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We would like to minimize your physical and mental distress and help you receive examinations and treatment by asking
questions regarding your physical, psychological, and social condition.

For the following questions, please place a check mark (I4) or enter letters in the corresponding section.

You may leave blank any questions you do not wish to answer.

New patients at our hospital and first-time visitors to each outpatient department (or when more than 6 months have passed
since the last visit) are asked to complete this form.

After completing this form, please submit it to the Outpatient Reception.

NTT Medical Center Tokyo

~

FEAFE

ZIN ARNLIS

Completed by [] Patient [J Other (

Ne

Question

Answer

ER OB Z A AT CHAE L, IRRCHRELBRT 2N TEETH
Do you understand the physician’s explanation in Japanese to select
examinations or treatment?

TVNZ ) EEZHIFERTE DS JRALES W

If “No,” please indicate which language you understand.

/=4 A4

[lYes ] No

B A B T I
Please provide emergency contact information.
BEENH- LD H1E, B 245 TRHKZaW)
(If you have multiple emergency contacts, please indicate 2 preferential
individuals)
BAET (B—AH)
Name (Emergency Contact 1)
THE L OB%
Relationship
HahE S (BH)
Telephone number (daytime)
BahE S ()
Telephone number (nighttime)
BT DEROEEFEITH Y £ T5
Are there any matters that require attention when contacting the individual?
3w OEE, WEZ ZRRASESD

If "Yes," please describe.

= Wz
[J Yes [J No
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RAEEEzBEA TSN
Please provide emergency contact information.
BEEALH VDo Lo T7id, #EE 242 TR ZS )
(If you have multiple emergency contacts, please indicate 2 preferential
individuals)
Bl (B-AHR)
Name (Emergency Contact 2)
THE L OBR
Relationship
& (BH)
2 Telephone number (daytime)
& (KIH)
Telephone number (nighttime)
HAE T DBROERFHIIL Y 35 . A
Are there any matters that require attention when contacting the individual? ] Yes ] No
NIy OFE, NEZ ZRRALIZED
If "Yes," please describe.
FICEMOBHZ —FEICZ T 2 T e AT EEn
Please tell us a main person who will receive physician’s explanations with you.
ROPFRNZ Do T2 Z ERTIHEBEEZ T2 L3 0 £3h
Have you ever had the following diseases or been vaccinated against these RH TR %%i’%@ﬁ#iﬁ‘ﬁ
ate of
diseases? Unknown | Infected vaccination
kB
Measles = -
JBZ
3 Rubella - =
Kz
Varicella - H
TATHEH TR gE
Mumps U D
Z DA
Other ( ) - 0
6 27 LAPNITHESMT B L L2 EON WDNE
Have you traveled abroad within the last 6 months? [J Yes ] No
4 NIV OFITWEM L E4E TRAL SN
If "Yes," please indicate the visited country(ies).
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T LR — (FERWR LK HEBUR) 1EhY 3 7L HY
Do you have any allergies (hypersensitive reaction to medications or L] No L) Yes
5 foods)?
(Y| OFFERLRLEMSL, JERE TRALEEN
If "Yes," please enter the name of the medication or food and symptoms.
RACIEROBSCEIE S BB Z L 13 F40 TRAETHYRL
Are there any special considerations regarding examinations or treatment? [] None of the following
SesmAMGAE GRS OF M &) 7L HY
Needle phobia (scared of needle of injection, etc.) ] No [ Yes
=2 A= N LB 7 ERICHEDIAEN T ALY L HY
Artificial devices implanted in your body, such as pacemakers or artificial joints ] No [ Yes
MY | OFFFEEZ JRALZEN
If "Yes," please indicate the type.
6 BT v b L HY
Shunt for dialysis ] No [J Yes
FLDY A DFHT ORRER 7L HY
History of breast cancer surgery ] No ] Yes
IR (R0 FTRENE) 7L HY
Pregnancy (possibility of pregnancy) ] No ] Yes
Z DAy
Other
1HELURNICERATZZ E1dd 0 90 L HY
’ Have you had a fall in the past year? ] No [ Yes
i oA IIERIE B 0 ETH T TN L
Do you have any pain or discomfort? [J None of the following
T2 L )
Pain | ] No (] Yes
(Y1 OFIFTLE ZFHALTEI N
] If "Yes," please indicate the site.
J A LSO RIRIIEIR (] 5 D3ddr, HEKRE) 2L B0
Do you have any unpleasant symptoms other than pain (e.g.; itching, 1 No ] Yes
nausea, etc.)?
(Y | OIFIFERRIALE ZRALTZS W
If "Yes," please indicate the symptoms or site.
BEIEH Y T 7L HY
? Do you have an appetite? ] No ] Yes
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AW EHEHA L THETN A A
Do you use dentures? L] Not use L] Use
MEM) o3z EA TSN YN ) HIFAPN
10 If "Use," please indicate the type. [J Complete denture [ Partial denture
MRS A D%, 22 TSN
If you use “partial dentures,” please indicate the location.
BENCA I LB T =4 AAY-d
Do you need assistance with your mobility? [ Yes ] No
11 () OHEED LS BB BB TERAL S
If “Yes,” please indicate what kind of assistance you need.
BRI ONT FREE A T ZE W
The following are questions regarding your senses and perception.
HRRzIZ < 2L &Y
Do you have difficulty seeing? [] No L] Yes
(50 ] OFFENE TFRALIZEN H = [IpZ)
If "Yes," please indicate the site. [] Right L Left L] Both
ARz ziz<wn 7mL HY
Do you have difficulty hearing? [] No L] Yes
(B0 OFIFIAAE ZFRAL TSN H Vi W75
If "Yes," please indicate the site. [] Right [J Left [J Both
12 Wi 1 1 ti % i %5
Do you use hearing aids? [] Right [J Left [J Both
LU s 5 L by
Do you have any numbness? L No D Yes
(B0 | OFIFHMAE ZFRAL TSN
If "Yes," please indicate the site.
FRILN > 5 2L ko%))
Do you have any paralysis? [J No (] Yes
[0 | OFFTFLZ ZFHALTZS N
If "Yes," please indicate the site.
HBIfE, BIEFESATOETS [ES VAT
= Are you currently working? [ Yes ] No
RN & R0 T BB ITARZRMUIMTH Y E9D =R [A\AY-4
Do you have any concerns or worries about becoming sick or hospitalized? [ Yes ] No
14

NIV OFFEONEEZ TRRALEED

If "Yes," please describe the details.
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Neo Question Answer
FHCRT ARSI LE T (B A AL e L) =4 IAAY4
Are there any religious considerations (e.g.; meals, worship, blood L] Yes L] No
15 transfusion, etc.)?
NIV OFEFZONEZ TRRALEED
If "Yes," please describe the details.
PEICB U CRICE AL E R Z LidH D £ H (=4 AIAY4
Are there any special considerations related to sex or gender? ] Yes ] No
16 NIV OFFZOREEZ TRRALTEE D
If "Yes," please describe the details.

Please inform hospital staff if there are any other concerns or considerations.

This concludes the questionnaire.



