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Medical Questionnaire for Adult
(58] ¥ - BEGtRMZR BAR)
Date (YYYY/MM/DD) / /
1. Patient’s Information BEIER F A B
Last Name # Age Fip
First Name % Nationality E%&
Gender #£7) OMale 8 OFemale OOther fib Language =&
Date of Birth (YYYY/MM/DD) / /
2. What is the purpose of your visit today? B DZ2Z BRI TTH
O Outpatient Visit 2% O ASD/ADHD diagnosis and treatment FEREZEAEZKT
O Hospitalization Afx O Epilepsy TA DA
O Day Care/ Day Night Care T4 & 7% O Addiction treatment {RTFAE SR
O Dementia diagnosis Z2&NGE2K O Others Z MDAty

O Medical Report Z#Z for

Have you ever visited a psychiatrist in the past? BxICREHRE2ZZLI-CLizHY EFTH
O No 7Ly
O Yes % Please fill out the below UTH TR AT XL

From (YYYY/MM) / to / From (YYYY/MM) / to /
Were you hospitalized? ABe/E OVYes ONo Were you hospitalized? ABe/E OYes ONo
Name of Hospital &4 Name of Hospital #&Fz4
Diagnosis Z#r& Diagnosis 22#4
4. What are the symptoms that you are currently experiencing? REELABIERDH Y T H
O Insomnia AR Fy TN LEDHSNAE N O Alcohol problems BUE
O Restlessness EHEN LY O Forgetfulness Y= O Violence &AH
O Strong tension or anxiety O Loss of appetite B&RIET O Weight loss or gain {5&Z 1,
BRERPO AL AL O Increased appetite BAEE O Easily excited HE L¥d W
O Feeling irritable 41 24 29 % O Sudden personality change [ Hearing strange noises or voices
O Feeling depressed SiFH AL EH BICHEBNIED 72 ERECEINIEIZD
O Suicidal thoughts FH= & O Worries about work, school, O Wandering aimlessly #E{El
O Seizures |JWLWNAFE family & (5, R, RiK) O Talkative %%
O Can't stop playing games O Lack of energy [ A AL O Excessive energy STTRNARTES
T —=LHRH 5NN O Feeling of being watched O Loss of consciousness = E %
O Can't stop gambling AEARICH D, FRE O Being harassed Ent» £
O Others
5. When did the symptoms start? Z#lgLWoHhHTTH
Since approximately year/ month /A% OR  Since years old ED
6. Do you have any blood relatives or family members who are diagnosed with any mental illness? Mo RiEPRIEIC
BHRERELEHIhEAIEVWETH
ONo WLy
OYes W3 Whoisit? E#47-THH Please fill out the below UTFH T ALZE W

Relationship BE{%14 Diagnosis of Mental illness & E% Age Fii
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7. Where were you born? HEMIZEZTTH?

Country City M1

8. What is your highest level of education? RR¥ BT H
O Middle school #%# [ High school m# [ College . X/EFIFRK

O University/Graduate school K%/KEkk
Name of the school 4

9. Please tell me about your current work and your work history BREDEE LBEEZHI T IV
Currently occupation IR7E DE%E

(] Full time &#EMA O Parttime /S— k&4 4 [ Self-employed BE% [] Retired B

O Unemployed #EE O Student %4 [ Other Z Dfth

Your Past Work History B&E

Occupation BZE From years old to years old AIE~1{AIE%
Occupation B2 From years old to years old AIE~1{AIE%
Occupation B3 From years old to years old {AIER ~1AI5%

10. Please tell me about your marital history $EHEICOWLWTHATL 3 W

O Single k15 O Married BE#% [ Divorced #f#&  [J Separated/Bereavement &f5!/%E5!
Married #E9REARE From years old A 5 to years old K ¥ T
Married #&48 #A From years old % to years old i £ T

11. Please tell us about your history of smoking, alcohol consumption, and other drug use. BME & 7L a—IL, ZDhEE
MEREICOVLWTHATLESWL

Do you smoke? 7z #/RWETH
O No 7Ly
O No, but | used to LAR#R - T UL 7= Previously — cigarettes/day &/H
O Yes &5

Do you drink alcohol? HEE8RAETH
ONo RFAau

Currently cigarettes/day 2/ H Since years old FH %

O Yes 8% Please fill out the below LUTH AL E WL

How often #EfE /week Types of alcohol #&E%8 How much £ /day
Do you or have you ever used drugs? FZ v 7 %ERALEZLZHY EFTH
O No 7Ly

O Yes & % Please fill out the below WU{TFH ZEAL & W

Types of drug &8 When LD

12. Please tell me about any physical illnesses you have had in the past ThE¥ ThH>7=THERICODVTHAITLEE WL
O No 7Ly

O Yes # % Please fill out the below UTH AL IZE W

Currently seeing a Medication

Age FEHh Disease &EE % Hospital EE#EtEES doctor? RTEi@pT BREE
years old OYes [No OYes [ONo
years old OYes [No OYes [ONo
years old dYes [INo IYes [No
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13. Are you allergic to any foods or medications? &, BR¥YOF7LAX—EHY FTH7?
O No 7Ly
O Yes # % Please fill out the below UTH AL IZ&E W
Food

Medication

14. Please let us know if you are using any social security services in Japan FIH LTV 3 HEREFIELFHNITHZITLE
SV (BHREH)
1.
2.

15. Please tell us the names of the residential or day care facilities, counseling centers, and care service providers you
use AP - BAFLTWVWSHERA. HRBEMPNESERERATLESL
Name of the facility Ms&4 Person in charge 1B Contact information @E#&4E
1.
2.
3.

Thank you for your cooperation
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