Sendai ART Clinic Patient Information (For Female)
fils ART 7 V) = v 725 (ZMEA)

Fields marked with * are mandatory.

Patient’s personal information and consultation details will be managed appropriately in accordance with the

clinic’s Guidelines of the Provision of Patient Information.
Please answer the following basic information and questions.
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*Statedonid#H = Yearf _ Month A _ DayH
Basic *Patient ID £%%5% 5
Information | *Name [X#
HARIER *Nationality E£s
*Dateof Birth A2FHH _ Years _ Month H _ DayH
*Occupation(specifically) B2 (Hikryic)
*Postal Code Hff#% 5
*Adress 77
*Mobile # # Home Phone # H=%
SIf we contact you by phone or mail, may we mention the name of the clinic?
Mhek b EEE - WX CHE T 250, FiitrErcb ksl vty *OVYes lZv» ONo Wz
*Email Adress A —A7 F L&
*Height #&___ cm/ *Weight tA%__ kg
*Blood Type i®# __ Rh+/-
Part 1 Lifestyle Habits Z:3EEEIC DT
*Smoking M2EE: O Never 7z \» O InThe Past i&£icH Y
OYes Y (___ pc(s)/day &/H, Since_____years old BZAEEH A 4E #i5)
*Drinking fiifi: ONo 7L OYes ¥
(Type of alcohol: % qty: ml 2% OEveryday H O Occasionally Ff%)
Part 2 Marriage Status #5#5EIC DT

*Do you have a partner? »¥— b — OYes % b ONo 7z L

Olegally Married BE#:

Registered Date #Wi/m 2 H Year 4 Month H Day H,
Age of Marriage #&#5FE 0 fE i Years Old

OCommon-law Marriage Z345:

Since WoWE2L  Year®f  Month H _ DayH,
Living together [H# (ONo 7L OYes 1Y)

OSingle Ki%
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Part 3 Divorce History #E#5/#Ec DT

*Do you have any divorce history? #USIE ONo 7L OYes Y

Part 4 *Do you wish to have a child at this moment? B L TETHFEEFLINLTHE T2

OYes 3w ONoO W \» 2

Part 5 Pregnancy History TR ICD T

* Have you ever been pregnant before? ITIRL 722 & ixH H 32
ONo % L OYes » b  (How many times? EI))

Pregnancy and delivery history -4 - 534/

Year Month __ Day Name of the clinic #ibi#:
ONatural conception A%4#E OTiming Method % 4 3 v 2% OHormonal Treatment =1 vk
OlUl OIVF OICSI OOthers = oft

ODelivered 7#%: ONatural delivery B#k5r%: OCaesarean section # E ]

* Date of delivery 43#:H: 4F Year Month Day
* Delivered at 4> #uE % weeks days
* Birth weight Hi4:{k: 8

* Gender 1£5]: OBoy B OGirl &

OMiscarriage: Year Month Day

(Gestation: weeks)
(OGestational sac only OSac + embryo OHeartbeat confirmed)

OEctopic Pregnancy
(Gestation: weeks)

(ORight OLeft Surgery: OYes ONOo)

OAbortion
(Gestation: weeks)

OHydatidiform mole

Ostillbirth
(Gestation: weeks)
Part 6 Medical History BE{EEIC DT

*Have you ever had any diseases listed below?4 % Cic 22> » 72fi&iEH £
OYes v  ONo W\ x
LICancer 254
Diagnosis J&%:
Clinic/hospital J&kes:
ORecovered & OUnder treatment &+ OObservation #iE s
Age %
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[ICardiac disease ‘L%
Diagnosis J%4:
Clinic/hospital f&kes:
ORecovered &

Age %
[IDiabetes /&

Diagnosis Jix4:
Clinic/hospital J&ki4:
ORecovered &

Age %

[IHigh blood pressure i/ E
Diagnosis Jix4:
Clinic/hospital J&ki4:
ORecovered &

Age %

LIThyroid gland Bk
Diagnosis Jif4:
Clinic/hospital J&ki4:
ORecovered &

Age I3

LlEpilepsy TA 2> A
Diagnosis Jifi4:
Clinic/hospital J&ki4:
ORecovered &

Age I3

[IPsychiatric disorder f iz &
Diagnosis Jx4:
Clinic/hospital JxBif:
ORecovered &

Age I3

Llimmune deficiency A G itp s
Diagnosis Jx4:
Clinic/hospital JxBif:
ORecovered &

Age I3

LIAsthma i &
Diagnosis fii#:
Clinic/hospital JxBef:
ORecovered &

Age %

OUnder treatment i

OUnder treatment

OUnder treatment

OUnder treatment

OUnder treatment

OUnder treatment

OUnder treatment

OUnder treatment

nfEh
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OObservation #iE#%

OObservation F@E%

OObservation F@E%

OObservation F@E%

OObservation i

OObservation i

OObservation i

OObservation i
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[ IHepatitis B B ZUfF %
Diagnosis J%4:
Clinic/hospital f&kes:
ORecovered A OUnder treatment & OObservation #iE %
Age %

