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Please fill in the red box with a pencil Please do not bend, smear, or cut the consultation ticket
as it is processed by machine
Current occupation (one main thing)
@ hgduction Process () Hraeportae  jovs @ Service job @ Sales position ® Clerical job ~ ® Sales staff
L @ ynd feneny Sobs” ® el position @ Management @ Security job @ Jnempioyed )

Special Operations

@Oorganic | | [ | @Lead
[ ][] ®virationto| | [ ] @nNoisesite] | [ ] ®Others

Current Past Current Past

|:| |:| ® Dust

Current Past

Informatlon eq
ulpment work

|:| |:| @ Asbestos |:| |:| () Ionizing radiationD |:| ©§5§Sctig§gecshemi I:‘

Current Past Current Past Current Past

Heavy objects: heavy]
® loads, nursing care wé rk

- J
Working system Average working hours per day (last month) I}\Ilaestmg"eo:ttllgber of working days per week
(DFull-time day shift @ Less than 6 hours @ Less than 3 days
i ) ) 2 Less than 6 to 8 hours @ Less than 3-5 days
Night shift all th
|:| (@Night shift all the time |:| ® Less than 8 to 10 hours ® 5days
L @Shift system (both day shift and night shift) ) U @ 10 hours or more ) U @ 6 days or more )
Please fill in the question information
@ marked © (if not marked ©, it is not necessary to fill in) Gastri isk stratificati test ( I ificati )
astric cancer ris ratification ABC classification
For those who can undergo |:| -
|:| chest X-ray/chest CT e nation For those who can undergo pepsinogen test
B vou st x - 1 Do you have stomach or other digestive DYes |:|No
id you have a chest X-ray or ches scan symptoms?
for your health check last year? DYGS |:|N0 ymp
2 Areyou undergoing treatment (taking medication)
for gastric ulcer, duodenal ulcer, reflux esophagitis, D(es |:|NO
f etc.?
|:|For those who can undergo colon cancer screening
(fecal occult blood test) 3 Are you taking PPIs (proton pump inhibitors
or Takecab) to suppress stomach acid? €s No
Have you had a colorectal cancer screening (fecal occult blo i
od test or colonoscopy) within the past 3 years? es No 4 Have you ever had gastric surgery D |:|
(gastrectomy)? es No
Does ar;yone in your family have colorectal g hild bl
cancer? grandparents parents children siblings 5 Have you been diagnosed with DYes |:|No
) chronic renal failure?
No DontKnow Yes ( )
(Fiest time 6 Have you ever received eradication
treatment for Helicobacter pylori? es No
|:| For those who can undergo gastric cancer screening (barium) 7 Do you have a history of any iliness that
requires long-term use of antibiotics es No
(pneumonia, otitis media, empyema, etc.)?
DYes |:| No D(Don't Know Have you bfeen diagnosed with _
i i i immunodeficiency/immunocompromise,
Have you ever had allergic Flest time) 8 orare you taking steroids? Des |:|NO
symptoms during a barium test ——g—
(hives, difficulty breathing, etc.) % Unable to undergo gastric cancer screening
*If you answer "yes" to the above questionnaire, the test cannot be
Do any of the following apply to ©, @, ®, and @ of performed because the test cannot be determined correctly.
those who need to be careful during gastric cancer
screening in the attached sheet (or on the back)? es No
e vou ever had curaery on the cconhague (EAFROBR OB Ui FORN TEABRENME LS
Y 9y pnagus, - HERREZUNODEZNY, FEEIERE. R, . ERIFRL. BERAMESD LOBRLE,

stomach, duodenum, or large intestine?

DYes |:|No

Have you had a stomach cancer screening
(barium or gastroscopy) within the past 3 years?

DYes |:|N0

Have you ever received eradication
treatment for Helicobacter pylori in
the past?

Are you currently infected with
Helicobacter pylori?

DYes
DYes

[ o
[ o

Don't Know
Fiest time)
Don't Know
Fiest time)

BEEIES LONREGER LD &)0)?—1TIB’JEﬁik

ZoENTEANERZFA
79“55,1—(1 ELAZRE TERLMREHBL
ZUVELE<IRBRHEG. f2EFR; /&ﬁ’&ﬁiﬁﬁ‘c*TL%lﬁ( £ EDEH] - BDIR&D(C

gjéiﬁﬁb\t UEY,
N FIAN
—meatEEA A [EBFPHEE =
d- 1S09001 RIS - HAKREGRZEFSERK SRR
1S027001 (BHRtF1UFT 4IRS A M AFT L) RAEVS

T920-0365 EIRMAREFHIER115%

CZ11-0011-001 TEL (076) 249-7222 FAX (076) 269-4663



Please write in the red frame with a pencil.

Are you taking the following A.B.C medicines?

Yes No
g

L[]
1L
L[]

Have \éou ever been told by a doctor that you had a stroke
(cerebral hemorrhage, cerebral infarction, etc.) or received
treatment?

a. Medicines that lower blood pressure

b. Blood sugar-lowering drugs or insulin
injections

c.Cholesterol and triglyceride drugs

Have you ever been told by a doctor that you have a heart
disease (angina pectoris, myocardlal infarction, arrhythmia,
etc.) or received treatment?

