Basic Information & Physical Status
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Name: 1/5

Who did you come with? (C7if=LEonELi=mn7?)

e Alone /  Other (Came with: )

Are you currently hospitalized (including overnight leave) or residing in a care facility?
(REART NVBREED) - BEEBBRGEICABHRTTMN?)

e No / Yes (Hospitalized / Residing at: )

Physical Information (Please leave items blank if you do not know them) (& {k|&%R)

e  Current Height: cm

e Weight: kg

e Neck Circumference: cm
e Blood Pressure: /

e Has your weight changed significantly in the past few years?
o Yes (Increased / Decreased by kg over ___ year(s)) / No

1. What is troubling you? (When did it start?) (EAZLZETERSTLNET A 2)
) Difficulty sleeping at night (7ZEE4L70Y)
(Since: )
JLoud snoring (L\U'EATAELY)
(Since: )
)Told that you stop breathing during the night (72 EA1EELEVHALD)
(Since: )
)Waking up due to choking/breathlessness at night (72 (ZEAEE->TELLTEAEH D)
(Since: )
) Excessive daytime sleepiness (H f1IZBEC TH A A ELY)
(Since: )
) Heavy head in the morning (8R75(1ZEEAYELY)

(Since: )
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) Dry mouth upon waking up in the morning (Zif2=7/-L= (2O AENTLNVD) 2/5

(Since: )
) Lack of concentration, lack of energy (520 A ALY, FTTEAYHZALY)

(Since: )
)Sleep rhythm is easily disrupted (BEIR D) X LAIELNOT 1Y)

(Since: )
) Restless or twitching legs (fiIAE 9T L=l ., UKUCENN=YT5)

(Since: )
)Shouting loudly or thrashing limbs violently during sleep (fEIEFAEZFLTHLLFEREZIL-DONES)

(Since: )
) Frequent sleep talking(EE A %(1V)

(Since: )
)Frequent teeth grinding (5= LYAZ 1Y)

(Since: )
JFrequent experience of sleep paralysis (Kanashibari) (£#&V)(=k<%%)

(Since: )
)Often see frightening, realistic dreams upon falling asleep (EAUIEA () 7 ILEEFALNEE LA D)

(Since: )

)Sudden loss of muscle tone when laughing or under tension (5£-7-VELEEL =Y Li=BFIZAICH &N D ERITAT

ENHD)

(Since: )

)Other (£ M) (Since: )

* Please write down any potential causes you can think of for these symptoms (Stress, overwork, alcohol
consumption, illness, medication, etc.)
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2. Please list any illnesses you have had or currently have: (EL{E[#)

3/5
e High Blood Pressure (Z1/E) (Since: years ago)
e Myocardial Infarction, Angina Pectoris (i3 §51# 2 . $i035E) (Since: years ago)
e Diabetes (#fR#5%) (Since: years ago)
e Hyperlipidemia (Zfs1n%E)(Since: years ago)
e  Other Internal Medicine Diseases (7Dt HFE DFES) ( )
e Stroke(ZDDOHEDHEZ) ( Years ago)
e Insomnia(f¥z=rh) ( Years ago)
e Neurological or Psychiatric lllnesses: (##Zfl0E@iE 0FES)( )
e Tonsil Hypertrophy (E#kiEAEA) (Childhood / Currently / Had surgery)
e Other ENT Diseases (MDD E SR DHES) ( )
e Other(Zmih) ( )
3. Current Status (IF7£ D fL7E)
* Appetite (=3 ?)
e Eat well / So-so / Hardly eat at all
* Bowel Movements (/&£ ?)
e Daily / Once every day
* Menstruation (Women only) (H#Z(E2)
e Regular / Irregular / Possible pregnancy

* Smoking (%/3a(X?)

e Yes (Approx. _____ cigarettes per day, for years) / No
* Alcohol (7)La—)L1E?)

e Yes (Approx. of per day, for years) / No
* Coffee consumption (I—E—[Z&kAHETH ?)

e Yes (Approx. ______ cups per day, for years) / No

* Have you had allergies (hives, etc.) to medicine or food? (7L /)L¥—I[%7?)

e Yes (Content; ) / No
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* Are you taking any regular medication? (\\DtDATWAENAHYET M ?) 4/5

e Yes (Name/Type of medication: ) / No

Name/Type of medication:

Name/Type of medication:

* Are you taking sleeping pills? (FEIRZEZARFALCLVET M ?)

e Yes (The medication: since about ) / No / Sometimes

since about

4. Sleep Schedule (FER 241 —)L)
What is your usual sleep time, from what time to what time? (FEfREE (L(AENSERIBEETTT M ?)

o [Weekdays] From o’clock to o'clock

e [Weekends] From oclockto __ oclock
Do you take naps? (BEE(ELETH?)

¢ Yes (Approx. hours) / No / Sometimes
Is your sleep time generally regular? (FEIRFEFRIEIREIELWNESTT A ?)

e Yes / No
Do you have night shifts? (7ZZjizHYETM?)

¢ Yes (About once every days) / No

What is your occupation? (i (E7mATT M 7?)
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5.Quality of Sleep (FEIE D H)
Do you fall asleep easily? (Eo=(EkTcgh?)
e Good / Poor (Takes about hours to fall asleep)

Do you wake up during the night? (7Zh(ZEENEHET M ?)

e Yes (About times) / No

Do you wake up feeling refreshed in the morning? (Fildd-=ViEEonz=dHh ?)

e Yes / No

6. Other Consultations

Please write down anything else you would like to discuss (Z M thiE L= 2 &)

How did you come to visit Kyotani Clinic?

e Referral from another hospital

e Referral from a patient

e Saw a pamphlet

e Saw a newspaper/magazine/TV ad
e Saw the sign/billboard

e Saw on the Internet
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If you have any questions about specific parts of the survey, please ask your doctor.



