_ Dental questionnaire o
AILTNo. . EREnE

Please Check the appropriate boxes.
HTUIFBLZABIIIITF v I EANNTLEXT W,

Patient name Sex CMale B
K4 PR OFemale ik
Oother ZMfth
address T = : Date of birth _ year/#
1EFR 445808 month/ A day/B
Telephone number -
BiEES CImobile phone
COhome phone
Place of work Easy to contact _ _
B9H% phone number :
B E T VES CImobile phone

COhome phone

This information will be useful for future medical treatment,

so please fill in as much information as possible.
*SERDLEICRIAITEIERLAYETOT, by SHBETITRALLETVE
Where is the problem ? EZ0<HVHEHhE3VWTTHN?
( Multiple answers possible ) GEEEELT)
O:Decayed tooth =Hth O:Gums X O:teeth H OLips &
O:Tongue +F O:Cheek #A O:False tooth HiE

O:Jaw joint ZoOME O:Wisdom teeth s 7
O:occlusion (contact between upper and lower teeth) #» A&t

O:0ther Z Ot ( )
What symptoms so you have? EDLSBRERTTH?
( Multiple answers possible ) (FEHEZE)
O:Pain aH O:Swelling Entws O:Pus B 3
O:Bleeding At 3 O:Sensitive tooth L& % O:Bad Breth BOR
O:difficulty in opening the mouth BAREFIZL W
O:0ther Z s ( )
When did the symptoms do you have? Since approximately :
ERPEEDIEVOENSTTH? Year/$E month/ A day/BEED 5
Where are the symptoms? OFront teeth R OUpper side _Efil
ERHBIBFRLLZTTH? OBack teeth ~ R  Olower side T
Owisdom teeth #4557
Oother( )
Have you ever had dental treatment? OYes #5% ONo %W

ERERER AL LEHY ETH?

Have you ever felt sick from OYes 5% ONo %2\
dental anesthesia?
ERHEE TR EL B> BBy HY T TH




Do you find it difficult to stop OYes H3 ONo %\

bleeding?

fAEE YIS EDBHBY ETH

Do you have any allergies? OYes O:Food &M ( )

TFLAX—-1EHYETH? H3 O:Metal £ ( )

- O:Medication & ( )

e O:0ther Z ot ( )
Y

Do you have any hope for I want you to treat only the areas of concern.

treatment? RICRBLIZDHBELTIELY

BEIOVWTORFLRHY T2 OI want to fix all the bad things.

(Multiple answers possible ) BUOAELEBALEW

I would like to receive treatment within the scope
of insurance treatment.
RMEaBE O FE Cama Y
OI would like to consider self-pay treatment if
necessary.
MBI L TATSELRE LW

Are you currently receiving treatment for any illness or have you had any illness
in the past? (Multiple answers possible)

REBKRELTVWARAC, BELCHI DL LOHIFERAEHY TTH7? GEHREZT)

Ocerebral infarction A¥4EZE Oheart disease hiEE  Ohigh blood pressure S/t
Othyroid disease FAIRARZEE [Odiabetes RSB Oliver disease RFiETs
Oosteoporosis BHAL & 5% Oinfectious disease REHEE (B/C hepatitis BFZ . HIV)
Okidney disease BH&sH Oartificial dialysis ALiEF
OOther Z ot ( )
Are you currently taking any COYes= [Iblood pressure medicine mEDE
medications? ( )
(If you have a medicine notebook, Oheart disease medicine  WSH&REDE
please hand it to the reception desk) ( )
Multiple answers possible Oldiabetes medicine R g D 5
RERINTVIEREHY ETH ( o .
BEFEBHLETHNSSHICEELL AT OOsteoporosis medicine BHAL & SENE
( )
Oblood thinner medicine MmiE% < T3%
( )
CINo Oother ( )
Have you ever been hospitalized? OYes (& Disease Name

SETICANRLEZLIEHYETH?
CNo W Since when?

Have you ever had a blood transfusion? | [OYes X\ ONo WWA
BalZizHYVETH?

Are you currently pregnant? OYes (& ONo WWA
BEABELTVWETY OI don’ t know bhrsipwn
Which day of the week is most likely Tue / Wed / Fri / Thu / Fri / Sat

to come? WORBRELRTWTIHN?




	スライド 1
	スライド 2

