2023 Oshu Pregnancy Notification Form (Health Handbook/Checkup Card Application) Ao
% Only fill out the section outlined in bold. - 7
Furigana Date of birth (YEAR/MM/DD) ___ / / Age: ____ |Workplace:
Pregnant "My number” -
parent Phone #
Furigana Date of birth (YEAR/MM/DD) ___ / / Age: ____ |Workplace:
Nonpregnant Phone
parent
Address (with |T Oshu-shi Head of household: ( )
apt. /room no.) Phone #
Patient’ s T Point of contact: ( )
family home Phone #
fave you been seen by a doctorﬂ Yes / No |Have you had an STI test?lYes / No IHave you had a tuberculosis test?IYes / No
: . Due date (YEAR/MM/DD) /. 1st pregnancy?
Hospital/clinic -
Pregnancy in weeks: _ weeks Yes / No
Dotifier Notification date (YEAR/MM/DD) | )

*¥Please answer as applies to you currently.

1) Height: ( )cm  Current weight: () kg  Usual weight: () kg
2)  Any history of major illnesses? No Yes: lllness name ( ) Course: In treatment / Completed treatment
3) Are you experiencing any unusual symptoms now? No

Yes: Bleeding Pain Extreme nausea/morning sickness Anemia

High blood pressure Other: ( )
4) Any history of miscarriage or stillbirth, or loss of a child before age 1? Yes / No
5) Any history of seeing a counselor, therapist, psychologist, psychiatrist, or similar? Yes / No
6) Do you have a disabilities health handbook, or are you receiving assistance for a Yes* / No
*If yes, specify: (
7)  Any unusual symptoms with your last pregnancy? * If this is your first pregnancy, leave blank. Yes / No
8) Do you smoke? No
Yes, but [ stopped when | became pregnant. Pre—pregnancy cigarettes / day: ( )
Yes Cigarettes per day: ( )

Any smokers at home? No
Yes: Husband/partner Parent(s) Sibling(s) Other: (
Do they smoke in a separate place? (for example, outdoors) Yes / No
9) Do you drink? No
Yes, but I stopped when I became pregnant. Pre—pregnancy drinks per day: ( )
Yes Drinks per day: ()

*¥Please tell us about your mental state.

1) How did you feel when you found out you were pregnant? Happy It still doesn't feel real Unhappy
2) How do you feel now?  Good Not so good: No appetite Irritability Frequent crying Anxiety  Other: ( )
3) Anything you're especially worried about? No
Yes: Body Giving birth Unplanned pregnancy
Lifestyle during pregnancy Family Other: ( )
4) Any economic/financial worries? Yes / No
5) Are you satisfied with your living situation when it comes to raising a child? Yes / No

6) Have you had any stressful events lately, such as a death in the family or a major illness?  Yes / No
7) The people in your life:
a. Can you talk to your husband/partner about anything’Yes / No / No husband/partner
b. Can you talk to your mother about anything? Yes / No / No mother
c. Do you have someone to talk to other than a husband/partner or mother? No
Yes: Sibling(s) Relative(s) Friend(s) Doctor/healthcare provider(s) Other: ( )
8) Is there anything else you'd like to talk about today? Yes / No
¢Everyone in the healthcare system is cooperating to support your child’ s growth, in pregnancy,
birth, and childrearing. I agree to provide necessary information to the city when support is needed,
from this pregnancy through any time in childhood.
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