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(Questions Asked by OB-GYN)

RFA Name
E?ﬁnﬁjél Eﬁ =1 5 Birthday Year Month Day
Enl’\ m : Age Years Old
?f}?lf T Home Address | T (Zip Code) -
Phone
%lé%% Nationality
% First Language
Uéfg?;: Translator Yes: Family, Friend, Interpreter,
&R ') Others
B Rk R X BRE - 2ot None
RU Heights cm
ﬁmﬁ? cm Pre-pregnancy kg
ﬁﬁ]ﬁ%ﬁ@ﬂ‘bé kg Weights
@B% HY (iﬁ%‘“ﬁ—;'{f‘(<7}_“;\-m) Health Yes (Please bring if you have)
AN Insurance None
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Your Japanese Language Levels
Please circle the answer that applies in each skill

HTCIFFRBDECAICOZEDIFTLIEEL, Speaking | Listening | Writing | Reading
li’éﬁj §< 73\< & Not able to Not able to Not able Not able
1 Fofz< Foi=< Foi=< Foi=< speak at all understand to spell to read at
[FAERLN | DOSARN | HFRN | & all
N N . . Able to greet Able to Able to Able to
2 | HVWEDON | BLEIDH | USHENR | OSHEM
¥z ¥z understand write read some
T nhd DU DU
greetings some Hiragana
ANpES) hhad
Hiragana
3 | PARAI | DATRATR | OSHBHY | OSHRH Able to have Able to Able to Able to
LD BUWD
Zaa Zaa /N AAPES) DHd simple understand write all read all
TITD DHS conversations simple Hiragana | Hiragana
4 EIU.%%\EXJ A 'ﬁb,uz” ¢ %73\ & *v L St 7’%%:6 conversations
Tx3 PHB MNF3 PH3 Able to have Able to Able to Able to
daily understand daily write read Kanji
conversations | conversations Kanji




s About Your Health
AEAICDLT

Zféll;t‘% LELEN?HTIIEZECAIC[/]ZEDIF  Please tell us the reasons of your visit today

TSEEL, and checkl[v] all the boxes that apply
Daﬁéb\‘tijfc OAbsence of monthly period
Dﬁ}j&% OFeelings of nausea
OO LN [COPossible pregnancy
=» é%f%ﬁtbﬁ &Ly OLWLWE = Taken a pregnancy test by myself
OEEAERBII 20 O Yes O No
DR = HiEnEL OInconsistent period
CAHESER DL OStomachache during your period
Daaﬁ'ﬁb\‘ﬁ%\,\ C(Itchiness near the external part of the
OREc DL TR/ genitalia,
Oz ) [OHave stomachache
OWant to ask about infertility
OOthers( )
ot About Your Menstruation
BRICDWT
%}3&)‘(0)'?3%"0) The age of your
A o first period Years old
Enu 2
Mg E%ﬁ% % ﬁ Hh5 Your last period Year Month Day
'IéISFa% Lasted for days
A% I v | O Onnx Is your period O Yes O No
h? regular?
E’%ﬁ’é‘%;ﬁﬁ(:m\‘c lgflé’aéﬂ%ﬁﬁﬁ Your period cycle Every days
HfsgE< Lasts for days
& 02w Ofa Odbsun Flow of your | O Heavy CONormal
&, :ﬁz 053 period O Light
wop2 L Menstrual cramps | O Yes
-DDEELQBED »o = Interfere daily activities
ONFATEEL)
5y bfj‘?ﬁé CISevere, not moderate
0O AL DDIZ/I”d
WE_ & = one
ﬁéé’}i&) E;\;:‘;Z\f\j Use of pain relief E Les, alwlellys
otata
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About Your Health History
Please check[v] all boxes that applies to your

health history.

OUterine Fibroid

OOvarian Cyst

OGastrointestinal illnes( )

OLiver disease ( )
OHeart disease ( )
OKidney disease ( )
OThyroid disease ( )
OHigh blood pressure

ODiabetes

OAsthma

Do you have any infections? O Yes O None
OChlamydia CSyphilis
CAnogenital warts OGenital herpes

OGonorrhea

OTrichomoniasis CDHepatitis B

COHepatitis C
OHIV OTuberculosis (TB)
OOthers ( )

Have you had any surgery? COYes OONo
If yes, when? = Year Month

Which part of your body have you had

surgery?
( )
Have you had blood transfusion? OYes CINo
If yes, when? = Year Month
What was the reason?
( )
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About Your Pregnancy

1. About your previous pregnancies

‘Have you been pregnant before? OYes CONo

‘How many times did you have:
Pregnancies( )Childbirth(

2. About your childbirth
Please fill out the blanks as possible

Year | Gender | Weight | Vaginal Mortality
delivery
orC/S

1 Oboy g | OVaginal Olived
Ogirl OC-section | Odeceased

2 Oboy g | OVaginal | Olived
Ogirl OC-section | Odeceased

3 Oboy g | OVaginal Olived
Ogirl OC-section | Odeceased

4 Oboy g | Ovaginal Olived
Ogirl OC-section | Odeceased

3. About your current pregnancy

Do you have any requests below?

‘Willing to use alcohol disinfectant OYes ONo

‘Willing to get a blood transfusion

OYes ONo

-Have a request on my doctor’ s gender

OYes ONo
-Have a request on time for praying OYes ONo
-Have a request on a place to pray OYes ONo

-Have other requests OYes ONo
= ( )
Do you have any drug or foods allergies?
OYes CONo
=Medicines ( )
Foods ( )
Others ( )
- Do you wish to deliver your baby at this
hospital? OYes ONo

%This medical questionnaire was created, referring to
“Multilingual Medical Questionnaire,” created by the
NPO, International Community Hearty Konandai and

Kanagawa International Foundation.