[IHepatitis C C #IjT %
Diagnosis Jix4:
Clinic/hospital J&ki4:
ORecovered & OUnder treatment &+ OObservation #iE#Ei%
Age %

[IChlamydia 7 7 3 v 7
Diagnosis Jix4:
Clinic/hospital J&ki4:

ORecovered & OUnder treatment &+ OObservation F@E%
Age %
LISyphilis #E#

Diagnosis Jif4:
Clinic/hospital J&ki4:

ORecovered & OUnder treatment &7+ OObservation F@E%
Age %
LIHIV

Diagnosis Jifi4:
Clinic/hospital J&ki4:

ORecovered & OUnder treatment &7+ OObservation F@E%
Age I3

[JGonorrhea i
Diagnosis Jx4:
Clinic/hospital JxBif:

ORecovered & OUnder treatment & OObservation i
Age I3

[LIHave you ever had a blood transfusion before?iifix L7z & 235 b £34 ONo 7L OYes b
[IOthers = ofth ( AR/ 1)

Diagnosis Jx4:

Clinic/hospital J&ke:

ORecovered &% OUnder treatment & OObservation F@E %
Age %

Part 7

Allergy 7L A F—icownwT

*Do you have any allergies? 7 L A ¥ —13H b £ 35 ONo 7z L OYes % b

OAntibiotics §t4:#] Name of Medication % : Ocontrast agent &7
Olodine 2 v &% (14 Vv V&) OSunflower oil &~7 Vi

OSoy beans K& Olatex 77 v 7 &
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OMetal €J&  Details £ :
OOthers Z ofth  Specifically B{&iyic :

Part 8 Underlying Medical Conditions Bi#EiA#EH DJF U DT
*Do you have any diseases currently under treatment?H7EBET ORRIEH D T
ONo 7z L OYes » b
Part 9 Menstruation/symptoms H#% - B &Y H RIERIC oW T
*Menstrual Cycle:  ORegular g Olrregular ~JiE
AREJE Days
*Menstrual pain (cramps) H& :
ONone # OlLight 59> OStrong i#\> OVery strong FE& 158\
Location #Bfi: Medication PIARSE:
*Symptoms B &1y B HRER: ONo 7L OYes » VY
*Th number of sexual intercourse per month K#F4EiE : around times [8l/ per month A
Part 10 Have you ever taken the tests below within a year? 1 ELINIC TREOMEZ Z T T E 35
*Cervical cancer test T =¥ AME ONo7Z&lL OYesdY
*Uterine corpus cancer test = {25 A2 ONo >z OYes i3\
*Chlamydia 7 7 I v 7#&#& ONo L OYes 9
*Do you have any family members who have genetic diseases which can be a cause of infertility?
MHE DI DIRE & 72 5, BRI EHRRDFITVE T2 ONo W 7zv»  OYes 3
*Do you have any family members who have the diseases below?
MiFHE OHFIC FTROFAD T 1TV E + ONo \72\»  OYes \» 3
LlCancer 234 [Diabetes #ifR% [High blood pressure &iE [Others # ofh
Part 11 *Have you ever had any tests related to fertility treatment at other medical facility before?
Bt CAEMREEZZ T2 izH D T ONo 7z L OYes Y
Part 12 *Have you ever received any infertility treatment at other medical facilities before?
P CAILREEZ T 722 2 idH v EF2»  ONoZixL OYes HY
Part 13 *What treatment are you expecting at our clinic? 4B 723 2 15 (EEEE )
[JPreconceptiontest 7L a v+ 7 = v##E [Timing method % 4 3 v 2iiE  LIUI A TEHS
LIIVF/ICSI hoh3245 - Bafess  [LIFrozen embryo transfer i IR
[lothers # ol B4k #y i1
Part 14 * Are there any medical treatments you cannot receive due to religion or other reasons?=Z# 7z &
OHHICE DY, T OLNEVERTAID Y T2 ONo 7z L OYes Y
Part 15 *Have you ever felt unwell after receiving blood drawing, injection, or other tests?#£1f, F4t.
RETRDIPEL ho/zZ 3B Y TTH ONo 7z L OYes Y
Part 16 *|s there anything you wish to inform our doctors? 4BiERNICE X 72\ W2 L idH b 32

ONo &L OYes b

D111-1 B2 % GeMi) _20240501




