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£
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after birth other than
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HEMS o HERTf O Telephone number &
Occupation 2
) Last menstrual period f:#4 H#% Y M D ~ M D ( days)
Menstruation
i Menstrual cycle F#%EH days( Regular Jig Irrgular FIE )
T
Basal body temperature ki (Measuring daily #i#+ + Not measuring daily #l5E L <7 »)
COMarried B4  Age when you married #5454 ( ) URemarried 4%
Your husband’s name 4 ( )
Marriage Your husband’s age( )Your husband’s occupation( )
A (JUnmarried ##§ [JPlanning to get married AfE¥ &
Your partner’s name » -H-F4 ( )
Your partner’s age( )Your partner’s occupation( )
p hist [INone % L
regn;;;ﬁyﬁ 1story [1Yes » b Number of births Hiz( Times) + Number of miscarriages i ( Times)
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Natural birth B4 Male &
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M weeks Forceps delivery #if 1 emate unhealthy 75 | other clinic
Caesarean section 75 £ UJB &
Natural birth B4 Male &
2) Y Lo | Suction 13| - ae L 4| healthyfit | this clinic
M weeks Forceps delivery #if+ emate unhealthy 75 | other clinic
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HHEETE Natural birth H% Male 5
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* Confirmation of Pregnancy #T-4R D fifE 72
1. Did you have a pregnancy test?iFiRIRE % S L E L7220

JAthome HE( + + — ) [JAt the hospital J#& ¢ (Expected date of birth Y M D)
(I haven’t had a pregnancy test J %5 L T\ 72\

2. About this pregnancy & [8] D IR IC DT
[(ONatural pregnancy H84T4R [JPregnancy after fertility treatment TR % D ILIR

3 If you find out you are pregnant, dLUR 23 ifERE & 7= 5 &
(I will choose delivery at this clinic. 24[5¢ T35 4 2
OJI will choose delinery at another place.fth it T3 #4522 (Homecoming B Y - Other Z Dfth)
(I will choose abortion. Hfi A7 &

4 . 1 currently suffer from the following symptoms.5iiC 7z 2 FEIR 23 H 2 (

* We are going to ask questions about your illnesses in the past and present(Medical history).
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> Please write them down because they may get worse or recur while pregnant and during birth.
IR - i RO T TR HER - B3 22 2H 0 T OTEHICRHALTLZIT N
[ONone 7z L
(JChild asthma /)N 2 i 2 [(JAtopic dermatitis 7 b & — B2 f§ %
CJAsthma I 2 (When was your last attack? A& FAE XD ago,Age: )
(OThyroid disease PR A £ ( ) [JHepatitis B B HUAF 4 (JHepatitisC ~ CHUAF%
CEpilepsy CTA 2> A CMental illness i 5 ( ) [(JPanic disorder »¥= v 7 [&E
[(OHigh blood pressure /& Ifl+: [ODiabetes ## R [(0Gynecological disease I AR DA
(OUterine fibroid ¥ & fiif [JOvarian cyst Y[ 52 (JOEndometriosis ¥ & N JEE
(JOthers % D fh( )

* We are going to ask about the medical history of your family. 5% (A& BAHR) DIFFEIC DWW THfEIN L 9

Please state whether one of your parents or siblings suffered from anything listed below.

( oFIcR - B - i 2L AL T T w

[ONone 7z L

[(OHigh blood pressure &Il )[ODiabetes R ( ) [(JCancer 7% ( )
(JHepatitis B B AT 4 ( ) [JHepatitisC ~ CHIAF4 ( )

[(0Others % DAt ( )

* Do you currently take any medication? R7EARFA L CW 23z H H 3 »
[ONone 7 L (Yes & Y ( )

* Have you ever had any surgery?5 % CICF iz 20722 & 03H h T3
[ONone 72 L (Yes & Y ( )



* Have you ever had a blood transfusion?#ilfll % %2 \F 72 2 & 3% Y £ 3%
[(ONone 7= L (OYes & Y (When? )

* Do you have any drug allergies?3ED 7 LA F—(3H H £ 35
[UNone 7z L (Yes & Y (Drug name 3544 Symptom FEtk

* Do you have any food allergies? B~¥JO7 L L ¥ —3H Y T3
[(ONone 7z L OYes & b (

* We are going to ask about cigarette and alcohol.7z1XZ « B IC O W THEFE WL 5
Cigarette 721X Z (I don’t smoke. W& 72 \»
[T smoke. > T \» % (How many per day?— HIZ iR

)

Do you intend to stop smoking? 721X #1k®» %5203 0 1ZH Y T35 (Yes + No)

Alcohol 8K (I don’t drink. B8R F 72 \»
(I drink sometimes. & % & X fikip
(I drink everyday.#5 H ik £»

Maeda Clinin 2020.09



