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＊＊＊Please fill in the form except the boxes with bold lines beforehand.　＊＊＊
	
	
	
	
	
	
	
	






	受 診 月 日
	
	胸部Ｘ線デジタル
撮影年月日
	

	身 長（cm）
	
	フィルムNO
	

	体 重（kg）
	
	再　検　査

精 密 検 査
	

	Ｂ  Ｍ  Ｉ
	
	
	








4．Do you have a certificate of disability or of illness?       (  Yes・No  )
If Yes, please write the type and name of your disability
Type ----  Visual  /  Hearing  /  Physical  /  Mental  /  Other 
        Name of the disability/illness____________________________ Grade_____________
5．Have you ever been told that you have a developmental or learning disorder?   (   Yes・No  )
6．Have you received accommodations in school due to physical or developmental disability?
　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　  (   Yes・No   )
7．This question is for those who answered “Yes” to question 6. Would you like to receive 
academic accommodations at Iwate University? 　                      (   Yes・No   )
Ⅱ．Please answer the following questions.　
	Question
	Answer

	Did you gain or lose more than 5 kilograms within the past year?
	Yes ( gain・loss )・No

	If  Yes, what could be the reason(s)?　
	

	Do you smoke?
	Yes　・　No

	If  No, would you like to start smoking?
	Yes　・　No

	If  Yes, would you like to quit smoking?
	Yes　・　No

	Did your family home suffer damage from the Great East Japan Earthquake or the nuclear accident related to the earthquake?
	Yes　・　No

	Do you have any worries that you would like to consult about with 
the Health Service Center?
	①Yes：Physical
②Yes：Human relationship/ Personal matter
③No


Ⅲ．Where do you live?  [ Parents’ house ・ Apartment ・ Dormitory ・ Boardinghouse ・ Other ]

Ⅳ．Please write your (mobile) phone number 
	
	
	
	
	
	
	
	
	
	
	


◇◆◇ The phone number provided will only be used for emergencies, not for other purposes.◇◆◇
☆ To students who receive psychiatric outpatient treatment☆

Your condition may get worse if you stop taking medication and treatment without consulting your doctor. If you need a referral to a doctor or feel anxious about continuing your studies while receiving treatment, please come to Student Counseling Service.


Health Questionnaire





Please circle your grade/status�Undergraduate  1 / 2 / 3 / 4 / 5 / 6�Master’s        1 / 2�Doctoral        1 / 2 / 3�Research student / Exchange student





Student ID





Name　　　　　　　　　　　　　　　　　











Date of Birth:                              （Age: 　　）




















異常なし


結膜貧血 → 簡易検査


甲状腺腫


聴診所見あり


　（　　　　　　　　）


指示事項


採血・心電図・再診察


放置・要受診・通院継続





精密検査　　　


採血・心電図・診察


検査実施日（              )


結果説明日（　　  　　　　）








総合所見








≪医師記入欄≫





Ⅰ．Please answer the following questions.


1．Are you currently under medical treatment?  （ Yes ・No ）


※　  If  Yes  →Please write the name of disease and medicine.


Department�
Name of disease�
Taking Medicine?�
�
Internal�
�
No・Yes（　        　　　　）�
�
Eye�
�
No・Yes（　        　　　　）�
�
Ear & Nose�
�
No・Yes（　        　　　　）�
�
Skin�
�
No・Yes（　        　　　　）�
�
Psychiatry・Psychosomatic�
�
No・Yes（　        　　　　）�
�
Surgery・Orthopedic�
�
No・Yes（　        　　　　）�
�
Urology/Gynecology�
�
No・Yes（　        　　　　）�
�
Others�
�
No・Yes（　        　　　　）�
�
2．Do you have an issue you would like to discuss with a medical professional?　


You may explain it here, if you like:


(                                                                )


3．Have you ever had surgery, been hospitalized, or received regular outpatient treatment for more than a month?  (  Yes ・ No  )


If Yes, explain. Age (      ) ： disease （                                            )


Age (      ) ：disease（                                            ).














Name (                                      )








　　　　　　　  　病 名（　　　　　　　　　　　　　　　　　　　　　　）　等 級（　　　　　　級）




















　↓↓↓　　Continue to the reverse 　　↓↓↓　





We may disclose your medical information to your guardians and others involved without advance notice in the case of or at risk of harm to self or others. We appreciate your understanding.　　　　　　　　　　　　　　　　　　　　　　　　　　　　





Health Service Center / Iwate University








