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Pre-consultation Interview Sheet

Check[’;m;;;;;c;;;;icable and answer the questions below Date: (dd)/ (mm)/ (ypID

Name(wife) Name(husband)

Birthday (dd)/ (mm)/ (yv) | Birthday (dd)/ (mm)/ (vy)
and Age years old and Age years old
Job title

Address

Mobile phone number/ Home telephone number /

Mobile phone mail address @

odocomo.ne.jp Osoftbank.ne.jp oezweb.ne.jp oi.softbank.jp ok.vodafone.ne.jp ogmail.com dother

1) What is your problem?

olnfertility —How long have you tried to have a baby? (mm) (yy)

oln vitro fertilization oRecurrent miscarriage olntroduction from urologist oCancer check or vaccine

oSecond opinion 0Other gynecological problem( )

2) Menstruation

< First period started at vears old
<~ Last menstruation started at (dd) (mm) and lasted for days
< Previous menstruation above started at (dd) (mm) and lasted for days

< Menstruation cycle: 0 Regular  (days) o Irregular ~  (days)
< Any symptoms with menstruation: oLower abdominal pain oLower back pain cHeadache oOther

< Do you use a painkiller for these symptoms? oYes oNo

3) Marital status

oMarried (mm) (yy) oDivorced_ (mm) (yy) oRemarried (mm) (yy) oSingle

4) Your history of pregnancy and the result

1. Age: (Delivery/ Cesarean section / Miscarriage / Abortion / Ectopic pregnancy ) (week) 9/ 3 2
2. Age: (Delivery/ Cesarean section / Miscarriage / Abortion / Ectopic pregnancy ) (week) @/ 3¢ g)
3. Age: (Delivery/ Cesarean section / Miscarriage / Abortion / Ectopic pregnancy ) (week) @/ 3 2
4. Age: (Delivery/ Cesarean section / Miscarriage / Abortion / Ectopic pregnancy ) (week) @/ 3¢ g)

(OPlease check the other side of this paper
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5) Body weight etc, Diseases and Allergies

< Height cm < Weight kg < Bloodtype A B OAB (Rh +/ -)

<> Tobacco o Non-smoker/o Smoker ( )day

< Sexual intercourse oYes/ 1No —(If no) Do you want to have a vaginal examination? oYes/ oNo

<> Diseases

oNo oAsthma (Last attack at vears old) oUterus myoma oEndometriosis
oAdenomyosis oOvarian tumor( chocolate cyst/ dermoid/ other) oCancer( )
oHeart oLiver oKidney oInfection( HIV/ Treponema / Hepatitis A type/ B type/ other )
oOperation(s)( )

< Drugs(daily use or occasional) name:

< Supplementary or Chinese medicine:

< Any side effects or allergies? oNo /oYes:

6) Your partner
< Tobacco oNo- smoker/ oSmoker  ( )day

< Any major diseases? oNo /oYes:

< Height cm < Weight kg
Check ¥ and write the results of your previous examinations
Examination Date: (mm) (vy) | Institution Result
oHormone level(blood test) Normal Abnormal(Detail: )
oHysterosalpingography Normal Stenosis /Obstruction/R/L
oHysteroscopy Normal
OSemen analysis Normal
OHuner test Normal
oChlamydia test Negative | After / Before: treatment
oCervical cancer test Normal After / Before: treatment
ORecurrent miscarriage test Normal After / Before: treatment

Previous treatment

oNatural timing x cycles The last day of this treatment: (mm) (vy)
olUI x cycles The last day of this treatment: (mm) (yy)

©Thank you for your cooperation. Your personally identifiable information is safeguarded in our clinic.
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