Meiji Yasuda Shinjuku Medical Center

Please be sure to answer this question if you have had a manmmography examination, breast
ultrasound examination, or cervical cancer examination.

RVETST(RE. ARIT—RKRE. FEENARBEDZZDHIHIZNTEEZLLE,

Exclusive Use of Woman Health Questionnaire gz A ximm)

Question I About gynecology

[ -1 Have you had a check up for uterine cancer?
NETIZTFEENARZEZTIENHYE T H

[] Within 1 yr(QOELRIZHD) [] Within 2 yrsQQELRIZH D)
[[] More than 2yrs ago(24LL LHTIZH ) 1 No(hhz)
< Question about your menstruation> < BfRIZOWTHER >

[ -2 (D Have you reached menopause? BRLTLETH

L[] Yes [ No

[ -2 @ Please enter your age at menopause. BREOEBEA HL TS

( years old )

<If you are not menopausal, please answer questions 2 Q@ ~ 12 @D>
FRLTOWVERWNAIR, [-20Q ~ 1-2@ I22LWTHEEATSN

[ -2 @ Are you currently taking any hormonal drugs in gynecology care?
(estrogen , progesterone ,etc)
ARaba—IILBhTED, (J{EREEIL O T/ T ANEEDRILEVFITHESD)

] Yes [ No

[ -2 @ Start of last menstrual period  S&BEORIEAE
® End date of last menstrual period &&BRO®TAH
® Duration of last S BEOHARK

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

[ -2 @ About menstrual cycle B&EHIzSLTHERILIN

[] Regular periods (3EI#Y) [] Irregular periods (FR#RAI)

[ -3 (D Are you pregnant or possibly pregnant?  #FiEF/=I&. IFIRO A AEEIZHYET M

L[] Yes [ No
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[ -3 @ Have you ever had sexual intercourse ?

1 Yes [ No

< Question about your pregnancy History >

MRS DREERIEHYFT A

<IFIREEEDRIEIZDONTOEHER >

[ -3 @ How many times have you become pregnant and given birth?

RO EIFEHZ TS0

Pregnancies ( times.) {EiREI% Childbirths ( times.) HEE@EE
[ -3 @ Have you ever had C-sections? ®FEFtIBIETHYET M

L] Yes [ No

[ -3 ®© Please record the number of C sections. E#&E#Hz TEWN

I -4 Do you have limited range of motion around the hip joint

times.) @E%

[1Yes [ No

I -5 Subjective symptoms

O0O0n0

[ -6 Medical record

N I I I O N A

Nothing particular (4i1=%zL)
Vaginal discharge(BY£0)
Abdominal pain(FEEERRE)

Premenstrual syndrome (A& a1+~3)

iR

Nothing particular (4i1=%zL)
Endometriosis (F& AEIE)
Uterine polyp(FE%E RJ—F)
Cervical cancer (F=E%EMA)
Ovarian cyst.(BRED>&)

Breast cancer (ZLAA)

I -7 Have you undergone total hyste rectomy?

[1 Yes [ No

FRIGIRRIZHYE S M

B RERIZONTEEZALLZEN

Abnormal bleeding (RIF )
Genital itching (BEE D HPH)
Menstrual pain( B #58)

[]
[]
[]
[] Menopausal disorder (E4EHAREA)

Uterine myoma(F=#ikE)

Uterine adenomyosis(F = RE7E)
Cervical dysplasia(F= G ER L)
Corpus uteri cancer (FE&EAA)
Overian cancer (BRE HA)

others (REHATR)

N I I I O N A

FEOEHMFMEZTEL A
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[ -8 Have you undergone menopausal replacement therapy? HRILEVHEIDBEREEHYESTH

] Yes ( [ under treatmentCGaggen) [ After treatment GR#%) )
[ ] No

Question2 About mammary glands

I -1 Have you had a breast cancer screening?
CNETIZHANARZ EZIH=2ENHYETH

[] Within 1 yr(QOELIRIZHD) [] Within 2 yrsQQELIRIZH D)
[1 More than 2yrs ago(24 LU LHIZ#% %) [] No(uhz)
< Question about your symptoms > <BEERIZOVTOER >

O0-2 O Are you currently breastfeeding ? BmEEIAHTIH

L[] Yes [ No

0I-2 @ Do you have alump in the breast? ZLEIZLIUABYET A

1 Yes [ No

0I-2 @ Do you have any discharge from your nipples? ZLE AL MHMNHBYET H

] Yes [ No
< Question about your medical record > <BEFEFEIZONVTHBR >

0I-3 (O Have you been diagnosed with or treated for the following diseases?
FYITBEBICFYIEDIT TS

[1 Nothing particular (4i=7%:L)

[] Breast cancer( years old) (FLHYA)
[] Fibroadenoma( years old) ($g#RRME)
[] mastopathy( years old) (CZLERSE)

[] other disease( years old) (ZDfh)

0I-3 @ If you chose <other> , please fill out the diagnosis.
[zttt | DEEEREE A DL ADHK, FmEEA DL TSN

Diagnosis( )4
< Question about your treatment history > <SBEFEIZOLNTOER >

OI-4 (O Have you ever had breast augmentation or reconstructive surgery?
SETHAEDERFM. TLEBERFMERTLIELHYETH

[] No(LMNZ) [] Within 1 yrs(1EURNIZH D)
[[] More than 1yrs ago(14&ELL EBIIZ#H5)
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0-4 @ If you selected <yes>in T—-4() , please fill out the type of surgery.
AEDEMFEMEIEIBEFMEZHTIELNHIAFFMOBEREEZ A AT

[] Breast augmentation(Zg=4it)
[] Reconstructive surgery for breast cancer (FL.AAIZKDBEEFM)

-4 3 Please fill out the type of breast augmentation surgery.
[EIFM LB R AL, MRERBEZLZEN

n Silicone Gel bag, Hyaluronic acid injection or Fat grafting
()av vy e7LOVEEERIZIEEEEA)

[] others(Zmfth)
< Question about your family history > <FEEIZDOVNTOER >

-1 Have any family or relatives had ( the following ) breast cancer?
MFOLEDH THNADAIENDOLHBNET H

[] None or Unknown (&%)

[] Grandmother(38#&) [] Mother(£#8) ] Daughter (&)
[] Sister (k) ] Aunt(ia)

-2 Have any family or relatives had ( the following ) ovarian cancer?
MFDLEDE T, PENADHIENSOLHNET H

[] None or Unknown(s74:L)

[] Grandmother(x2&) [] Mother (F8) [] Daughter(i®)
[] Sister (k) (] Aunt(#8)
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