English/#5E

Medical Questionnaire (Dentistry) / BERIEZE
Year Month Day

Date/ Bfd /€ /A /B
Patient's name/ £& K% Sex/ PR (IMale/ B8 [IFemale/ &
Date of birth/ £ HH Year/ £ Month/ B Day/ H | Age/ Fifn years old/ %
Language/ S3& Nationality/ E£E
Zip code /T E-mail

Address/ 1EffT Home phone number

Mobile phone numbey
Company name/ 5t TEL

h [CJReferred by someone / 4B/
B oo ) floodype tk®| DA 0B 0O CAB
CIOther/ 7o )

Please tick the appropriate boxes./ HTUEEBDEDICTF T v LTLIEE LY,
1. Whatis the problem?/ EZ DEEHRENTITH?

[1Decayed tooth/ B CDentures/ Atti OWisdom tooth/ 553"

OGums/ E<E CITongue/ & Ollips/ <BU%

(Cheek/ 8  [law joint/ HTOEEE  Ulower jaw/ DT

[Occlusion (contact between upper and lower teeth)/ Hdrdpiot [IOther/ Z ot )

2. What symptoms do you have?/ ED K SRR T H?

CIPain/ &Ly OSwelling/ BN T3 OSensitive tooth/ L343
LPus/ SHH T3 UBleeding/ A HS Ollrritation/ St T W3
A filling has come out/ D&¥H LTz [JBad breath/ & ODry mouth/ #<

OIDifficulty in opening your mouth/ AABAEICKLY  TIOther/ Z dAth( )

3. Are you currently undergoing treatment for any illnesses?/ IEARE L TWBFSIEHYETH?
ClYes/ (0> (liness/ #&%: )
No/ WA

4. Are you allergic to any food or medications?/ EPEANYTT LILF—DBTEITH?

OYes/ (L — ClMedication/ & CFood/ &4 OOthet/ Zdith( )
[ONo/ LN Z

5. Are you currently taking any medications?/ ERESA TV B EIEHUETH?

OYes/ (&> = Please show us the medications if you have them with you./ F> TONIERE TR EY
ONo/ LA

6. Have you previously had any of the illnesses listed below?/ S F Cleh b o lfeiiEHUEd H?

OGastrointestinal disease/ B DIRS ClLiver disease/ fFlEMDHS [Heart disease/ DMEDHS

[CIKidney disease/ BlgDi&  URespiratory disease/ PEIRZSOFER [Blood disease/ MARDIES.

[IBrain / neurological disease/ iy ¥R R DIE S CCancet/ &

OThyroid gland disease/ BRIRIEDIRS ODiabetes/ #8fRJw  [Other/ ZMDAh( )

7. Have you ever had any problems related to a blood transfusion?/ &in% L ¢ S 7ILHBY L LIz h?
OYes/ (&> ONo/ WA

8. Have you ever had any anesthetic?/ Rk % 52l fe L3 U E T H?

OlYes/ (&L — ClGeneral anesthetic/ 2 BHE: (Local anesthetic/ [EPRRFEE
[ONo/ L\ A

9. [s there a possibility that you are pregnant?/ ik L COER A\ KicZz DaTEMEIFHYETH?
[Yes/ {&L> = months pregnant/ 4 A [l do not know/ HH 5750 CINo/ WLMWNE

10. Your request for the treatment/ AN 3 2L

Ol would like to have everything treated./ B & Z AR TGALTE W

1l would like to have only the teeth that currently hurt treated./ SO ETEIFEBLIEL

(1 do not mind paying for treatment that is not covered by the insurance./ BBSZECHL EhHEL
[l would like to have only treaiment that is covered by the insurance./ {REEDFBEN TAL Tz

Ol would like to decide after discussing it with the specialist./ 358 L TR T2 L



