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(H3:E) #1532 - BRSOtARMER (RRAA)
Date (YYYY/MM/DD) / /

1. Patient’s Information BEEIR * B a

Last Name & Age i

First Name % Nationality EE

Gender %5 OMale 8 OFemaleZ  [Other ft Language 538

Date of Birth (YYYY/MM/DD) / /
2. What is the purpose of your visit today? ZABDZZOEMNIZATTH

O Outpatient Visit 5252 O ASD/ADHD diagnosis and treatment FiEEEABEZHT

O Hospitalization APBz O Epilepsy TAD A

O Day Care/ Day Night Care 717 7% O Addiction treatment {&KTZER

O Dementia diagnosis ERENIAERZHT O Others Z 0fth

O Medical Report 52§72 for

3. Have you ever visited a psychiatrist in the past? BXEICEARIERE LI CI3HDFTH
O No 7Ly
OVYes #% % Please fill out the below U THTEEATETWL

From (YYYY/MM) / to / From (YYYY/MM) / to /
Were you hospitalized? APBRRE OYes ONo Were you hospitalized? AP OYes ONo
Name of Hospital &kt Name of Hospital J&ki&

Diagnosis 22ir%& Diagnosis 2Z2#7&

4. What are the symptoms that you are currently experiencing? IREL ABRIERDH D £9H

O Insomnia RBER Ty oJIILHEHSNEL O Alcohol problems &%E

O Restlessness FEBHEH DKL O Forgetfulness #¥1=n O Violence &77

O Strong tension or anxiety O Loss of appetite BAET O Weight loss or gain {AEZ 1t
FEEOFRZH AN O Increased appetite BAUEE O Easily excited EE L% 3L\

O Feelingirritable 1 513593 O Sudden personality change O Hearing strange noises or voices

O Feeling depressed S5 H5E0 RUTEEHED ST EREVCEHNIECZS

O Suicidal thoughts HIEXE O Worries about work, school, O Wandering aimlessly

O Seizures (TULWHAFME family 1é# (Bi3m. FR. RiK) O Talkative &£

O Can't stop playing games O Lack of energy KAaH% W O Excessive energy TTRHRI T2
F—=LHP & 5L O Feeling of being watched O Loss of consciousness EaiE%k

O Can't stop gambling ABEDRRICHR D, FREE O Being harassed fh' 5t

O Others

5. When did the symptoms start? £hidW\WoHh5TIH
Since approximately year/ month tEH'S OR Since yearsold RENS
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6. Do you have any blood relatives or family members who are diagnosed with any mental illness? MiFDREEPHIKIC
BaREBRELEBHINESIEWETD
ONo LW
OYes W3 Whoisit? &7=T9H Please fill out the below U TH TFEEALTZT WL
Relationship B8{&4E Diagnosis of Mentalillness ¥k E%4 Age i

7. Where were you born? & ceh ?
Country City #

8. Whatis your highest level of education? BEZFEIATIH

(] Middle school #Z#% [ High school &#& [ College %EA/ZEFIFHKR [ University/Graduate school K% /AZ bz
Name of the school Z#%%

Please tell me about your current work and your work history JREDBE L BEZHI TSIV
Currently occupation IRTEDIGE

O Fulltime EEER O Parttime /N— k&R L [Self-employed BE% (] Retired ;BB

O Unemployed O Student & (] Other 0 fth

Your Past Work History BEE

Occupation B% From years old to years old falm~1ai%
Occupation B% From years old to years old falm~ 1%
Occupation Hz From years old to yearsold falEg~fAli%

10. Please tell me about your marital history $EHEBEICDOVWTEHITLEIWV
(I Single R4& (] Married B4 (] Divorced B#4&  [J Separated/Bereavement BfRll/5E5!
Married $EIEEAR From yearsold mH'5 to yearsold £ T
Married t&9R AR From yearsold EH'5 to yearsold £ T

11. Please tell us about your history of smoking, alcohol consumption, and other drug use. BBE X 7L d—JL. EDHE
MEREICOVWTHITLEIW

Do you smoke? 7iXZZH/mWFgH
O No b7y
O No, but l used to LAHIk>TUL\F= Previously cigarettes/day #/H

OVYes %S Currently  cigarettes/day &/H Since  yearsold mh'5
Do you drink alcohol? &iBZR&FTH

O No BRE7ZL)

OYes BX&>  Please fill out the below WU{TFH ALV

How often B /week  Types of alcohol Ef&

Do you or have you ever used drugs? RSy JZFERALECLEHD FTH
O No %ALY

How much £ /day

OVYes &3 Please fill out the below UTH AL ETLY
Types of drug 7&%8 When WD
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12. Please tell me about any physical illnesses you have had inthe past Ch X ThH o7 CHERICODVTHZITLETWV
O No %ALY
OYes %% Please fill out the below U TFH AL TV

Currently seeing a Medication

Age Ftif Disease &E% Hospital EEHRE doctor? IRTEER PREE
years old [IYes [INo [ClYes [INo
years old [lYes [INo [OYes [No
years old [IYes [INo ClYes [INo

13. Are you allergic to any foods or medications? E. BAYIOT7LILX—xHD £5H?
ONo 7&L)
OVYes %3 Please fill out the below LU TFH TEBALFET W
Food

Medication

14. Please let us know if you are using any social security services in Japan FIHL TW3HEREFHEIHNISHITLE
TV (BHEH)
1.
2.
3.

15. Please tell us the names of the residential or day care facilities, counseling centers, and care service providers you
use AFR < BFRLTUVLBHEES. HXBXFAPNEREFREHITIEZL

Name of the facility HEs% Person in charge i8Y#& Contact information E#&
1.
2.
3.

Thank you for your cooperation

$
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