Have you been told by a doctor that you have chronic kidney

disease or kidney failure, or have you received treatment

(such as artificial dialysis)?

Have you ever been told by a doctor that you have anemia

(including indications from a medical checkup doctor)?

I have gained more than 10 kg since I was 20 ye

ars old

Have been doing light sweat-inducing exercise for at least

30 minutes at a time, at least twice a week for over a year

Walking faster than other people of the same age |:| |:|

Skipping breakfast three or more

times a week |:| |:|
Eating dinner within 2 hours before going to bed
3 or more days a week

1L

I try to eat more vegetables and seaweed |:| |:|

L[]

Walking or doing equivalent physical activity for
at least 1 hour a day in daily life

I am well-rested through sleep

I'm trying to be as hungry as possible

I'm avoiding salt

Do you consume snacks or sweet drinks in addition to the three meals of breakfa

st, lunch, and dinner?

|:|d®aevery |:|e®sS°metim I:I@hardly ingested

How fast do you eat compared to other people?

I:I@Fast |:|®Normal I:I@ Slow

State when chewing food
|:| ® I can chew and eat anything

There are areas of concern such as teeth, gums,
I:' (2 and bite that may make it difficult to chew

| | ®Hardly chewed

Do you want to improve your lifestyle habits such as exercise and eating habit
I:' DT have no intention of improving
|:| @1 intend to improve (within 6 months)

I:‘ @ lintend to improve in the near future and am
starting gradually (within a month)

I:I @ Already working on improvements (within 6 months)

I:I ® Already working on improvements
(more than 6 months)

Have you ever received specific health guidance
regarding improving your lifestyle habits?

|:|®Yes |:| @No

PaSt or Present illneSS % Hndls_:r treatment (taking medication)
. Healing
3. Follow-up (including dietary therapy)

|:| @Nothing in particular [}-Leave alone

Diagnosis age Situation
D ®High blood press =
[] © Diabetes =
D Dyslipidemia ]
(Abnormalities in Cholesterol and Triglycerides) IJITJE L
L] @ Stroke -
T
|:| @ Myocardial infarction [ ]
Angina pectoris =%
[ ] ®Arrhythmia -
Bp
I:I @3 Chronic kidney disease ]
(Nephritis, Nephrosis, etc) % L |
I:' @ Chronic renal failure [ ]
Artificial dialysis =
D @ Anemia =
|:| @ Cancer [ ]
Partetc ( ) % L |
I:' Hepatitis =
T
Gastric ulcer [ ]
|:| @ Duodenal ulcer =
||
I:' @ Other Digestive diseases |
( ) =1
Kidney stones ]
|:| @ UlreteIYaI stones =%
Pulmonary tuberculosis ]
|:| @DPIueurisyry Hhereuiost =
[] Asthma .
L —
|:| @ Hyperuricemia
(including Gout) fl‘;_ﬁ L
D @Thyroid disease =
T
I:‘ (@) Other diseases 1 ]
( ) = |
ther diseases
I:I @6 Other di 2
( ) AN
Tobacco (including new cigarettes)
Average per day
|| @ smoking3
I have been smoking for figar

the past month

|| @used to Smoke3

I haven't smoked in the
past month ear

Duration of smoking

*Have smoked for more than 6 months in

our lifetime, or have smoked a total of
|:| ® Do not Smoke \{00 ugarettes

For women
Are you menstruating?

|:|Yes |:|No

Symptoms in the last 3 months
|:| @Nothing in particular

|| @Ringing in my ears

[ ] ®Cough and Phlegm

|:| Blood Sputum (within 6 months)

=Seek immediate medical attention

® Sometimes Headaches or Heavi
I:' ness

|:| (6 Dizziness or Standing Dizziness
|:| @ Chest pain or

|| ®Pulse may be irregular

Palpltat|ons and shortness of
I:' © breath

|:| @ Back Pain

|:| @ Severe stiff shoulders

|:| @ Pain or discomfort in the
Stomach

|:| @ No Appetite

[ ] ®Prone to Diarrhoea

|:| (@ Frequent difficulty Sleeping

|:| @® Fatigue and Tiredness

I:' () Other(within 10 characters)

( )

Alcohol

Drinking frequency (sake, shochu, beer, Western liquor, etc.)

| |@evervay [ |@quit

I:' @5-6 days I:' @®! don't drink
(I can't drink)

| |®3-4 days

I:I @&vezedays a

CJeheie

I:' @Iger?]soghan 1 day

\ﬂ/—/

‘AAmount of alcohol consumed per day on drinking days

|| @Less than 1 cup

|:| @Less than 1-2 cup
|:| BLess than 2-3 cup
|| @Less than 3-5 cup

|| ®5 cup or more

1 cup of Sake (15% alcohol, 180mL)

Beer (5% alcohol, 500mL)

Shochu (25% alcohol, 110mL)
Wine (14% alcohol, 180mL)
Whiskey (43% alcohol, 60mL)
Canned Chu-Hi (5% alcohol, 500mL;
Canned Chu-Hi (7% alcohol, 350mL;

Are you pregnant

I:L I:Eossibility
regnant f pregnancy

Lo

I% % Unable to undergo Lung cancer/
Stomach cancer Screening



