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Medical Questionnaire (Dentistry)/&# mz=

Please check the appropriate boxes./ HTiZE s bDIcF = v 7 LTSN,

) year
Patient name/ B#K4 Date/ Bf+ [
Date of birth/ 448 B year/ month/ A day/ 8 Sex/ #7l OMale/ %
Height and weight/ && - tk& cm kg Agel &

Language/ =3 Nationality/ =g

Living condition/ Ak

English/#£5E

month day
! A /B
COFemale/ %«

years old/ 7%

LIWith family member(s) who require nursing care/ sri# Lz 5z bzngEaAvw2 - [1Have young children/ gyt &4 2300 %

JAged household/ i 15 OLiving alone/ sz [OSingle parent/ #:7-55

OOther/ = o )
Employment/ w3

LIFull-time/ i OPart-time/ /<— k%1 & OSelf-employed/ %

CIRetired/ sBH: COUnemployed/ 45
Where is the problem?/ £z 0 AARBEBNTTH 2

[ODecayed tooth/ CFalse tooth/ At COWisdom tooth/ #i%n 9

OGums/ i< & OTongue/ = OLips/ < bvn

CICheek/ # Jaw joint/ & = R OBelow the jaw/ &= F

[IOcclusion (contact between upper and lower teeth)/ sz b4 [IOther/ =ofi( )
What symptoms do you have?/ o X 5 ek T34 2

OPain/ s OSwelling/ jEr <2 [JSensitive tooth/ L#%

OPus/ 5 #n<t5 CIBleeding/ st 2 Olrritation/ #h <2

LA filling has come out/ w2 eny-  [1Bad breath/ ns CIDryness/ #<

ODifficulty in opening the mouth/ a2 =iz < W OOther/ =ofi( )
When did the symptoms start?/ ziixv 26T 5?2

Since approximately: year/ & month/ A day/ p =225

Have you ever had a tooth removed?/ stk -z &850 £35:2

OYes/ iz ONo/ vz
Your request for the treatment/ ¥%®gicx4 % H2

1 would like to have the entire damaged area treated./ F E = A3 <TH LW

1 would like to have only the teeth that currently hurt treated./ 4w 7215 %5 Lz

1 do not mind paying for treatment that is not covered by insurance./ B&ZHETHLPEDARND

1 would like to have only treatment that is covered by insurance./ RO TIA L7z 0

1 would like to decide after discussing it with somebody./ a3 L Tk 7=\
Are you currently undergoing treatment for any diseases?/ BEERE L TWBRKRIEH Y 5022

OYes/ 13 (Disease/ #i4: )

COONo/ vz
*Please fill in the reverse side of the all pages as well, where necessary./ sz s =A< 720,
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English/#£5E
HFERA
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Are you allergic to any foods or medications?/ ERL&ERHTT LAX—BNTETA?

OvYes/ izv» — OMedication/ 3 OFood/ £~ OOther/ = o )
CINo/ vz
Are you currently taking any medications?/ BESATHSEIZH Y 52
OYes/ iz — Please show us the medications if you have them with you./ £->TuhhiFRETL 2 S0
CONo/ vz
Have you previously had any of the diseases listed below?/ 4% iz do 2FmKiddh 0 352
[IGastrointestinal disease/ ®mosis LlLiver disease/ ok ClHeart disease/ oS
OKidney disease/ #lgosiia CIRespiratory disease/ FFE 3 OHA [(IBlood disease/ miEofik
[IBrain / neurological disease/ i - #i#%:% D& [CICancer/
OThyroid gland disease/ mirpiosiz  CIDiabetes/ s OOther/ =it )

How old were you when you became ill?/ zhidfimorcd a2
Age: (years old)/ 7
Do you smoke?/ 72iEz R\ E$ 52

OYes/ w5 — Current amount/ #i7E: cigarettes/day/ #/n Duration/ mfERE:  years/4
CINo, but l used to./ pigi»Tvri=— Previous amount/ i#&=: cigarettes/day/ #4/p  Duration/ ®fEREE:  years/s#

ONo/ w7z
Do you drink alcohol?/ & %8s E 542

OvYes/ v — _ mL/day/ mirg ONo/ vz
Have you ever had any surgery?/ F#iz2=iJi-Z 23H Y 522

OYes/ i3 COONo/ vz

When was the surgery?/ wo>Z 2452

Approximately: year/ #_ _ month/ H (type of surgery/ Fii: )

Have you ever had any anesthesia?/ WE:z2i37=z L3H 0 £3H 2

OYyes/ v — [L1General anesthesia/ & i OlLocal anesthesia/  J=ir et

COONo/ vz
Did you have any problems related to the anesthesia?/ mBrgz LTflh FZ 74850 F Lz ?

OYes/ i3 ONo/ vz
Have you ever had a blood transfusion?/ #m#z=i37-z&3H0 E352

LIYes/ 3w OONo/ vz

Did you have any problems related to a blood transfusion?/ #ifi%z U< +5 7485 0 £ Uiz ?
OYes/ 3 ONo/ vz
Is there a possibility that you are pregnant?/ L TWE$2, EZOEEEEDH Y E45 2
OYes/ v —  _ months pregnant/ » A Ol do not know/ ban7zv ONo/ vz
Are you breastfeeding?/ #@sf ¢35 ?
OYes/ 3 ONo/ vz
Will you be able to bring an interpreter with you in the future?/ 4#%. BRZESTEATL B Z R TEETN?
OYes/ i3 ONo/ vz
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