Patient Name (KX4) : Dr./Mr./ Mrs./ Miss / Ms.

Narita

Family Dental
N & Spa

HEALTH HISTORY

Birth Date (ZE4EH H)

YES
[EQA

YES
[EQA

YES
[EQA

YES
[EQA

CIRCLE APPROPRIATE ANSWER

NO

AVAY-4

NO

|AVAY-4

NO

|AVAY-4

NO

|AVAY-4

U HEATCOZATT, BRICBEA TSIV

Have you been hospitalized or had a serious illness in the last three years?

W2 SN AP SN2 ITEVWIFZIS) Y F L2 Z0HEA

Are you being treated by a physician now?

BEEZ D> TWETN?  FOBH .

Date of last medical exam? HxEZ DO FIKEAER -

Have you had problems with prior dental treatment?

WEDOWEHERICATHITIH Y E L2 TOHHE

Do you have tooth, mouth or gum pain now?
BfEtE, O, XIIWEIZHAII TS NET?
Date of last dental exam? %1% D FEHRZ2

MARK WITH “X”, IF YOU HAVE OR HAVE HAD THE CONDITION PATIEIRD & B Xid b - 7286, XHIZ T TTFEV,

O

oooooooog oo ggd

Allergies (food, medication, latex, others)

TLX— (B, A, 7T v A )

0o

Anemia &I

Anxiety Disorder ~7Z[E%E

Arthritis, rheumatism, other joint pain or stiffness
Vo~ BEiL

Artificial joint A TR %

Asthma, tuberculosis, emphysema, other lung disease
M. AEEZ. MU, Z O o ik R

Autism H PAJE

Blood disease IflLif ¥k &

Bulimia %8 £ 9

Cancer, Tumor % V. &

Daily baby aspirin fH 81mg D7 A &'V IR H
Diabetes /R J7

Dizziness & F

Epilepsy TADA

Excessive bleeding HIfLifZ%

oooooooooooog oo

Fainting spell 325 < & %

Family history of diabetes
FIEHERIRD I3 5

Glaucoma #kP[E

Head injuries SHESE

Heart attack, defect, murmur, other heart disease

DEFRIE, KR, HEEOBE

Hepatitis T4

Herpes ~/L~<A

High blood pressure 5 ML/

High cholesterol 5 2 L A7 & —/L

HIV / AIDS # RIS R e

Jaundice EHJH

Kidney disease & Hi#F

Liver disease FTliE/p

Low blood pressure {&IfiL/E

Lupus /L—/32  (JRIE)

Psychiatric care f&#HElDHPE

Pacemaker ~— A A — 71—



Blood transfusion i Ifil.

Chemotherapy {b2F5%

Chest pain (angina) Mg A (FROME)
Dry Mouth H 238 <

Recent weight loss, fever, night sweats
o2 7e RERD, BESUTET
Surgeries TfT :

Radiation treatment ARG

Respiratory problems I 257

Rheumatic fever U o7 < F#A

Sinus problems JESE

Stomach problems, ulcers H DJE5. B IE5
Stroke Mt %E

Thyroid, adrenal disease FU{RMR, 23 WAMR D% B
Venereal disease 57

Bleeding problems, bruising easily

MmAEE DTSV, HENRTERLT W

ogooooooog
O 0O oOooood

Others fifi :

CIRCLE IF CURRENTLY TAKING  BI{EFRHY TL7ZH O Z AT, ERICKELX TSV :
YES NO Drugs, medications, over-the-counter medicines (including aspirin), natural remedies? If yes, please list:

ELA W BRI UEZE, THEREE (TR Y UEET), EHFEEBIRRICS> TWnAGEE, ZTRATI N

YES NO Tobacco in any form?  If yes, please list amount/frequency, i.e. pack/day, below:
=N W 2T (EARTEETY) 2Rbno%ha. BMEABRA TR
YES NO Alcohol? If yes, please list amount/frequency below:

W Wi TAa— AR BRI DEE, BEEEZHZ TIIES
Others not mention above, please list = DOfth FF2 SN TWRVMIIE T A T S0 ¢

WOMEN ONLY -- CIRCLE APPROPRIATE ANSWER  LcPED 7 - #%59 HEFTICOMZ T TR SV ¢
YES NO Are you or could be pregnant or nursing?

I g BIEAEIR LTV D XUEATREMEN B 2 UIAL SN TWE T ?

YES NO Are you taking birth control pills?

I Wz EEHER (EL) 2BE VIR THETR?
ALL PATIENTS — If you have or have had any other disease or medical conditions NOT listed on this form, please explain:

OBV A R EN TV RWEBCEBEMEN S WE LG L TRFI D

To the best of my knowledge, | have answered every question completely and accurately. | will inform my dentist of any changes in
my health and/or medication. _[-FZDEFHIEIZX L, ZERDOIEHICER FLE, b LIEFEIRBESCIEIZZ TN D - 7=
LFENCITIE DI B FRHER A~ E T

Patient’s (In case of minor, Guardian’s) Signature fFBFEHR CRAEVGFED G A, RiEE) DA 2

Date Hff :




