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PATIENT REGISTRATION FORM
Name Sex (OMale [JFemale

Date of birth

(YYYY/MM/DD) / / Age years old

Address or accommodation in Japan

Address in home country (for short-term visitors only)

Phone No. (Home) Phone No. (Mobile)

Nationality Interpreter request [1Yes [INo
Native language Occupation

Other languages Special requirements for

spoken religious reasons

Emergency contact details

Name Relationship
Address
Phone No. (Home) Phone No. (Mobile)

e Immigration status in Japan
[JResident [JShort-term stay ([ 1Business [1Vacation) [IStudent [1Other ( )

eReasons for choosing this hospital/clinic

o5 this your first visit to this hospital/clinic? UYes [No
e Do you have a referral letter? Yes [INo
Do you have an appointment? Yes [INo

Type of health insurance

[1Japanese health insurance ([lpublic [lprivate)
[1Overseas health insurance (name of insurance company: )
*Please present your insurance certificate or related documents if available.

[JUninsured

Medical departments you would like to visit

[JOrthopedics [ 1Psychosomatic Medicine [ ]Otorhinolaryngology [Dermatology [Internal Medicine
[ISurgery [IDentistry [JOphthalmology [INeurosurgery [Pediatrics [1Obstetrics and Gynecology
[IRespiratory Medicine [1Thoracic Surgery [lCardiology [ICardiovascular Surgery [IGastroenterology

[INephrology [1Urology [INeurology

*Your personal information will be handled in accordance with the regulations of the institution.
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Medical Questionnaire (Dentistry)/&s pz=

Please check the appropriate boxes./ & CiEES HDICF = v 7 LTLIEE N,

year
Patient name/ B# K4 Date/ Bt .
Date of birth/ &4 A A year/ 4 month/ A day/ m  Sex/ #&RI (OMale/ %
Height and weight/ %E& - & cm kg Age/ &in
Language/ =7 Nationality/ E#

Living condition/ A&k

English/#£5E

month day
/A /A
OFemale/ %

years old/ #%

[IWith family member(s) who require nursing care/ /ri# L7237z bangEAW2  [JHave young children/ g+ & 4230 %

OAged household/ i 1 OLiving alone/ #itE [OSingle parent/ k755

COther/ = ofi( )
Employment/ Rk

LFull-time/ # 7 /A OPart-time/ /<— k%A 4 [ISelf-employed/ 13

CIRetired/ BB O Unemployed/ #5
Where is the problem?/ £ Z 0 E&BENTT A2

[ODecayed tooth/ it OFalse tooth/ At OWisdom tooth/ #i%n &

OGums/ thi< & OTongue/ & OLips/ < bU'%

LICheek/ s [lJaw joint/ & = oA [IBelow the jaw/ & o F

Occlusion (contact between upper and lower teeth)/ 7% &t OOther/ = o fit( )
What symptoms do you have?/ Yo & 9 Z25ER T2 2

OPain/ s OSwelling/ lEh T\ 5% OSensitive tooth/ L#%

OPus/ 5 #»3T5 OBleeding/ 3% OTrritation/ #h T

LJA filling has come out/ ~w#»sen=  [1Bad breath/ ni ODryness/ #<

ODifficulty in opening the mouth/ LA IZ< W OOther/ = oi( )
When did the symptoms start?/ Ziid\ 2255 T+ ?

Since approximately: year/ 4 month/ A day/ BZA» 5

Have you ever had a tooth removed?/ &%k Z L350 £5 2

OYes/ iz ONo/ vz
Your request for the treatment/ JGRIZH+ 372

T would like to have the entire damaged area treated./ & = A4 = TH LW

T would like to have only the teeth that currently hurt treated./ 4@ #7213 21 Lz

[T do not mind paying for treatment that is not covered by insurance./ H&#ZHETH1EDARND

I would like to have only treatment that is covered by insurance./ RO TIA L7210

T would like to decide after discussing it with somebody./ #1# L T 7z1»
Are you currently undergoing treatment for any diseases?/ LR L TV AHEKITH Y 552

OYes/ 1\ (Disease/ #i4:: )

OONo/ vz
*Please fill in the reverse side of the all pages as well, where necessary./ ¥#&ims Z7A< 72&0,
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Are you allergic to any foods or medications?/ JERLE_YTT LAF—BTEFTN?

OYes/ i3v» — [OMedication/ # CFood/ &~ Other/ = o fit( )
ONo/ vz
Are you currently taking any medications?/ ZRESRKA THEEIZH Y 55 ?
OYes/ iz — Please show us the medications if you have them with you./ - CT\hIEZRE T ZEN
ONo/ vz
Have you previously had any of the diseases listed below?/ 4% Tlzph o HKUTH Y 02
[ Gastrointestinal disease/ ®mosis [Liver disease/ g% [OHeart disease/ Lok
OKidney disease/ %losiia CIRespiratory disease/ FFE 3 OHTR OBlood disease/ miEofik
[(IBrain / neurological disease/ M + #itR DR OCancer/
OThyroid gland disease/ fikiosmic  CDiabetes/ R4S OOther/ =ofi( )
How old were you when you became ill?/ ZhifamoiFcda?
Age: _ (yearsold)/ 7%
Do you smoke?/ 7ziZZ # %\ E 30> ?
OYes/ %> — Current amount/ Biff:  cigarettes/day/ #/H Duration/ W#jE: _ years/4
[ONo, but T used to./ i~ = Previous amount/ i#Z:  cigarettes/day/ #4/H  Duration/ WERE:  years/4

ONo/ b7
Do you drink alcohol?/ &% kA £ 472

OYes/ 3w — _ mL/day/ miH ONo/ vz
Have you ever had any surgery?/ Ffiz2idi23H 0 E+52

OYes/ i3 CONo/ vz
When was the surgery?/ oI5 T35 ?

Approximately: year/ 4___ month/ A (type of surgery/ Ffi4: )
Have you ever had any anesthesia?/ mEEZF72Ze03HY ETH?
OYes/ 3w — LIGeneral anesthesia/ 4 OLocal anesthesia/ &R
CONo/ vz
Did you have any problems related to the anesthesia?/ FfE:g LT b T 7ABHY % Lz
OYes/ i3 OONo/ vz
Have you ever had a blood transfusion?/ #fz=2i3/=2&B8H 50?2
Yes/ 3w ONo/ vz
Did you have any problems related to a blood transfusion?/ #®ifiz L b TABHY E L7 ?
OYes/ i3 OONo/ vz
Is there a possibility that you are pregnant?/ #iRL T34, EZOMEEEHY T2
OYes/ v —  _ months pregnant/ » A LT do not know/ ban7vy ONo/ vz

Are you breastfeeding?/ #fHTdn?

OYes/ i3 OONo/ vz
Will you be able to bring an interpreter with you in the future?/ 4%, BRZESTEN T 5T N TEZTN?
OYes/ i3 CONo/ vz
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