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Lo — SO . . Eoand i3 Age | | Single |Occupdtion
Ndine Birth % M D yrs Married
-
Address
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Phone number fo contact I : Height Weight| Body Temperature Blood Pressure |
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® How did you know about us? §4 (Multiple answers allowed)
[Website ~[Facebook [JBus Information [IBillboard [JStation Signboard Magazine [JFriends or Family [[Doctor's file
[Had exams by Chief Physician before  [[JOthers( )

LEASE FILL | (Muliiple answersallowed) Ll

[JKUMIN KENSHIN-Checkup
L OBSTETRICS AND GYNECOLOGY

[ PREGNANCY.

[JAbnormal Discharge: Color ( ), Smell ((JYes[INo) [JPregnancy Test (will give birth [JYes- [CINo)

[OVaginal ltching —At-Home Pregnancy Test ((1+:[]—) (TestDate___/__)
[JAbnormal Bleeding( _____ /[~ ) —Preferred hospital for delivery

[JAbdominal Pains( / i ) [JRoutine Prenatal Exam

[Oirregular Menstruation [13D4D Ultrasound

[JPremenstrual Syndrome (PMS) [JFetal Wellness Exams

[warts [JPostpartum Consultation

[(Painful Intercourse [JOthers( )

[ISTI Screening, Women's Wellness Exams
[IPreparation for Conception, Ovulation Checkup, Infertility Consultation
(JMenopausal Consultation

(' ANTI-AGING, BEAUTY, FATIGUE RECOVER'
[Dintravenous Drip (High-Dose Vitamin C, Placenta, Others)
[linjection (Placenta, Garlic injection, Others)
([IVaginal Laser Treatment (Monalisa Touch)

[JContraception—> [JLow Dose pill o
[IContraceptive Ring 3#Please answer the screening test history section. OTHERS

[JMorning-After Pill (Date of Intercourse ) [JPainful Urination, Frequent Urination, Blood in Urine
[TJMoving Menstrual Cycle (Avoid ) =~ / ) [Urinary Leakage

s st eescswsesbEseanesansarenansaseapes

e . [ICold (Symptoms: )
PEDIATRICS _  D¥aecinations
[JAdolescent consultation [Citching . [OVaginal Laser Treatment
[Discharge [JCold [[DVaccinations . [Others( )
[[JOthers( )i

|BREAST SURGERY. YN8 you pregnant? ((JNo [JYes) @ Are you breastfeeding? ((INo [JYes) [[Breast Cancer Screening

1. Symptoms [JLump [JPain [JLactation [JCheckup [JOthers( )

—When did it start? (Right * Left: )
. Have you ever had breast cancer screening exams? [No (JYes—Ultrasound( __/__) Mammography( __/__)Visual & Palpation i )
. Do you have any family member diagnosed with cancer?[INo  [1Yes—>( )
. Do you have a pacemaker implanted? [ONo [Yes—( )
. Do you have any breasts implants? [ONo  [JYes—( )

aOpWN

SCREENING TEST HISTORY

. Have you ever had cervical cancer screening tests? Year. Month

1

2. Have you ever had uterine cancer screening tests? Year, Month
3. Have you ever had pelvic ultrasound exams? Year. Month
4. Have you ever had blood tests? Year. Month
5. Have you ever had mammary gland ultrasound exams? Year. Month
6. Have you ever had mammography? Year. Month
MENSTRUAL HISTORY g

1. Date of your last period.*— (. M b for days) (prior to that: Y M e )
2. When was your menopause? ( years old)
3. Menstrual Cycle [[Normal ( )Ydays long, [irregular( ~ )days long

PREGNANCY AND CHILDBIRTH

1. Are you sexually active?* [ONo [Yes

2. Have you ever been pregnant?* ONo [(Yes
Date of Childbirth Condition of Pregnancy and Childbirth Birth Weigh1J Condition of Infqgﬂ Hospital Name !
@ M o [INormalTJC-Section IMiscarriage[JStillbirth{ JAbortion(  weeks g ’ S t
@ ™ ° CINormalTJC-Section MiscarriageJStillbirth(JAbortion( weekd | g | | B
@ Mo D | [INormal[JC-Section[IMiscarriage{ JStillbirthCJAbortion( _weeks g ] {

3. Have you had any complications during childbirth? ( )



