Medical Questionnaire(Dentistry)/tifl 2%

day
/H

Name/HH& K4 year month
Date of birth/Z4EH H year/ 4 month/H day/H Date/ Hf+f /4E /H
Sex/PER| (OMale/ 5 OFemale/%&

Please check all corresponding answers. /®TIEE S DILF 2 v 7 LT Z X\,

Where is your problem?/ & Z 0 BE& 3 EWTF A ?

Ocavity/H Odenture/ A #Li Owisdom tooth/#HAT &3 Ogums/Hhi < & Otongue/& Olip/< 5% Ocheek/3
Ojaw joint/® ZDREAT Cbelow the jaw/& 2D F  [bite problems/#»% &b+ [lothers/% Dty (

What symptoms do you have?/ & ® X 5 AfEIRTT 2 ?

Cpain/Jig\» Oswelling/fEh T\ 3 Osensitive tooth/ L % % Opus/ 5 %4 T3 (bleeding/IM2s H %
Uinflammation/fiil T\ % + RKAE Ufilling fell out/ 2 P53 & iz [Ibad breath/ 1 &
Odry mouth/#z < Odifficulty in opening mouth/ 7 235f & i  \» Clothers/ % ot (

How long have you had these problems?/Z 1LiZ\2 5 6 T34 ?

Since : year/ 4 month/H day/ HZ A 55
Have you ever had a tooth removed?/fi Z{k\ 72 L 3B Y T30 ?

OYes/ v CONo/wa s 2

Your preferences for treatment/ & C X 9~ 5 # &2

(I want to have all of my problems treated./HE\ & Z A3 _TIHL 72\

(1 prefer to have only my painful teeth treated./ S\ V72 1 %236 L7z \»

Tl pay for treatment that is not covered by insurance./ H&ZETD L b\

(I want to have only treatment that is covered by insurance./fRFEDOHEFH N TiH L 721>
I want to decide after discussing with the doctor./fHEk L T 72\

Are you currently being treated for any diseases?/IR{EIAE L TV 2RI H D T35 ?

OYes/iZvy (Disease/J5% : ) ONo/W s 2
Are you allergic to any food or medication?/ PR ~YTT LA FXF—RTE T ?

OYes/l¥vs — [OMedication/3% OFood/ &~ OOthers/ % ot ( ) CINo/\W s 2
Are you taking any medication?/TR{EAKA TV 53 (3H ) £ 3 ?

OYes/lxv — If you have any with you, please show them to us./Ffo TWNIFRETLZE
ONo/w iz
Have you ever had any diseases listed below?/% £ TIiZ 2 h > 2R IEH Y T35 ?

[stomach and intestinal disease/ HEDJF% Oliver disease/ I D5 [heart disease/:.LiKDFHE  Ukidney disease/ B D 5
Urespiratory disease/fF#ER D5 [blood disease/ I D5 [brain/neurological disease/i + 1% % D5

Ocancer/¥#  Othyroid problems/FRAR D JF 5 Oldiabetes/$#h9%  Oothers/Z Dty ( )

Have you ever had any anesthesia?/ 2 ZF 2 03B D 557

OYes/iZv — [JGeneral anesthesia/4> 5 JFRE: [ILocal anesthesia/ &) FIT FR It ONo/\W s 2
Have you ever had any problems with anesthesia?/Jift% L T[> F 7 70 13H Y E L7 ?

OYes/ i3\ ONo/W s 2
Have you ever had a blood transfusion?/iilll % % \J 722 £ 23 Y 32 ?

OYes/lxw» ONo/Vv v 2
Have you ever had any problems with blood transfusion?/#ilfll % L T[4 b 7 7A23H D £ L7225 ?

Yes/ I3\ [INo/\» s 2
Are you pregnant or is there a possibility of pregnancy?/# IR L T ¥ 92>, A2 O0REMNIIH Y T30 ?

OYes/l3vy — months/ #H OI'mnotsure/H2 57y [ONo/\ s 2

Are you currently breastfeeding?/{#%Z.HH C3 2> ?

Yes/ 13w [(INo/\x s 2



