(PEB TN 2R Be tH )
(For submission to Chubu Tokushukai Hospital)

DNECTRAL[HF2 5
Medical Questionnaire for Cardiac CT Examination

AT H 20 I A H Big =T
Examination Scheduled
Date 20 Year  Month  Day  Time
BT Ttk 4

Name of the

referring institution:

K4 B AHFHH:
Name: Date of birth:
Mr./Ms.

O 10MREDBIEDIT A REREERTT 2 (R - ~R )

Is the patient able to hold breath for about 10 seconds? (.Good / Poor)

@ FEERpLEE ( bpm)
Normal pulse count ( bpm)

@ FHTOLEXREICTRERIIMERCEET~?  ((E - F ( ))
Can arrhythmia be confirmed by a prior ECG examination? (No * Yes ( )

@ BlfrooleE (R - AR)
Current cardiac function ( Good / Poor)

® BEfEIE (R S B+ PRI - E S 72 HER R A - 2 D Ath ( ))
Medical history (bronchial asthma, diabetes, significant thyroid disease, other ( )

® 0 AE T (& - fF)
History of cardiovascular surgery (No/Yes)

TSV OLA . EOIHR TSN TOETN?
TEDIET BRI, ZRABREWLET, GEEIR A7 20, A7 MR ENTEE)

If you have a history of surgery, what type of surgery was performed?

Please complete the following information as specifically as possible. (coronary artery bypass, stenting, etc.)
EEN
Date:
=

Surgical Technique:




(F B IR Be e H )

(For submission to Chubu Tokushukai Hospital)

@ BIEErEEOMHEHEESMHRR (M TiInr LY —VEEZ i)
Check for contraindications to the use of beta-blockers (Lopressor tablets are used in our hospital)

Xm0 (65bpmEL b)) DI5E | BRARTIZAE L £,
2< In case of a high heart rate (>65 bpm), it is used before the examination.

(_fEHmrcd - FEHEES T (P ))
(Can be used / Use is contraindicated (Reason: )

BRSO AL SERd (CYPECliE. I Re— LT —7 %A )
Check for contraindications to the use of Nitrates (Millisrol tape is used in our hospital)
KA RNCEALET,
s<¢Used before the examination.

(_fEHArcd - EHZAS T (M. ))
(Can be used / Use is contraindicated (Reason: )

©@ Zofth, RAEIZERLEL T, HLEVFEHEDRHVELH, ZRATIVY,
Please co&lete any other details that you wish to share with us regarding the examination.

-LUF BT e E R R AR-
Below: To be filled in by the referral physician-

LRER AR L DIECTHREZ KL £7-,
After confirming the above medical questionnaire, | request a cardiac CT examination.

O H: H A H 53 53
Explanation
Date: Year Month Day Hour Minute
OmtIAER HFEZEA

Hand-written signature of the physician providing explanation:

At ERN B B 2T BEWVWLET,
Please make sure to provide the hand-written signature of the physician providing explanation.
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Tokushukai Medical Corporation Chubu Tokushukai Hospital
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801 Higa, Kitanakagusuku-son, Nakagami-gun, Okinawa-ken



