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Name Patient ID ) )
K4 £2& D
Height om Body weight K * [ Notchanged [ Increased [0 Reduced by kg in months
55 thE g (EbBHLY (K=12) (_7AT__kg®tt)

M Contact details for someone other than yourself, to be contacted by Relationship

our hospital in case of an emergency Lo
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Contact
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K% details
ERE

1 What are your current symptoms? Or please let us know the reason for this visit.
BE. EOLSTWERDPHYETN?H LIERBOEBRESMSE IS,

2 When did the symptoms start? They started around (date: ).
JERDBEFE S F2DIELDTTH? (e F A HEMN )

3  Check the applicable disease box(es) of your previous ailment(s) and current ailment(s) under treatment, if any.
If you have undergone surgery, check the applicable surgery box(es).
SETHI - IRR BEERE). BAERFORILSHNIE, REWILE/FTLLESND, Fz. FHET oL OICEFHEICBE DT T
AN

Disease Surgery Disease Surgery Disease Surgery
g Fift o] Fift o] F il

O O  Esophageal, gastric, and/or a O  Blood disease a a Rheumatism
intestinal disease MRDESR oI F
RiE. B, BORESK

] O  Respiratory disease O O  Urological disease O O  Habitual headache
FEIR IR DFR MRBDIFR ZBigHeEE

| O Heart and/or vascular O O Liver, gallbladder, or O O  Eye disease
disease pancreas disease ROFER
D - MEDFR B - B - ERORS

] O  Brain disease d O  Diabetes mellitus d O  Cancer
D mS HEFR IS N

| O  Kidney disease O O Hypertension O O  Other disease
BiEomS SIMmE ZOHMOBESR

] O  Thyroid disease O O  Asthma
ARIRDFER HAZL

| 0O  Mammary gland disease O O Lower back pain/joint pain
FIRDAESR &% - BAEfE

4 Are you taking any medications?] Yes (drug name [ ) I No
BE. EEHRATOHETIMN? T ERA ATAV-S

5  Are you bringing your medication record book? [ Yes ] No (dForgot today)
BEFREFSELTHLETM? &Ly LA (RBEENTE)

6 -Areyou allergic? I Yes (1 Urticaria LI Loss of consciousness) I No
FLLE—EFHYETHI? (=4 CAFELANET BHENG o) (AYAV-S
Drugs ( ) Contrast agent ( )
KRt ERH
Foods [OBanana [Avocado [Chestnut UKiwifruit [Other than as noted on the left( )
BE&A NFF FTHRAKR 2 FOA4TNL—Y  EELS( )
Metals ( ) Other URubber products [1Other than as noted on the left( )
=B Z D JLES EEus ( )
*Rash due to adhesive plaster [ Yes O No
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7  Tell us about your lifestyle.
EFEBEITOVTHA TS

Size of meal 0 Small [ Regular O Large
BHORE LE TR ZL
Sleep [0 Sleep well [ Cannot sleep
REAR F<END RN
Alcohol habit [ Do not drink alcohol [ Drink alcohol every day O Drink alcohol occasionally
B OEE mFELL &#A &I
Types of alcoholic drinks [ Japanese sake [ Beer [0 Western-style O Other
consumed BAE E—L alcoholic drinks ZF0ith
B O bE i
Smoking habit O Never smoked before  [1Smoked in the past ( ) cigarettes per day. ( ) ~ () yearsold,
IR > 1 —EEW|o=Z LML ( ) years

BE(CEE ( ) &/B. ( ) ~( ) F.o( ) A

OCurrently smoking ( ) cigarettes per day. ( ) ~ () yearsold, ( ) years
R BEH ( ) /8. ( ) ~ ) F.( ) M

8  Tell us about your urination and defecation.Urinate () times a day; defecate ( ) timesin ( ) day(s)

HERR. BHEICOLWTHZTT &L HERR1B( )E.HE ( ) BIZ( )|

9 Please answer the following questions if you are female: Menstruation (last menstruation): (MM , YYYY );
ZHDAEDHABEALLEZE N HBEIIONT (REAK) @B () F ( ) A
Possibility of pregnancy: [1 Pregnant [ Potentially pregnant [0 Menopausal
SR AT BEME SEYRAR SESROD AT REE FA#E

10 Do you want to be informed if you have a life-threatening disease (e.g., cancer)? [ Yes 1 No
@WzhhbhdER (BARE) DFEE. SHOFLITDONTHITIEEN, #LTD FELAL

11 In case you are unable to make decisions or express your will, whom would you like to make decisions on your
behalf? (Priority in brackets)
CEHETERRE - ERRTATELELALSIGEIC. ELGRIRHLYDERREZSELLEZLWTIN? (O vy IRITELIERTL

O () Spouse O ( ) Children
BoiaE FE

O ( ) Parents O ( ) Relative
32 B

O ( ) Friends, etc. O ( ) Other
RAE ZDfth

12 Did you use an online eligibility verification machine to use your Individual Number Card (“My Number Card”) as
your health insurance card?
TAFUNR—H—FEREIEE LTRAT S0, 7054 VRRIIEZRBEERSAELLZA?
o Yes oNo
[ | AAY-4

13 (If “yes” to 12) Using your Individual Number Card as your health insurance card allows this hospital to check your
medication information and specific health checkup information.
Did you agree to checking of such information by this hospital on the screen of the online eligibility verification
machine?
(12T MW OFDH)IAFUN—H— FERIREEE LTHAT 2L THRIIBESAOERBHR OB ERSERERRBTEES,
T T4 VRIRHERHOER TLURNMERERTHLICAELELLM?
o Yes o No
[ A4

At this hospital, we use the online eligibility verification system to obtain sufficient information on the patient’s initial visit,
thereby obtaining and utilizing medical care information to provide high-quality medical care. We calculate the following
additional medical fees. We ask for your cooperation in utilizing your Individual Number Card (“My Number Card”) as
your health insurance card in order to obtain and utilize accurate information.

LRETRHMZICRLITALGEREMFTARHEL T, o514 VEBRER A TLENAL, ZREREWE - BRAT I LITLY, BEOBWVE
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[0 Additional medical fee for enhancement of medical information and system infrastructure establishment
Additional reimbursement 1: 4 points (for an initial visit patient “without a referral letter” and “with non-Individual-
Number-Card health insurance card”)

Additional medical fee 2: 2 points (for an initial visit patient “with a referral letter” or “with Individual-Number-Card
health insurance card”)
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