- T Medical Questionnaire -
B 8

=2
RIEZE
HTR>EDLDIC
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SHTT Check gall corresponding answers.
DBHE S ik
Name I:l Male I:l Female
4%R8 & A B | #& ESEE
Date of birth year month day | Age
FEFR =5
Address - -
BRRELEZFO>TOLEIH? A (AIAY-$ FHEDBHEEICKLVUBRENVBIIES
Do you have health insurance? Yes I:l No Special requirements for religious reasons
s% O Japanese O Engllsh O EPE |:| °P--'-.l |:| Exs?)arjmol
Language O Pg;'btigbés O IgahJano O Francals O Deutsch
Is this your first visit to this hospital/clinic? [ Yes ] No W2 DZL(FZND T TIH
Do you have a referral letter? [ Yes 1 No BAREDY FTH
Do you have an appointment? [ Yes ] No FHELTOETH
What are your symptoms? ESN 2T ETHBRY TIH
] Toothache ez [ Filling fell out D& EN 1=
|:| Cavity tLEABLTIELL |:| Crooked teeth B O%8 L7
] New dentures g U 10 [] Broken dentures A gtz -
] Gums hurt g <= ps0 [ Teeth cleaning &7 - tiEmB
D Sensitive tooth L# % D Bad breath 0=
[ swelling 3 O Irritation =ncu3

[ Bleeding s [JPusrws [ Teeth check-up #2
D Difficulty in opening the mouth O '8 =(C<W
[ others o ( )

Where is the problem? EZDEBHBOTITH

D decayed tooth & L3 D False tooth A i1t5 D Wisdom tooth #4057
[ Gums es<= [ Tongue = [JLips <50% []Cheek &

[ Jaw joint sz [ Below the jaw &0 EEROIECEABUYETH

[ occlusion (contact between upper and lower teeth) /& &bt Have you ever had a tooth removed?
[ others ot ( ) O Yes [ no

When did the symptoms start? EREVDHBTID
Since approximately: year month day ZAH5

Your preferences for treatment SBEICET 5HE

|:| | would like to have the entire damaged area treated. Z\ & A (G I THELIZW

D I would like to have only the teeth that currently hurt treated. B E1CHABLIZL

I:I | do not mind paying for treatment that is not covered by insurance. B&Z&E THH EHB0
|:| | would like to have only treatment that is covered by insurance. 1R DEEARTE LI

D | would like to decide after discussing it with somebody. 1854 L TRz

BEFOBABRICOOTIE BRAOBEICEDESHIOS B TOICEEHT,
*Your personal information will be handled in accordance with the regulations of the institution. P.1 /2 >>
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Check E/all corresponding answers

.HTEFEFBREDICFIvoLTZED

Do you have any food or medication allergies?

EPR\Y TP LUIF-—DEEITH

(F0 P-4 By DAt OWOA
Yes [] medication  [] food [ others( ) 1 No
Are you currently taking medication? RERATVBEEHY ZITH
Fo>TONRBRBETLZ=0
[ Yes If you have any with you now, please show them to me. ] No
Have you ever had any trouble with anesthesia? FEE L TED kS TIp'BY & Lizh
[ Yes ¢ y| O o
Are you pregnant or is there a possibility of pregnancy? iR FEECDTREEEHY FTH
[ Yes months ~ B | [ nNo
Are you currently breastfeeding? BIDPTITH
[ Yes [ No
What illnesses have you had in the past? SETICHD o IFERUIHBY T H
BBEORR BHEI DR DIBORER
|:| Stomach and intestinal disorder |:| Liver disease Heart disease
BRORR HEERSR
[ Kidney disease ] Tuberculosis [] oiabetes
Sy SMEAE I X
[] Asthma [] High blood pressure ] aAlps/HIv
PIRRDFR iz J0+94 VR
[ Thyroid problems [ syphilis [ covip-19
EqOLi]
[ others( )

Are you currently under medical treatment?

RESRLTOHERAUIHY I D

[ Yes ¢ y| O nNo
BROFE S BRAECBETENTLKBDIEETEETH

Interpreter request Can you arrange an interpreter by yourself for your next visit?

[ Yes ] No [ Yes ] No

BEFOBABRICOOTIE BRAOBEICEDESHIOS B TOICEEHT,
*Your personal information will be handled in accordance with the regulations of the institution.



