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Health Condition Questionnaire,” {@ERAEE

We ask for the answer to following questions as reference to give safe dental treatment.
In addition, we manage the personal information severely.
Date : year month day

Patient name : Sex : [ Male [] Female

Date of birth : vear ] month day . . years old)

Relationships with the patient/s# x4 e opiz :

1 Please fill in disease names
[] Intellectual Disability/sutofe HkEsE
] Autism Spectrum Disorder/E =<2 Z &%
[0 Cerebral palsy/usrs
] Down syndrome/# v > fifs:at
O Other/zom( )
2 What is the complaint in your mouth?/se. mEcz2-Tn5 = LiEfcdn
[0 Decayed tooth/ ik [ False tooth/ Anth

O Gums/#h< & [0 Occlusion(contact between upper and lower teeth)/7 % &
O Dentition/trirvio Ry [ Function to eat/a~z#: [0 Speech function/s itkse
[0 Other/=oft ( )

OWhen did the symptoms start?/v > i

(+ .......daysago/msi - Before week/Jta - Before month/ » A i
* Before .. year/4 i)
OHow about the current symptoms?/sseix & 5 <4
[ Pain/sgv [ Swelling/mEn w5 [J Sensitive tooth/L# % L1 Pus/?#n<ts
[0 Bleeding/mzstis [ Other/z ot ( )

3 Have you ever had a dental treatment?/4 & cicthrham ez =2 L 8d v £9 0
[ Yes
—OHow was the situation under the treatment? /it oukpiz &5 Lz
[J I did not have any problem/f&E 725~ 7=
[0 I had a problem/migis s -7=—How ? ( )
] No

4 OHave you ever had any surgery?/Fiz ==z Laib 0 3
[0 Yes »When was the surgery? /v»>=2c9n

1 No

OHas it been difficult for blood to stop?/mai-£vic< mot=z &ndbn 45
[ Yes
1 No
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OAre you currently taking any medications?/sitegi <\ 23136 0 297
0 Yes —Please write the medicine name./so4 % #0CF a0

e )
] No

OAre you allergic to any foods or medications?/#a <7 LAF—nTET)
0 Yes — [ Medicine/# [ Food/g~% [0 Other/zof( )
] No

OHave you had an epilepsy attack so far?/cinasfeziez Lz Lniby E3n
] Yes [ No

ODo you have a primary doctor?/»»v > EixsH v 3
Hospital name/fsspz.

Clinical department/z 5
Phone number/%: : ( )

5 Have you previously had any of the diseases listed below?/ 4xcichm-raiisn 3

[0 Congenital heart disease (CHD) /% &t 05 1 Hypertension/g i

[J Angina/#ii [1 Myocardial infarction/c#E% [ Arrhythmia/ &

[0 Cardiomyopathy/&5E [ Rheumatism/v v~ (0 Asthma/m;g

[J Liver disease/lFlgi ] Hepatitis/ft4% ] Kidney disease/ s
[0 Diabetes/#t R [J Grave's disease/” L—7 2 (3t R, HURIERE TR

[0 Blood disease/ g% & [J Cerebral hemorrhage and cerebral infarction /i i<t 2
] Parkinson disease//s—% > v ¥ [J Osteoporosis/ {5z
) Other/= i ( )

6 About a state of the daily life/n#4morricon<
OWhat kind of disability do you have?/» ok 5 #ps#nsn v 4
I Vision/#% [ Auditory sensation/fs [ Motor function/Eskkas
[1 Cognitive function/s#gie [ Pronunciation/s%
O Other/zoM (. )
OAbout language comprehension/z#stfizic > ¢
[J Understand a single word/#zg5231H7:%
[J Understand a casual conversation/H # Offi 245732800 %
[J Understand instructions when I have experience/f&5»3 b 5 & 5703 0M 2%
[ No problem/figE7: L
OAbout language expression (even as for the indistinctness)/sm#itic > (FBIETH)
[J No vocalization/s#7 L [J Vocalization only/% 07 [J One word/&#
] Two-word sentence/2 & [J Three-word sentence /3 i 1 No problem/mifE7 L
OlIs there any use of communication methods other than speech?
JREEUSN O A I 2= —2a VIFEOHERIZSH Y T
1 There is no spontaneous expression/fsmz#H iz [ Pointing/# s L
[ Picture card/ign—F
[0 Gestures (including swinging and nodding)/v = #F v — (&0 . &Hx %4t
[] Sign language and Makaton and so on/F&Fe~7» ko [ written talk/4ix
O Other/= of( )
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OAre there any other problems in your daily life?/=oia, naimcl@Ee 252 L13b 0 £
(] Brush teeth/#iggx [ Cutting nails/mxvy [] Ear cleaning/®,»x [ Haircut/#g:z
[] Eating a meal/&s% [ Getting sleep/igii

7 I would like to ask you about your hypersensitivity. miticoncsms L4

ODo you dislike being touched? fitni s = & &g E 37
[0 Notatall [[OSometimes [JAlways

ODo you dislike loud or specific sounds? Kk 7230 E D E 28 E T 70
[J Notatall [JSometimes [JAlways

ODo you dislike strong lights such as camera flashes? #4507 v =72 280 ea E370
[0 Notatall [[OSometimes [Always

ODo you have a taste that you don't like? #ev72nkizd v 37

OYes (Concrete instance/Sfs )
[INo

ODo you have any unpleasant odors? E=E4EWEHD 37
OYes (Concrete instance/Sfc )
[INo

8 How did you know our center?/ 4+ s —# Lok 5icmy £ L
[ Introduction from a medical department or dentistry/E#: & 7213t F A 5 ORI
[] Introduction from an acquaintance/znA7»5> o84 [ Home page/s—2r~2—o
E0 Other 2 M (e )
9 We also perform dysphagia rehabilitation at our center. . »—isau Fhsess 27 ES
ODo you have a problem for a meal?/ &35 T o B2
[0 Yes (Concrete instance/Sfsp )
1 No
OWould you like to see a doctor for dysphagia rehabilitation ?/m e ristennozpae
[0 Yes [ No

10 Please fill in what you wish to do in dental practice at our center. %+ ¥ —~o#%

11 Do you agree to our center acquiring your medical information (medical
examination and health checkup history, medication information, etc.) using
your Individual Number Card(My Number Card) ?

[1 Yes [ No ez L H =P A FIRIRFEIC KV S iz OB PG R A TIGFT 5 Z LICRELETH

At our center, we strive to provide high-quality medical care by acquiring and utilizing patient
medical information. To acquire and utilize accurate information, we ask for your cooperation
in using Individual Number Card.
& Addition for fulfilment of medical information and system infrastructure improvement
system( first visit) < Not using Individual Number Card > addition: 4 points
< using Individual Number Card> addition: 2 points

The information you provide will not be used by our center for any purpose other than medical treatment.



