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Please answer the following questions by ticking the correct box.

1, What is the reason for your visit today? (EFE¥ER)
[OCleaning [Check up [Tooth ache(#&%%) [Bleeding gums (i) [Other

2, Are your teeth sensitive to any of the following: (EICREZRUZEHD)

[JHot [OCold OSweets [OBiting/Chewing (A 1ZES)
3, Have you ever used anesthesia in dental treatment in the past? (sfFREEDFERE)
[lYes [INo
% If Yes, did you have any allergic reaction? (BERIMREE TS 27 LILF—)
[lYes [INo
4, Do you smoke or use tabacco? (E2fE)
[lYes [INo

5, Do you suffer from allergies? (ZLJL¥—)

[1Yes [ INo

X If Yes, please give details

6, If you have had any of the following conditions, please place a tick on the box.

CJAsthma(i@2)  [OHigh blood pressure (BMME)  OLow blood pressure (EIf)
[JHeart disease (D\i#fEE) [Heart attack (DEFE)  OLiver diease (FFiES®)

[JA,B or C hepatitis(ff%)  [Diabetes (##RJ%)  [Epilepsy (TADA)
LJHIV  [Other

7, Are you taking any medication? (AR3)
[JYes [INo

X If Yes, please give details

8, Are you pregnant? (3FR)
[IYes [INo
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