Exclusive Use of Woman Health Questionnaire ¢z sif2

Question I About gynecology
1 -1 Have you had a check up for uterine cancer?
INETIZFBENARZEZII-IENHDETH

[] Within 2 yrs QEMHIZH )

[] Within 1 yr (IELRIZHB)
[ ] No (\»Wo»xz)

[ ] More than 2yrs ago (QQELAERTIZHB)
<@Question about your menstruation> < ARIZOWVWTOER >

[-2 @ Have you reached menopause? M gLTOETH

[] Yes [ No

[-2 @ Please enter your age at menopause. FEEOERE AHLTIEIND

( years old )

<If you are not menopausal, please answer questions 2 ® ~ [ 2 D>
FRBLUTOARVAIR, [-20Q ~ [-2@D IZ20WTBELZTIN

I1-2 ® Are you currently taking any hormonal drugs in gynecology care?

(estrogen , progesterone ,etc)
Bgay ha—)LETTh, B ERECLRT )X AN DFRIVE VR TIEES)

[] Yes [ No

[-2 @ Start of last menstrual period HSKAROELE
® End date of last menstrual period &SXEEOKTH

® Duration of last S&AROHAR

@ From month ( ) day ( )
® Until month ( ) day ( )
® For ( ) days

[-2 @ About menstrual cycle ABEHHIZOVTEEZIEID

[] Regular periods (:REIH) [] Irregular periods (FR#RAI)

1-3 @O Are you pregnant or possibly pregnant? EE/-13. EIEOAREMIZHY 40

[] Yes [ No

I-3 ® Have you ever had sexual intercourse ? MXRBOKEIZHY)ZTH

[] Yes [ No



<Question about your pregnancy History > <tEfRE HEEDEEIZOWTDER] >

[-3 ® How many times have you become pregnant and given birth?
IEIRDEE E A TIE XD

Pregnancies ( times.) MEAREIEK Childbirths ( times.) HEEZK
[-3 @ Have you ever had C-sections? =EFIBEIHYETH
[J Yes [ No
-3 ® Please record the number of C sections. EzHzTAEIW
( times.) [E%k
[ -4 Do you have limited range of motion around the hip joint?  BEBI%IFRIZHY) £3H

[ Yes [ No

I -5 Subjective symptoms HEEERIZOVTEEZIZID

[] Nothing particular (4iz7:L) [ ] Abnormal bleeding (ZRIEHIm)

[ ] Vaginal discharge (V€M) [ ] Genital itching (FREZBDDHA)
[] Abdominal pain (TFHEZBSE) [ ] Menstrual pain (H#&%mE)

[ ] Premenstrual syndrome (BiZ#iRE) [ ] Menopausal disorder (FEAEHIARZE)
[ -6 Medical record BAE

[ ] Nothing particular (iz7UL) [] Uterine myoma (F=fHiE)

[ ] Endometriosis (F=PIlsE) [ ] Uterine adenomyosis (F=iRffE)
[ ] Uterine polyp (F=%EE RV —7) [] Cervical dysplasia (F=SEHEWAK)
[] Cervical cancer (F=%EhA) [ ] Corpus uteri cancer (F=&AA)
[] Ovarian cyst. (SREEmD> &) [] Overian cancer (GIE »A)

[] Breast cancer (fLAA) [] others (Zofth)

1 -7 Have you undergone total hyste rectomy? FE04fEFEMiEZIFELAM

[] Yes [ No

1 -8 Have you undergone menopausal replacement therapy? HILEVHIDBERIIHY)ETH

(] Yes ( [ under treatment (JasEth) [] After treatment (&) )
[] No



Question2 About mammary glands

[I-1 Have you had a breast cancer screening?
INFETIZANARZ 2 ZIT-2eNHY) FTH

[ ] Within 1 yr QEMRIZH D) [] Within 2 yrs QEMRIZH D)
[ ] More than 2yrs ago (QQELAERGIZH D) (] No (\Wwx)
<@Question about your symptoms> <BHEERIZOWTOER >

I-2 @O Are you currently breastfeeding ? #H&EREILFTT»
[ ] Yes [ No

I-2 @ Do you have a lump in the breast? ZAEZLIVNHYETH

[] Yes [ No

I-2 ® Do you have any discharge from your nipples? ZLEMSSWAiHY £3H

[ Yes [ No

<Question about your medical record > <EEERRIZOWT OB >

[1-3 @ Have you been diagnosed with or treated for the following diseases?
FUFBEEICF Ty I E DT TAETN

[ ] Nothing particular (4iz#:L)

[] Breast cancer ( years old) (ZLAA)
[ ] Fibroadenoma ( years old) (KRHERRAE)
[ ] mastopathy ( years old) (FLARAE)

[] other disease ( years old) (ZDfth)

I-3 @ If you chose <other> , please fill out the diagnosis.
[ZOM | DEEFEREE AN UEFDA, JFEE AT LUTIEIWN

Diagnosis ( ) fE&
<@Question about your treatment history > <HEFEIZOWTOER >

I-4 O Have you ever had breast augmentation or reconstructive surgery?
SETHEDEMFM, T/HIIBEEFMEZII2IENH)ETH

] No (W) (] Within 1 yrs (1£EBPRIZHB)
[ ] More than lyrs ago (1ZELLERTIZH D)

0-4 @ If you selected <yes>in II—-4Q , please fill out the type of surgery.
AEDEMFEMEITBEFMEZII IR H L5 HFIEFEMOBEL2I AT TIN

[ ] Breast augmentation (ZHgF4)



[ ] Reconstructive surgery for breast cancer (FLASAIZEZHEEFAM)

I-4 @ Please fill out the type of breast augmentation surgery.
[EMFM | B2 2G5 fiiREBE 23N

. . NN Hyaluronic acid injection or Fat grafting
[] Silicone Gel bag (¥VarnNw2) ] (b 700 > % 7= 13 ERETEA)

[ ] others (Zofh)

<Question about your family history > < FBEREIZOWTOER >

-1 Have any family or relatives had ( the following ) breast cancer?
MFEDLZMHED FTHIBIADFIEOSHSURWVET M
[] None or Unknown (X%7%:L)
[] Grandmother (&) [] Mother (&) [l
[] Sister (ihifgk) [] Aunt (&)

Daughter (4R)

-2 Have any family or relatives had ( the following ) ovarian cancer?
MAFDEMEEDF T, FHENBADFIFNSHLRWETH

[] None or Unknown (¥%7%:L)
[ ] Grandmother (##f:) [] Mother (&) L]
(] Sister (k) ] Aunt ()

Daughter (#8)



