Health Check Questionaire

kana year month day
Birthday
Name
(M - F) ( y.0.)

Do you have any of the illnesses about below? treatment and date treatment began
Hypertension Yes No
Diabetes Yes No
Abnormal lipid disease Yes No
others Yes No
Have you ever had or been treated for any of the diseases treatment and date treatment began
Cerebrovascular disease Yes No
Cardiovascular disease Yes No
Chronic renal failure, Hemodialysis Yes No
Anemia Yes No
others Yes No
Have you ever had an operation? Operation name

(diagnosis) Yes No
Lifestyle Questions Choice
Do you smoke? Yes ‘ No

How much cigarettes/dayxyear
( ) x ( )

Have you gained 10 or more kgs since your 20th birthday? Yes No
When you excersise do you lightly sweat? And have you been excercising for Yes No
30mins, three times a week for more than lyear?
Do you walk or do a walking level exercise for more than 1 hour in a day? Yes No
Is your walking pace faster compared with a person of the same age and sex? Yes No
Have you gained or lost 3kgs within the past year? Yes No
Do you eat faster compared with other people? fast avarage slow
Do you eat dinner less than 2 hours before sleeping more than 3 times in a week? Yes No
Do you eat snacks after dinner more than 3 times in a week? Yes No
Do you skip breakfast more than 3 times in a week? Yes No
How many times do you consume alcoholic beverages? everyday | sometimes | rarely

less than 0-1 Gou

How much do you drink when you drink ?
between 1-2 Gou

% Example of 1 Gou: Sake (180ml), Shouchu35°C (80ml), Beer (500ml)

) ) i between 2-3 Gou
Chuhai 7% (350ml), Whiskey (60ml), Wine (240ml)

more than 3 Gou

Do you sleep well? Yes No
No

Do you plan to lead a healthier lifestyle in regards to eating habits, exercise, probably improve

as soon as possible

and so on? : .
already improving less than 6 months

already improving more than 6 months

If you have an opportunity to recieve instruction for improving your health, Ves No

do you want it?

X please follow on the other side
RafflesMedical Osaka Clinic



Health Check Questionaire

Please check the symptoms you occasionally experience.

chest pain / tightness
palpitation
shortwindedness
sleeplessness

stiff shoulders / back pain
numbness of arms or legs
dizziness
headache / buzzing

sto

depression

mache bloating
diarrhea

constipation

other

hemorrhoids

|

Have you ever discovered a medical problem with your body by any of the medical procedures listed below in the past 2 years?

@Electro Cardio Gram ®@Ultrasound Ves No contents

@Xray @Upper GI ®other ]
Have you ever had a hepatitis B shot? Yes No years ago, total times
Only for ladies

Is there a possibility that you may be pregnant? Yes No

Are you on your period? Yes No last period: Month Day started
Do you agree to a Xray test? Yes No

~Policy about personal information~

1. EANRHROBBRUTFIARN
RZERDSIERVLEVENEIRE. ROEFENCHALES,
1) BERINRICIREOSHDZR - IREFDOEE
2) BEEZHEROIRSE
3) BEDFES
4) BRZEOCEARVEIT—DIEAFOFX (BAOEFIFZIERIAVTVSIES)
5) BEEHE EFHE. K (EAOHBINLRBVITETITVEY)
6) ET 1T EDZEFADI I

2. BAIRHROEE - 2

1) MRAREICOVTIE, BN BIRREREI N —TE DKEITEL TV ERHBN D FFIFEEZ L Fh
BEZFHOTEEL., BN BRI IZIEEIHDET,

2) SheEEEN (FAHFRET) 2170\ BERZEZ 2N ORERBEIE . IRACERE
X I DD PTESEDFEEZEBU TEEILEY,

3. AEN @SN ES
RLEOHINSFEERESR. K&, 15 £FRBF0ERBIRFORMNMESNANOIEE.
BRE2HERT — R NIBANLEU DT BN TET . REEROESENMENELRRREE
ORHNTERNECBDET

4. FHR-ETIESF

1) ZZERNFIRIDFENFLNETZRITAENBRORRABRG REEEBERNFIBI2FENE
OEHBBEZEBL TS,

2) SRRICEZRFIAGSNIRANSORRFARCOVTIE, HHAEROICE RIS,
ZOREHF AR TEDIEDIEF CTRAZHERSETOREVE, BONIRRLET,

5. EAREHRERDIRVEDO
SYINZATARIVRIRIVZY) B NIBIRERDIRVZEC @ 06-6345-8145

LEDEANBEROEDBVNCONT, ARVWEERSESREOIICYRESENLET,

RafflesMedical Osaka Clinic



