Dental Inquiry Form ERMEZZE @

Year Month Day
20 % A

m

It is very important to know your medical history and state of health. All information given here is strictly confidential.

HE=OBEELFREFANIEBELTCBERRULETT, BABROMESTFONET,

General Patient Information BE D15k

—

 S—

TUHTF:

Last name # [T O] O] O] O] O] O] ] First name(s) £
Male Q% Female(Q%[  Occupation B | Nationality E%&
Date of Birth 44 A B[ Year: O OOMonth: Day: | Address

— = in Japan
Language(s) S8 J BATOH
Phone number &5 * J fERT
E-mail/fax A—JL- T7YJ A J

Chief Complaint(s) KOO OIf none, go to next section

QO Toothache gAML
O Cavity/hole in a tooth B

O A filling/cap came out
EOY. DAL N

QO A chipped tooth BEh R IF7=
O A loose tooth FACHHT %
O Sensitive teeth EH\L &5

QOther (please write) ftt

Please mark the problem area(s)

fAIFTTY A

Upper £
Left £2 Right %

Lower

O Pain in jaw & AV
QO Bleeding gums $#FYH M

(O swollen and painful gums

EAAENTHEL
QO Bad breath O&£1'% %
O Loose denture(s) AN B DK

How long have you had this? £ED<BLN ?

hour(s) R0 Oday(s) BB 0 Oweek(s) @& 00D month(s) 4 A year(s) £

| wish to have... I FTOREHFE OO0/ none, go to next section

O My teeth cleaned g% ') —=>7 Lf=»

QO Plaque/tartar removed BEHEZEXY7=L ANBEDF VY. R

O My denture(s) checked/fixed

(O New denture(s) # L AN EZE Y]

QOther (please write) ftb

lliness and Surgical History BXEFE, FilikE
Please select any illnesses you have had. 2 ¢ & EICHIZ DT TREL

(O High blood pressure 7 11 E QO Kidney disease B f#if5

O Diabetes 5% QO Liver disease FFi#fE

O Heart disease & QO Thyroid problems EkREH
QO Cerebrovascular disease pif&gEE (O Asthmat i &

QOther (please write) 1

O Convulsions or Epilepsy [T\ VA TANA
O Tuberculosis #&#

O Hepatitis Bor C B/CEF#
OQHIVIAR

Have you had any operations before? 17 /&
NoQ Yes(O» What? AIDFE

—

Have you had a blood transfusion? #i1 &
No() Yes(O» What was it for? D%

—

Do you tend to bleed much? HIM{&® No O Yes O Not sure O HHBERN

Family History RixFE
Please select any illnesses your immediate family have had. & T

(O High blood pressure & 1 O Kidney disease B 7
O Diabetes ¥R QO Liver disease AT i

QOther (please write) fth

O Cancer 2
O Hereditary diseases ;&= 7B E &

Go to REVERSE SIDE
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Allergies 7 LV ¥ —

Have you ever been allergic to anything? (medicine, food, other) 7L L ¥—DHFF(EK, B~ )
NoO YesO-> What? {r]IZ

Have you had side effects caused by medicine? EDRI{EADE #&
No(Q) Yes(O» Which medicine? ¥4

Have you had problems after having a local or general anesthetic? £ & X4 5 A frE: FE
No(Q) Yes(Op» What? filc

Questions for Women Z#A D ER

Are you pregnant? FEIRL TLE Y H

No() Yes() Notsure (D) hhdAl

Are you currently breastfeeding? 4. BEH TIH

No O Yes O

Are you taking contraceptive pills? 5. #ERDELEZRALTETH»

NOO Yes O

Medication 3

—

—

—

Are you currently taking any prescribed or over-the-counter medicine(s)? 4. AL AFEXIEFHFHEERALTLETH
No(D Yes (O Which medicine(s)? A0 #%
0 0 0 OBufferin OAspirin OWarfarin ('Coumadin,' 'Warfilone,' 'Marevan')

0 0 1 (QOther: Please write the medicine name(s). £ % EAMIZENTREN

O O CJOWhy are you taking it/ them? {10 %

Alcohol and Tobacco &fi& #/8a

Do you regularly drink alcohol? &iE% & #ARIIZER A FE T H
No(D Yes(Op How much in 1 week? BIZEDBN? —>

1 beer (500ml) 1 glass of wine 1 measure Other: ZDfth

’ of spirits
w2 o

£E—JL500ml TIRTAY JFa—iL

Do you smoke? Z/\TEIRLNET A
NOQ Yes (O How many a day? —HIZ A How long have you smoked? EDLi5LN months 4 H & years £

Did you smoke before? LLRIICIk>7=C&dHYET M
No(D Yes(O» How many a day? —HIZ & When did you stop? L\ D&HELF=A months ago 4 A&l years ago Al
Treatment Preferences and Medical Fees iABORLE L ERE

Do you have Japanese Health Insurance or private medical insurance? B ADRREI X [t DFANERRBIIZHFLTTH
No(D Yes(Op Do you only want treatment covered by the insurance? {REEZ#FZ 28 RLTEHRLLET AN No(D Yes(Q NotsureO

hiEN
Do you only want treatment for your main problem? R >TWSHEDABROHHLLET H *
No(D Yes() Notsure) hhdiL

Please return this form. Thank you.
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