Nishiyamalldentalclinic
HEALTH QUESTIONNAIRE

Name : (M/F) Date of Birth: (YY/MM/DD) / /
Address : Postal code
Phone No.:

{The purpose of your visiting.) DOcheck please
ODental check up OCaries prevention OCleaning/Whitening [ODental calculus removal
Tooth— OPain  OLoosing a filling(A metal cap or plastic material) CHaving a hall
OSensitive to(Cold/Hot/Sweet) [OStuck something OGetting loose OGrinding
OHit the tooth
Gum— OPain Oinflamed OBleeding OPus came out from the gum

Jaw— [OPain OSound strange by jointing OHaving problem of opening the mouth
OFeeling tired in the morning
OOrthodontic treatment COMouth odor(Bad breath) OOther
{Please state a spot)
OUpper OlLower ORight side Oleft side OFront OBack OAl OOther
{Please state when did you have the symptoms)
OFrom day(lslago OFrom week(s)lago OFrom month(s)ago OOther

{Question about your systemic disease)
ODo you have any disease? Yes/No
If yes, please state. _Ocheck please
ODisease of heart [ODisease of Kidney [ODiabetes(hemoglobin A1c__ %) [ODisease of Liver
OHypotension OAnemia [OHypertension OAsthma OOther
Do you have any allergy? Yes / No If yes, please state. | am allergic to
MMedicine @Metal QRubber @Food BOther
Do you have a pacemaker? Yes / No

Have you ever had abnormal bleeding from an injury or tooth extraction? Yes / No

Have you ever had reaction during dental treatment or injection for anesthesia? Yes / No
Do you smoke? Yes / No

Are you taking any medicine or drug? Yes / No

If yes, please state the name of the medicine

Especially OWarfarin « Asprin Oosteoporosis.
About anticancer therapy. If yes, please check Oradiation Ochemotherapy
(Please check. when you are now about the illness of blood even if Carrier or before. )
OBlood has been transfused. ODialysis OHepatitis B OHepatitis C
Ohuman immunodeficiency virus Oanother blood disease

It is a question at a woman.)

Are you pregnancy? Yes / No / Not sure |f yes, please state the month. month (S)
DO you breast feed? Yes / No




