Shikanomori Dental Clinic

HYBEEEA
Medical Questionnaire Date: y /20
date month year
Birthday Gender
Name
/ / 20 M- F
Home
address
%P hone number where you can be reached during the day (cell phone
Te' - - is acceptable) ’ ? ’ ’

Most Concerned Symptom

or Reason for Visit

Time of the symptom onset Today Yesterday About ( days -weeks -months -years) ago
Time of last visit of dental office  [About ( days -weeks -months -years) ago / Treatment details ( )
| . f . 0 1 2 3 4 5 6 7 8 9 10

ntens Ity OorT pain "No pain Moderate pain Max pain

Causes of pain

Pain with cold foods or drinks - Pain with hot foods or drinks - Biting pain - Always in pain

Location of symptoms

Upper - Lower,/Right - Left /Incisors - Molars + Gum - Lip » Cheek - Jaw - Tongue - Others ( )

Therapeutic Requests

Treat only the symptomatic (painful) part Treated as much as possible

Difficulties in treatment

Fear of dental treatment - Fear of pain - Vomiting reflex + Panic disorder

Difficulty in opening mouth « Painful jaw joint « Difficulty in lying on back

Allergies Are you allergic to any foods or drugs? ( Yes -+ No )
Foods and drugs
that cause allergies:
Abnormal reaction to local

Never had local anesthesia - No abnormal reactions - Abnormal reactions or symptons : ( )
anesthesia
Abnormal bleeding Have you had prolonged abnormal bleeding in the past? ( Yes No )

lInesses that are
being treated or

have been treated in

+ Angina pectoris/myocardial infarction (heart attack) « Cerebral infarction/cerebral hemorrhage/s ubarachnoid hemorrhage

- diabetes mellitus - Malignant tumor (cancer) + Hypertension - asthma + 0steoporos s « Kidney Diseases

-+ Glaucoma - Otitis media * Rheumatism/SLE, etc. (collagen disease) « thyroid disease
the past
p - Epilepsy « hepatitis « tuberculosis < HIV + Others ( )
Clinics currently being attended No Yes (department in the field of medical care : )

Drugs used
regularly

All in the medication book (No medication book * Yes * No)
Names of drugs:

History of surgical operations | N0+ Yes (Name of operations : )
His tory of radiotherapy No -+ Yes (When: )
History of chemotherapy |No -+ Yes (When: )
Pregnancy/possibility of pregnancy [No +  Yes ( week of pregnancy - possibility )

Breast-feeding

No -+ Yes ( full breastfeeding - bottle feeding - both)




