DATE: NAME: RN: Staff:

Medical History Form R iER
Please fill in the medical history below:- We need to know your current BATEETHE T 2AEEERM, DMETE F 5N, B REURIE S 2 Va7 .
health condition, to provide suitable dental care. S B Laphie st B B (4 Rl A (1 VT
All the information provided is strictly confidential. If you have any problem, ﬁﬂﬁﬂﬁ G RS 5. T TSRO PR BB . (RTEA KA SAE

please ask our receptionist for assistance. s

PI fillin O with / h licable, if 'Yes' pl ify.
(Please fillin - with /- where applicable, f 'Yes' please specify.) RE L, BRI R, e AE T fE | A Raif

AVRYT . WIFR AR F EBA LSRR, RS | BoRb

No, my body and mind are healthy, | do not want to give 1 | refuse to fill HE.
any information regarding my health, but | insist the in my data/info 1. BREMSER? HH1ESH:- 0fF Ok
dentist to treat me. | agree that in the future the dentist 0% OFAR D4r=
has no responsibility to ask for my medical history unless DHEEEBH) oo,
| tell the voluntarily.
1.Have you ever been hospitalized? [Yes [INo — . _ .
If 'Yes' please give details: 2. G2 SO TR A BREES n) g 2 0fF Ok
[Sickness [Operation CChildbirth [Other:...... HHEEH:
2. Do you have or ever had the following diseases or [Yes [INo LR ORFRER ORAERE O
problems? If 'Yes' please specify: N O DGEPD  [HEAE/MLIT/HYT
[JHeart  [(ILiver [IKidney [ILung DR RO SRk
CAsthma [IBlood [1G6PD [Cancer/Chemol/radiation B R E=15) N
therapy i
[1Jaundice [Epilepsy or Fainting 4‘“ RAATHRIA? RIS
[10ther please specify: .............. —
4 EREA S IME? 05 0Ok
3. Do you have or ever had diabetes? OYes [INo R
4. Do you have or ever had high blood pressure? Yes [INo 5 ”.E fiﬁﬂuaﬂ(@?ﬁ\yﬂ&tr;ﬁ UH R
5D — - = HEEE RS
. Do take medicines regularly (other than tonic)? [Yes [INo -
If yes, please specify the name of medicines or what are 6. %t .
the POUrpoSes: ........c.c........ 6a. SR 75 IEFE MR F B 4 PR 52 2 0fF D&
6b TR IEAERON % T I A Y2 0F ok
5 Fomale: C. I 15 e B A e 277 2 0F ok
6a.) Are you pregnant or expecting a baby? [Yes [INo E‘ g R IR A
6b.)Are you breastfeeding your baby? [Yes [INo
6c.)Are you on the contraceptive pill? Yes [INo
NOTE: If you are likely to be pregnant on you next time 7 A8 R B ATAT AL Dk ? 256 S 0E Ok
to this clinic, please let the dentist know immediately. Jﬂ K(BIA) (E U (AIDSIHIV) (%% (TB)
7. Do you have or ever had any infection disease? Yes [INo CHERS (1 HE 5 o R O
“Hepatitis(B/A) CAIDS/HIV [ Tuberculosis (TB) fligﬂﬁf’?;;f;‘g %) DRERSH): e =
Stijxually transmitted diseases (eg. Syphilis, gonorrhea (b)LILIE A H OF
8. Do you (a)bruise easily or OYes [INo QI XA A AR VU U UG ? 25 S A - cH o 0k
(b)bleeding excessively when you are cut? Yes [INo O4:...... 0. OEY...... O&)E:.....
9. Do you allergic to anything” If 'Yes' please specify: Yes [INo Heee.
[IMedicine:.... (/Rubber:.... [ Food:.... [ Metal.... 10. 154 FAIMISI IR ? 2 %5 0 - g OF
[1 Other please specify: .............. O 7 ORI O AT
l.r()).egf(;you have the following habit(s)? If 'Yes' please [Yes [INo 11% uﬁjg/ﬁr%ﬁm AT LA IF R 5k
- . . EEH
[1Drinking Alcohol [ 0 :
chewingg cohol [JSmoking [IPinang (Betel nut) P O DL R
11. Have you encounter any complication or side effect [Yes [INo DHE:.......
at previous dental treatment?
[JPain [1Swelling [IProlonged bleeding [/Phobia/Afraid W EH RIRCAS i, IEIE AT .
DOther please specify: .............. ToAEBRIAITARE A T B, kT IREBH IR BRI B0, 125490, BU,
If you have any ailments which are not included above, please inform the FAR, FiF 14 KPR 25,
dentist. : : N JUF NG, SRR A4 558 1 F B 5 2 2 R, LT 2%
| further declare that | will report any changes in my health, including any AN R BT

medication taken within the last 14 days, infection diseases, illness,
allergies and operation to the dentist whom | may consult from.

For persons under 18 years, parent/guardian will be responsible to report
the child's health. The signature of the parent/ guardian affixed below will be
taken as consent for treatment.

HRNISRFERI T N
R AN IE 74

Signature of ** Self/Father/Mother/Guardian (** delete as necessary)
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