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Gynecology Questionnaire

(i AR KRR 2
Name Age ID
Height cm Weight kg~ Body Temperature C

B What is the main purpose of your visit today?
(FRAZZINEEARBRATTH)

[1Late menstruation [UHeavy menstrual cramps [UHeavy menstrual bleeding
(BB (B FEAER) (EEOENZ L)
[JAbdominal pain [IVaginal bleeding [IVaginal discharge = [1Vaginal itching
(%) (P25 H ) (BYHD) (EBDOHPDH)
[ICancer screening [ IProlapsed uterus, or bladder = [JIncontinence [ 1Want a child
(BNAEZ) (FECBEMNATAS) (REN D) (FHMIFE LY

[IFertility exam (754 %)L Fzv%) [IRearrange menstrual cycle (£E#%J 5 L7
L1Other(z o)

M Are you:[] Single [IMarried, age: [IDivorced, age:
(FE3BI1E, KRIB, #EEL TS, BEELT)

B What is your occupation?
(BZEEFBATTH)

B Have you ever had sexual intercourse? [1Yes [INo
(EHDOREREHY FIH)

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

B When was your first menstruation? (#&F@AETI H) years old.

B When did your menopause start? (B EAETT H) years old.

B When was your last period? Month Date Duration days.
(ZRARIEVNDOTTH)

B How was the amount of your last menstrual bleeding when compared to usual?
(—BROEOAREBEFFEELY W/ FEE/DE)
[IHeavy [IMedium [1Light

B Your menstrual cycle is: [128days [130days (Other ( days)  OlIrregular
(BBEORAROBAHZMBEE TS A)

B Your menstrual flow is usually : [1Heavy [IMedium []Light
(BROAREIFIZVN/HEEVE

B How painful is your usual menstrual period?
(BBRORARREE B/ 55 BE/RALEHEESFE/BADEE)
[1No pain [ILight [INeed a painkiller [IStay in bed

Continues to the back.




B Have you had any major illness, surgery, injury or been hospitalized?
(ChETITRS. Fi. Me. EREFAROBRRIEHY £ H)
[ONo [Yes : illness

When
B Do you have any allergies? (7 LiL¥—zf@ndHY ETH)

[INo * [Yes, to
B Do you have any of the following illnesses? (UTnHEKIEHY £ )

(] Asthma (%8)

[1 High blood pressure (Z/E)

[1Diabetes ($EFR%H)

B Are you currently taking any medication? (RERMEERENTOETA)

[1No (OYes (name of medicine : )
B Have you had any major illness or had surgery?
(SETILRRUO MY, FMESFEIENHY ETH)
[ INo [1Yes
age (4#) diagnosis(f4) Treatment(surgery etc) Chs&. FHOEELE)
HMDoes anyone in your family have any of the following illnesses?
(BRICEME. ¥RE. B, BEERGEDHEVL 2 LrVETA)
[JHigh blood pressure [1Gastritis [1Diabetes [1Cancer [1Other
Family member(s)?(&#fm, En&5%)
B Have you had a cervical cancer screening within the past year?
(FEERZE—SURNIZSHEZEABY TTH)
Cervical cancer screening (Date: / ) result: [Onormal [Jabnormal
(FESELrA HR:IEE/ES)
Uterine cancer screening (Date: / ) result: [dnormal [Jabnormal
(FEA&LA HREE/EE
B Have you been previously pregnant? (S THIEE LEZERHY TTH)
List the number of pregnancies in order and include all previous miscarriages and/or abortions.
(i, REZEH. UTOFHEICTEATIW)
Number of A Months Abortion/ Delivery Chlll\f[l/%‘ Bl}rtil
pregnancies ge | pregnant Miscarriage Ab Normla v Hospital name sex weight
e o I=RepY
15t ond ete (IR R (ki) | norma EEH)JE (Rt (&R
E9) SREOES) D) D)




