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" OBSTETRICS and GYNECOLOGY
N

Check («) all corresponding answers. year & month 5 day B2
F Name 2ai Date of birth: £&HA _ yearf __ month B ____day 9
Address  fEPf Phone B
Bgyou have health insurance?  RERIEKRE 1> TVEID?
O No #t [DYes B
Nationality @5 . Language &%

What is wrong with you? ESLELED

(] pregnancy 4R O irregular period BHEER [ vaginal discharge HYE®D
01 stomachache [B/& 0 irreqular genital bleeding REMESHM O polyp wy—=7
0 oophoroma  GRED DiE 0 vaginal itching  1£88m ke O uterine leiomyoma I EAME
(] pap smear FAIRE2 O sterility  REiE Srothers  F it
Menstrual history  B#2DULT
x When did your first period start? MHTERABHHEDIEINDTID age _______ __years f&
% When was your menopause? BRI\ DTN age ________years &
% Are periods regular? AR IIRRFTI D ONo LWLz 0 Yes gL
* Intervals  EHEAIC DT
[ 28days 28 8H [ 30days 30831 o_ days 8% Oirregular A8
* Periods AR
last __ days. Bf
* Menstrual flow “IENO&
0 heavy U\ 0O normal 3¢ 0O light 273w
* Do you suffer from any pain during your period? HIERE

ONo OYes B

% Date of your last period. 2RARIINDTIN
 _month B _day B
History of pregnancy  {TIRREE
(] pregnancy & — _____times @
[ delivery 5318 —~ ___times @ - Onormal EE9® _ times @
0 abnormal B% 9% __times @
[0 miscarriage JiE ___times @ - [ natural abortion gnE times @
M artificial abortion  ATRE times @
[ others ZM1t? - [0 ectopic pregnancy S ENTIR 0 hydatidiform mole  f@IKE6
Do you wantg)/deﬁver your infant at this hospital? RO IZMR TOSEEFLALITD
HNo LW R O Yes 3w
Have you ever been allergic to medication or food? FOAMBETPLLF-EELCEZENBYAID
O No ## OYes B — O medication 0 food EY) [ others ZDfth
Are you presently taking medication? BIEMA TWDEEHVETH
0O No & 0) Yes & — lfyouhave any with you now, please show them o me. Fo TV IRETLEZY
Have you ever had a pap smear? Phigis a2 EENDPVETD
ONo LWz OYes v — _ yearff_____ month A dayH
What illnesses have you had in the past?  BHERZ EDLDIEHRRE LELED
] stomach and intestinal disorder BFNDHS O liver disease HFREDFHER
[0 heart disease MEEDAESR 0 kidney disease BfEOHS O tuberculosis  #&5%

O high blood pressure  &IMEE O diabetes %m0 asthma 8 DAIDS I+AX
(1 thyroid problem  SIRIROFES O venereal disease [E37] [J others Z it

Have you ever had any operations? — FliaZII =2 EHHUEIA

ONo LWWh&R 0 Yes [dL)
Have you ever had a blood transfusion? WEZSEoENGVETH
O No LWz 0 Yes 30

Eamily‘s medical history : Fill out family's age and check(v) any diseases they had. KERDIRENE
hereditary high blood

age healthy not healthy disease pressure diabetes  cancer

i BRER BRER TIBL) EILR SE YBRIR = .
father 42 ] 0 0 0 ] o
mother £ 0 0 m) 0 0 0
brothers 5.3 . 8] 0 u] N 0
sisters  Jmpk 0 O 8] 8] 0 O B
husband K ] O O 0 [m] =]
children  S{i O 8] =] O u] 0
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