MEDICAL QUESTIONNAIRE

bHEEH F2E

English / 3258

year/ £ month/ B day/ H
4 N\
Name &4#0 (1 Male/ 5B (] Female/ &z
Date of Birth £%38 year/ & month/ B day/ H ( age/ FEHf )
?
Adress Ffr
home/ B
Phone &5 Email A—L7 FL R
mobile/
Name of Company/School ##%k / ¥ik%
\\ J

Please check all corresponding answers. / HCIEE2EDICF v 7 LTLEETLN,

How did you find out our clinic? & >fcE>0NFERTID ?

[0 near your house/office (3R / B{3HH 5L ) [] searched on web

[0 introduce by your family/friend  ( &Ik / KA DRBN) [0 Others (ZDh)

Where is the problem? &EZDEEHENTTH?

(A8 —%v b TRERLK)

[J Decayed tooth/ Hif [0 False tooth/ AN [0 Wisdom tooth / 5159

0 Tongue/ &

O Lips/ & (1 Cheek /@&

[0 Occlusion (contact between upper and lower teeth)/ hdrdH

What symptoms do you have? &EDESEERTIH ?

O Gums/&E<CE
O Jaw joint / & & DREIHED

[ Others/ ZDfth

] Pain/ WL 0 Swelling/ BN TW3 [] Sensitive tooth / L&*5 [J Bleeding/ IIHAH %
[0 Bad breath/ O& [0 Dryness /%< [0 A filling has come out / DSYIHEINT=
[1 Difficulty in opening the mouth/ A BIE (T < L [1 Others/ Z Dt ( )

When was the last time you had dental treatment? R&ICEREREZSZE LIOIEWDETTH ?

0  within 6 months/ #&ELA [0 within 1year/ 1 LA

How is your health recently? ®&OBRKRERZVHHTIH ?

(1 Good/ BWL

[1 Normal/ 325 [] Bad/ EW

0 within 2 year/ 2 LA

(

1 before than/ ZNLLE]T

Have you previously had any of the diseases listed below? SZTlchhofcmKidHIETH ?

(] Heart disease ({O\Ef%w ) [J Liver disease ( fFiE% )

[0 Thyroid gland disease ( BR4RAS )

[0 Blood disease ( MIRDFES) [0 Diabetes( ¥ERSE )

[J Others/ Z D1t (

)

0

[J Brain / neurological disease ( B » R DHER ) O

0

Kidney disease ( B &S )
asthma (TAZF<)
anemia (&IM)

Are you currently undergoing treatment for any diseases? JREAEL TV EFESIEHYETH ?

(] Yes (ELN)

) [0 No (WWZ)

Are you currently taking any medications? JRERATWEEIFHYEITH ?

(1 Yes (l&LM)

) [ No (WLWZ)

Plaease fill in the second sheet —




(] Yes (I&Ly) @ [0 Medication/ & ( ) [ Food/ B ( )
O No(WWx)

[ Yes (lZLM) 0 No (WLWx)

O VYes ((FW) | ) cigarettes a day / 1 BICOZ
0 No(LWg)

[0 No(LWWZ&) [0 pregnant / @A @ ( ) months pregnant / 4 B
[0 having infertility treatment / REEBES [0 breastfeeding / #Z#.4 O Idon'tknow / bHhH 5L

[J morning / &8 [ afternoon /B O night/ & [J sometimes / feEICEL
[J don'tbrush /EHEWN

( minutes/ 43')

O] Yes (1ELy) i ( ) 0 No(LWWz)

| prefer to have only my painful teeth treated right now. ( $@WEREITEABLIEWTY )
| want to have all of my teeth problems fixed. (BW& T AIFLTALIEWTT)

| prefer to have only first-aid treatment, (JSRLEREITEHFLELET)

| want to decide the treatment after consulting with the doctor. (#8&8 L TR TZWVTT)

O 0O o 0

[J | would like to have only treatment that is covered by insurance. ({RBEDOEEN THALEWL)
[J I do not mind paying for treatment that is not covered by insurance. ( B&ZE CEHHL T HHEL)

[0 | want to decide the treatment after consulting with the doctor. (B3 L TR TWNTT )

That's all , thank you for filling out this sheet.

Please submit this sheet at the reception desk and wait in the waiting area until your name is called.




