Questionnaire For Pregnancy Registration We would like to support your safe and secure pregnancy and childbirth. Please tell us about yourself

*Please fill in the bold frame by filling in the auestionnaire below. According to The Pregnancy Registration Form, we may contact you
- — if necessary. Thank you for your understanding. RAE (OFAN OREAHHHA ( )

NT= H 1 0

Name /B2 Date of Birth 1. Are you planning to move to another city while you are pregnant’?

Year /Month /Day ONo OYes To ) When( ).

( years old) 2. Where are you going to live after childbirth and discharge?
OYour house OYour parent” s house [Not yet determined

i Work / School attendance
relation | pie of Birth /y/0 3. Are you married?

Name of Family members living together ship (st )
(If there are no objections... ORegistered Marriage 0OWe will register Marriage.(When: ) OWe will not register Marriage.

4. How did you feel when you found out that you were pregnant?
OHappy OUnexpected but happy OUnexpected and confused OFelt trouble

( o 5. Which picture describes your feeling best now? @ @ @
ONo

6. Do you adore the baby in your belly? OVYes

( y/o)

( y/0)
7. Has the course of pregnancy been well so far?

OYes
ONo=[OMorning sickness OThreatened miscarriage OPreeclampsia OGestational diabetes
OAnemia OOther ( )

( y/o) 8. Are there any diseases that you have currently under the treatment?

ONo

( y/o) OYes=0High blood pressure ODiabetes OHeart disease OKidney disease OTuberculosis

The name and date of birth of your spouse/partner who doesn’ t live with you HOther( )=When did you start treatment? ( )

Name Date of Brth /y/0 Work 7 School attendance The name of hospital( ) Treatment content( )

9. Have you ever seen the doctor for any mental condition?

ONo

XEBIEECAH ¥Please don’ t fill in the form below. HYes=0l have done 'before. When? ) )

EERE =0OCurrently being treated. When did you start treatment? ( )

The name of hospital( ) Treatment content( )

10. Do you have any worries and/or any specific consultation requests?

ONo

OYes=0OAbout your health condition [OCourse of pregnancy OAbout baby in your body
OAbout delivery  OLife after giving birth OChild care for elder child(ren)  OWork
OAbout the relationship with your partner OThe family budget  OOther ( )

11. Did you feel the affection of your parents/ guardians while growing up?

OVYes OA little OSomehow ONot at all

12. Do you have persons who can help you during the pregnancy and/or the delivery?

OYes=OHusband/Partner OMother OFather OMother in law OFather in law

OSiblingsOFriends  OOther( ) (Residence; )

( y/o)

OONo

13. Do you smoke?

ONo OStopped since found out being pregnant OReduced the amount (From cigarettes to
cigarettes) ONo change before being pregnant( cigarettes/day) OHoping to stop

14. Does anyone living with you smoke?

ONo OStopped since found out after you became pregnant OStill smokes but limiting because of

your preghancydNo change and smokes like before you became pregnant

BF FIRZHES ( ) 15. Do you consume alcohol?

gggﬁ;{(i g%ﬁ_?ﬁ%?quqj Ofme OBR® ) b2 ) ONo OStopped since found out being pregnant ODrinks sometimes

X128 GI-EAS OBFRETR( IMONRwy NOFERER( )R DLR—RREDE( K ODrinks everyday  Kind( ML/Day)
K2EHFENSASE: OBFREFRIGHEIERT OZHEEHAISERFAOALR Y O—HFERATT
%3 fé:?%l'\*“g?’faﬁ%l’?: (Dp}@%ﬁ%s@ FHEEIMMEE? DESRE CAR—# - FLREE DFHRD ONone OWelfare OHealth Benefits Recordbook for Mentally Il ( )
XFT>: OkEC ORF O7724K OMERE DTOM( ) OPhysical Disability Recordbook ( ) OSpecial Education Recordbook ( )
XIESREZESZZHTEL - OF BERERSE U L —HIMBEERA  OF OFinancial Aid for Medical Treatment Aimed at Improving Independence

KHEGEY D FRFESEFEL : OF OX (DER#EEZZR OREBABHEOO OZ0H ( ))

16. Are there any social services which you have been taking/holding now?




