD)
[ Artificial heart valve [ Arterial clip [J Artificial joint




] Bone fixation device [ Central venous (CV) port
[ Dental implant [ Cochlear implant

[ Fear of needles or sharp objects (Trypanophobia)

[ Dialysis shunt [ History of breast surgery

] Other ( )
< Contrast agent allergy >

[ lodinated contrast agents (CT/angiography)

L] MRI contrast agents

30 | Do you have claustrophobia? [ Yes I No
31 | Is alcohol-based disinfection acceptable? O Yes I No
What time do you usually go to bed? Bedtime: AM/PM
32 | What time do you usually wake up? Wake-up time: AM/PM
Do you have any sleep disorders? [ Yes I No
33 | Do you use glasses or contact lenses? [ Yes J No
Do you use a hearing aid? [ Yes J No
3 If yes, which ear do you use it in? U Left ear ] Right ear [ Both ears
35 | Do you use dentures? I No [ Partial denture (I Full denture
How often do you usually have bowel [J Everyday [12-3timesaday [JMorethan 4 timesaday
36 movements? [J Every other day [ Every 3-4 days [ Every 5-7 days
How often do you urinate daily? times a day
37 | How often do you urinate during the night times a night
(from bedtime until wake-up)?
Do you use any assistive devices in your daily LI No [Walkingstick [1Wheelchair
38 life? 1 Walker [ Shopping trolley walker
Do you have any concerns about the upcoming
39 | treatment or in case hospitalization is O Yes I No
required?
Have you been certified for long-term care
40 [ Yes [ In the process of applying I No
insurance?
Do you have any religious or personal beliefs
41 | that would prevent you from accepting a blood | [ Yes I No
transfusion?
Are there any gender- or sexuality-related
42 [ Yes I No

considerations we should be aware of?

Thank you for completing the questionnaire. We sincerely appreciate your cooperation.




