Medical Questionnaire

There are a total of four pages. Please fill out all documents.

Name:
Date of birth: / / Age: Sex: [IMLIF
Address:
Phone: - -
Nationality ([E%E): Occupation (FZE) :
Hight: cm - feet Weight kg - pound
(1feet=30.48cm ) (1 pound = 0.453 kg )
4 Do you drink alcohol? [J No / [J Yes — [ everyday ml / [J sometime ml

[] Sake / [ beer / [1 wine / [ ] whisky / [1Other
@ Do you smoke cigarettes? [J No/ [J] Yes — How many do you smoke a day?
@Do you have any problems related to sleep? (K OREIRTIH Y OFEKIZH D 522 7?)
[J The difficulty falling asleep (&2 & 23 \»)
(] Frequent awakening during sleep (L IX L IZH23 R ® %)
[J Waking up early in the morning (Fi#- < B2 R % %)
[J Having shallow sleep (HR b 23 \»)
CJFrequent urination at night (7& [E14H/K)
[(JMorning dry mouth (R2FKIRF D [178)
@About your sleep duration over the past month (3T 1 2> H [ D BEHR )
Yougotobedat( )o'clockandwake upat( )o'clock on weekdays.
Yougotobedat( )o'clockandwakeupat( )o'clockon weekends.
®Do you experience the following symptoms during sleep?(LA T DfER2H O £ T2 ?)
[(JSnore (\»U* %) / oSleep apnea (fEHRH @ EFEHR) / osleep paralysis (4% 9 )
[JRestless legs when trying to fall asleep, causing an irresistible urge to move
(BEO L FICREDBLRXLRLCHA ST ITITVHNR )
[JSometimes getting up from bed and walking around during sleep, but not
remembering upon waking up(BEIRH ICEE X CTHE M 223, X 2L ENTLE D)
[JHallucinations while falling asleep or having dreams shortly after falling asleep
BAVBIELRDOBRR 2720, IRoTFTCIKELR2)
@ Do you experience excessive daytime sleepiness? (HH D5 W IRR)
[J No / [J Yes — Please also answer the following questions.
4 Do you experience unintentional dozing off? (JEHR b @ &)
(1 No/ [l Yes — How many times a day do you doze off? / day
(1 HIATRIC S WEIRY LE 35 7)



— For how long do you doze off each time?(1 [a] D JEHE b FEfH)
[ILess than 30 minutes / [JAround 1 hour / [JSeveral hours / cVaries
4 What time of day do you experience strong sleepiness? (7 \ > i 5 D K¢ )
[UMorning / [INoon to evening / [JEvening onwards / [ ]It doesn't matter
@ What is your level of sleepiness after dozing off? (JEHR 0 L 721 ® X 47)
[IRefreshed / [INot refreshed / [ INeither
# Have you ever driven while dozing off?(f& R b i#Efxz D %) [J No / (] Yes
4 Do you have a history of car accidents? (228 S HUE) [0 No/ [ Yes
@Do you suddenly experience muscle weakness when you laugh or get angry?
(& H LENIT X BHN)
[J No/ [J Yes —Onset age / Areas of the body (FE i - FRAT)
®Do you have any troubling physical symptoms? (IHl - T > 2 H{&fEIR)
[IFatigue / [Headache / [Dizziness / [lLoss of appetite / [1Overeating

[IConstipation or diarrhea / [1Frequent urination / [1Other
(BERK - B - ®F v - BACHR - @R - S TR - BEIR - %2 Dfth)
@Have you previously had any of the diseases listed below?(Ff{F /)

[COMyocardial infarction(-C: i 1 2E)

[JAngina pectoris($2:0MiE)

(JHypertension(f= L)

CJArrhythmia (S 2Ak)

[JOther cardiac disorders(% @ fth.00 & )

[JCerebral infarction(/H1#%E)

[JCerebral hemorrhage (i Hi1fL)

[JOther cerebrovascular disorders(% o fth i IfiL & [ 2 )

[IRespiratory disease (LIEmphysema + [1Tuberculosis - [JAsthma)
(MR R iU - K5 - TS

[JOphthalmic disorders ([JGlaucoma * Other: )
(RFHEE AR - Z ofth)

[JOtorhinolaryngological disorders ([IRhinitis + [1Tonsillar Hypertrophy + [1Sinusitis *

[JOther: )

(HRRHER S5 - IR - BISPESR - Z Dfth)

CHyperlipidemia(/& g ILfiE)

CIFatty liver(IgHAT)

[IDiabetes(## /%)

L1Other:




® Do you currently have any medical conditions being treated or are you taking any
medications? (R7E. HFEFOHRACIRAL TV 23ixH Y 35 7?)
[J No / [ Yes —Please show us the medications if you have them with you.
(b LEEEZF> THNIERETTE )

©Do you have any allergies?(7 L V¥ —13dH Y £ 3 2°7?)
[J No / [J Yes — [IMedication (3)
[JFood (B%)
[IOther
@Is there a possibility that you are pregnant? (4R L T 352>, AJREMEIZH Y T 3 5?)
[J No / [ Yes— months pregnant (448 7 H)
[J1 do not know (2> & 7z 1)

The Epworth Sleepiness Scale (ESS: IEXDRE)

How likely are you to doze off or fall asleep in the following situations? You should rate your
chances of dozing off, not just feeling tired. Even if you have not done some of these things
recently try to determine how they would have affected you. For each situation, decide
whether or not you would have:

4 No chance of dozing =0(RLTHZELZRV)

4 Slight chance of dozing = (ENICH 727 ET D)

€ Moderate chance of dozing =2(LXEESTET )

4 High chance of dozing =3(Lx»>bwH 577 ETD)

Please Write down the number corresponding to your choice in the right hand column.

Situation Chance of Dozing

Sitting and reading
Watching TV

Sitting inactive in a public place (e.g., a theater or a meeting)

As a passenger in a car for an hour without a break

Lying down to rest in the afternoon when circumstances permit

Sitting and talking to someone

Sitting quietly after a lunch without alcohol

In a car, while stopped for a few minutes in traffic

Total Score =




Activities
Physical condition
I Business trip
Headache
Travel
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Record of medications
please mark the time of administration.
<Example> o Zolpidem 1 tablet

m/_. ) re) T ] T & - J
' ' ; i R R,
+ —~— 4+ — —1- —4—— ——1 — —~ 4 —4——f——— ———— : :
: : (5 A S 1
o : i :
of 4+ 4+ + 1+ - - : = ——]—] - S S A fo =
= T
B i | 18 .. E S @
¥ 8 r N - r = e B o mm S A e st e = e p—— n N B S Z Qa

L

]
|
|
|
|
I

4

+

|

|

i

|

|

+
S I N
Unable
in bed

N p——1—

|
4
1
!
|
|
|
|
!
|
|
T
|
~
4
!

| |

| |
$

|

I

T

{ I

1 1

business trips, travel, headaches, menstruation, fatigue, etc.
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Instructions for filling in
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