Takayo HATAKEYAMA , D.M.D.
8218 Wisconsin Ave Suite 318
Bethesda, MD 20814
TEL (212) 4868670

Date.
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Name First, Middle, Last.
#E (A—YFERVER)

Sex Birth Date Marital Status
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Address (Street, City, State, Zip Code)
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Soc. Sec. No. Occupation
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Business Name and Address
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How many years have you been working?
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E-mail address, Cell phone number
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Work telephone number Home telephone number
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DENTAL INSURANCE INFORMATION
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Name and address
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Subscriber’s Name Subscriber Soc. Sec. No.
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Subscriber’s Date of Birth Group or Company Name
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Group Number. ID Number
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Patient Relationship to Subscriber (self, spouse, child, etc.)
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GENERAL QUESTIONS
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Who referred you to our office?.
ESWSAIUVTHRILTYZILAT A RZULDELIEM?

Is your family member our patient?
BRICOREDAHHBRISE > TWEIT M ? =40 Wz

Person to contact in case of emergency. Phone
KREFOERS BAfR BEES

BATO=ERE BEES

MEDICAL HISTORY
RRRICAY 38M

Medical Doctor’s Name, Phone

FREDEH] BEES

Date of my last physical examination Results
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Are you being treated by a medical doctor now? If yes,for what reason?

RE. BEHEICERFTIN? FW LWhx HULESTHNIE. EBRHIG?

Are you taking any medication at the present time? If yes, what?.
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Have you ever been hospitalized or had any surgical operations? If yes, list reasons
and dates.

DENCABRUL D FMES T B DEIN?  EV LWWR ZOEHEF?
Have you ever had any blood transfusions? If yes, give reason
BIZEZFIENBDERIN? B WWE ZOERE?

Do you now have, or have you had any of the following? (If yes, circle them)
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Heart Disease Angina Pectoris Atherosclerosis Stroke Heart Murmur

DR BRIDE BARIE( BRIl CIEOMS

High Blood Pressure Kawasaki disease Diabetes Rheumatic Fever Allergies
BIE ISR TERIR DERES - FLILF—
Arthritis Asthma Rash Sinus infection Epilepsy Fainting Hepatitis
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Liver Disease Tumor AIDS or HIV positive  Kidney Disease  Tuberculosis
iy BE I(X 2 &%



Thyroid Disease ( or Goiter)  Venereal Disease  Osteoporosis or Osteopenia
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ggiviAnemia Cancer Leukemia Bladder Disease Psychiatric Problem
Herpes
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Gynecological problem  Joint problem Stomach Ulcers Glaucoma
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Do you have a Pace Makers or a Heart stent/valve?
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Do you have an artificial joint in your body?
ATREHEBALTHDEITH? FEn Wz

Have you ever had excessive bleeding from a cut/wound or extraction of teeth?
REZ DM TREREMERBRL I EDBHDEITH 239 Wz

Are you under abnormal stress? [EW [A\AV-&
BEDANLRAZZF2RE/EERECHDEIHN? (B 4F. #HE FE)
Do you sometime take medicine to relieve nervousness?
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Have you ever had radiation treatment?
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Are you or have you ever had allergic reaction with the following items? If yes, circle
them. FEEDEDTTLILF—RIEZRI UIcZELBDEITN?HLZSTHNIEH
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Anesthesia Penicillin  Antibiotics ~ Sulfadrug  Sleeping pills  Aspirin

REREE Ry RAEYME  YILT7E EERE FAEYY
Codein  Pain medications Metal Latex products Food other
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DENTAL HISTORY
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Have you had any serious trouble associated with any previous dental treatment? If
yes,explain:
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Do you smoke? How many?
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Do you drink? How many.
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When is your last visit to dentist? For what reason?
BRICENEZH & ONIOEWDOTIN? ZOERIF?

Name and the location of the dentist:
BERIE D & | & AERT

What is the reason of this visit to our office?.
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Do you have bleeding gum?.
EANSHMUEITN? [Z3% [AAV-&

Do you visit dentist regularly for routine examinations and professional cleaning? If yes,
when was your last cleaning?
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Have you ever had surgery for the treatment of gum disease? If yes, when
WEARFCBEBAROBEZZ I I ENBDEIN? FV LWWZ WD 7?

Do you have any missing teeth?
BRI TEFRICRBLTHZHFANEDEITHN?

Do you have any teeth need treatment ?
SARNDELREARETICE>TWIELNGBDEITH? B WKW

Do you have untreated dental di ?

Have you had dental X-ray taken before? If yes, when?
AODOFDLY NFYBEZESIENBHDEIHN? FWV LWWZ  WD?

Have you had oral hygiene instruction in dental office?
OEEIREEZ e enHEhEIN? [Fw [A1AY-4

Do you drink soda? How many/often?
V—FHEERHEITN? FLN LWWZ 237

Do you eat sweet snacks often?
HOWEDZELSKBRETN? =4 A N ANAY-&

Do you clench or grind your teeth?
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Are any of your teeth sensitive to cold or ts?.
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Does your jaw click or pop when you chew?
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Do you have sometimes difficulty to open your mouth wide ?
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Have you ever had orthodontic treatment (braces)?
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FEMALES ONLY
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Are you pregnant?
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Do you have trouble with your periods?
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Are you taking oral contraceptives (Birth control pills)?
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Are you taking estrogen(Hormone)? How long?
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Are you taking medications for osteoporosis/osteopenia? If, yes how
many years?
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PERSONAL DENTAL NEEDS SURVEY
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Please rate, in order of importance, your primary concerns regarding your dental care.
(The most important would be #1)
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Preventive Dental Health Care ___Cost and Affordability __ Time

FRERIHE & BRFfE
___Excellence and Quality of care ___Explanation of the treatment ___Esthetics
REOE BEAB DS XN
___Sterilization of instrument ___Updated facility and equipment
TERBEDHE REMHDRE /BB KA
___Cleanness and atmosphere of the office ___Accessibility to the office
771 ADERES PFESK ary—rav

Please circle the level of fear you have about your dental visits. (10 being the greatest
fear) HELERICHT 2HBRICOBRHEEEZ T NS 1 0FTORT—ILTEVNRLTLE

T 1T OMFRBBVWERHRICBD XY, HLTBIHFEATHATILES W,
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Biologically speaking, the most favorable material of choice is not necessary white color

for posterior(back) teeth, would you rather have white material anyway?
B LT EYFEN/EFNICIFR LW EBbn 2R,
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For the pt. who came for emergency: Would you like to know the total condition of your
mouth? SHOERENTHZEDRRNI D >Ic5ZD
fl. ODOBRIREODREBEZFARTIEFLVWERBWEIN? (FW WWZ

Were you satisfied with the previous dental treatment you had? If answer is “No”, please
explain
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Do you like your smile? How would you like to change?
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