 CLINIC
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2% MEDICAL HISTORY FORM / /
14/Surname: 4 [First Name: AEH B - 4l /DOB - Age
/ / F
Z Bk % Occupation:
Doctor’s (GPs) name & address:
Bt IZI8% L 7= H /Date of last dental treatment:
Yes | No 4l Relevant Details

T8k (&) Are you Pregnant?

EH., Wbk, 7 U=y 7 E3RBERIERREZITTOET
D3

Are you attending or receiving treatment from a doctor, hospital,
Clinic or alternative therapist?

BE2FUMICIE, FEA, &, EHET
WARKERAZ IR T oA REFERLTOETD,
FHANZ ZRRALSTEEI VY,

Are you taking any medicines, tablets, ointments, injections or
Inhalers from your doctor or taken steroids in last two years?

BIE, AWRHFEM. BoX=v ) o7 LA XF—i3bh Y 7
73, Do you have any allergy to any medicines, foods or materials and
in particular penicillin?

VU< FE BE, IR, BIS £ iR

ARVIETSY /LY. SR/ = B BV ES

Have you had rheumatic fever, jaundice, liver, kidney disease or
hepatitis?

L, Rikk, MEICHERH D SNl E3H D, £z
PLOBERREL, DERIEE L7z Z e 35 0 29,

Have you been told you have heart or angina or blood pressure
problems or had a heart attack or stroke?

YaTHROBWE TR, HI VIBEIC R LiXH Y E
A%

Have you ever been diagnosed or suspected as having V CJD or being
HIV positive?

AR D ORI 2R SN2 213H Y £

Have you ever had blood refused by the Blood Transfusion Service?

BRI E T T 2 R CRIER A S o 7o Z &1
HY FETI

Have you had any reaction to local or general anaesthetic?

ALBIEBHRINTE/-I138EE Li2Z &8 H Y 90>, Have you

had joint replacement or any other implant?

ABELT=Z ENRH 0 ET0, 28, WOHTT A, Have you

been hospitalized? If yes, for what and when?

HIR TSRS L BV ETH, W OFE, FEMAEBEE
<TZEWY,

Do you believe you are in good health? If no, please give details.

BAEid1ZH Y £9 0> Do you have arthritis?
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Yes

No

#0  Relevant Details

ol

N R A=A = BRELTI N, 0T L Lz &
B ETh

Do you have a pacemaker or have you had any form of heart surgery?

TERME, BIE E 12T T LAF—Z B TOETH, 1F0VD
Ba. FEICHARRLIZE Y,

Do you suffer from hay fever, eczema or any other allergy?

(if so please specify)

R[E XK, WBFEIIMUTIHOREITH Y £3D

Do you suffer from bronchitis, asthma or other chest conditions?

KAmFEME, RIS Y 30

Have you had fainting attacks, blackouts or epilepsy?

WRBEIEH Y E90 THR THRERFBOTIINET A
Do you have diabetes or does anyone in your close family has
diabetes?

IZHE B 2 N E RIS 0 E30

Do you have any other medical condition we should know?

U A== — RIiERE L T,

Do you carry a warning card?

ABANVRA o722 EidH D T30, IR0 FE, Enl
SUNOBEREE T,

Do you ever get cold sores and if yes, how often?

R, B, BEITEICRAEH O T2,
Do you suffer from regular headaches or pain in the neck, shoulder or
ear?

AZBF 720D T2, MDHIRCHMBEA, R
D i j—z))o

Have you had any restriction ,difficulty or pain when opening or
closing your mouth?

PEDOBEN % 1Y F30,

Do you suffer from clicking or popping sound from your jaw joints?

Did you ever experience excessive bleeding after tooth extraction or

injury?REFRPER OB ISBE R M E L Z LiddH D E92

MBUE L E9 0, 130DHE, —RIZED LS BN E T,

Do you smoke? If yes, approx. how many a day?

BBELETH, V0 DFHE, BIZEDL BWVERBE T D,

Do you drink alcohol? If yes how many units/week?

ZHIZOUVT  Dental History Yes | No

%74 Relevant Details

Do you have any problem with your teeth at the moment?

BAESITT RIS Y F92

Are you interested to have information about how to
improve the appearance of your teeth?

HWOHNARO\ EIZSNWT (lFDORRLIEOEE) OF
HIZHIRIIH Y F3D,

Would you like to have whitening treatment?

RIA b= 7% LI e BvE4,

RED TEEN X E U Sk 68 < 72 &0, Please inform us of any changes to your medical history.

CERAEICANE - CWB - Rl LCEATL EE)
Completed by Self / Parent / Guardian (please circle)

T Z 44 Signature: H {sf/Date:




