€\ KEYU HosPITAL

LMP( / )
GA ( W d)
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Obstetrics Questionnaire
(FERIA R 2R
Name Age ID
Height cm Weight kg, Body Temperature

B What is the main purpose of your visit today? (KBZZEhBHAIRATTH)
[OPregnant (fFiR) Pregnancy test [0+ [0—  [Inot done. Date tested ( /
(TR EE REME. BREH)
Do you wish to deliver your baby in this hospital? (X257 E) [(OYes [No
Where are you having your prenatal checkup? (FiR#z2E? MREFLE. URFL. RE)
( Oother hospital - CJKEIYU hospital ©+ Oundecided)

[] Vaginal bleeding [ JAbdominal pain  [1Vaginal discharge [1Vaginal itching
(P8R H ) (s (BYHD) (EBDOHPH)

L1Other (Zoft)

M Are you:[] Single [IMarried, age: [IDivorced, age:
(FE8B(1E, RIB, HIEL TV, BEELR)

B What is your occupation?
(BZEEFBATTH)

M Is your husband healthy? [1Yes [INo : illness
(CEANFRETTH)

B When was your first menstruation? (#&F@AETI H) years old.
B When was your last period? Month Date Duration days.
(ZEAREVNDTTA)

B How was the amount of your last menstrual bleeding when compared to usual?
[IHeavy [IMedium [ILight

(—BRADAREFEFEE LY ZW/ ®HES D)

B Your menstrual cycle 1s: [128days [130days OOther ( days) OlIrregular
(BEEROAROBABIFFBE TS A)
B How did you presently get pregnant? (4R ORI %)
[INatural pregnancy (BARE1R)
OReceived infertility treatment—describe in detail (

(TR ETHIR->EFRRAEE)
B Do you have any allergies? (7L LEX—ZfAnHY £TH)
[ONo * [Yes, to

HM Do you have any of the following illnesses? (UTOHEKIEHY £5H)
(] Asthma (®g8) [ High blood pressure (S1/E) [IDiabetes (¥EFR5H)

B Are you currently taking any medication? (RERMMEERENTOETH)

[INo [OYes (name of medicine :

Continues to the back.




B Do you smoke? (BEL LT A)

[INo [1Yes [1Used to smoke

(Amount per day: . For how long? )

H Do you drink any alcohol? [[No [IYes [1Used to drink
(BBIEKAETH)
(Type of alcohol : , Amount: )

[Daily (#R) [1Occasionally (%) [IFew times a month (Aiz2, 3@)

B Indicate if you have had the following within the past three months?
(BESFAURUTOZELBNIEF v I LTREL)

OFever [JRash [OSwollen lymph nodes in the neck [JCame in contact with a rubella patient
(F80) (%5) (FBER) VX DEN) (RBEE L D)

[(OCame in contact with many children at your job. (RE & 0EAAL VIS TORS)

B Have you had any major illness or had surgery?
(SETIZRKUO DY, FHES T ENHY FIH)
[ I1No [1Yes

age () diagnosis(fx4) Treatment(surgery etc) Chsk. FHOEEARE)

M Does anyone in your family have any of the following illnesses?
(BRICEME, HRE. B BLBELEEOHIVL2LHVETH)
[IGastritis [Diabetes [1Other

[ IHigh blood pressure [1Cancer

Family member(s)? (&in, Ens5%)

B Have you had a cervical cancer screening within the past year?
(FEERZE—FELRNICS T EnBY ETH)

Cervical cancer screening (Date: / ) result: [Onormal [Jabnormal
(FESENrA HEIEB/ES)

Uterine cancer screening (Date: / ) result: [Onormal [Jabnormal
(FEARLA HR I EE/ 2D

B Have you been previously pregnant? ($&CHiRE L= EMRHY TTH)

List the number of pregnancies in order and include all previous miscarriages and/or abortions.
(h#t. MEZESH. UTOFHICTHEATELY)

Number Months ‘ Delivery Child’ Birth
of Age ¢ Abortion/ Normal/ s sex oicht

pregnanc p'gg;;g Miscarriage Abnormal Hospital name M/F V‘Z &i B

ies 1st 2nd ) CIREE/ i) (EERABEROR (R0 %Eﬁ
etc ) TR




