Nihon Dental
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We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can.
If you have questions we’ll be glad to help you. We look forward to working with you in maintaining your dental health.
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Paﬁtm? anormaﬁon cc Today’s Date Bft:

Last Name: First Name: Date of Birth: / / Age:
K& () (%) #ER A =] F FHs
SS#: - - Sex: Male___ Female Married ___ Single___ Minor___
Y—x)beFa) T —BS R 5 = BR4E hEg &%

Guarantor: E-mail Address:

HEEHR E-A—JLTRLR

Home Address: City: State: Zip:

BEEm

Home Phone: ( ) Cell Phone: ( )

BHEEHE EHER

Patient Employer/School: Employer Phone: ( ) Ext:
B E/IFER LT

Employer Address: City: State: Zip:

kR

In cares of emergency BaMDERKE:

Name: Relationship: Phone number: ( )

K4 E3LER BEES

Insurance Information/mi g o7+ 4—sa

Do you have dental coverage? Yes: No: __ * |If no, please skip to the next section
WRRIEZEFLETIN? A i BFLTHRWMVERITROEEA
Policy Holder’s Name:
WRRERA
Relationship to Patient: Myself: _ Spouse: ___ Parent: ___ Other:
BELOER B85 KiF E32) Z0ith
D.0.B. (M/D/Y): / / SS#: - -
WIRRERER A =] : V—v)beFxa) T4 —FS
Home Address (If different from above):

City: State: Zip:

WRREBOBEERN (HTFEOEMERLGDHES)

Subscriber Employer: Business Phone: ( ) Ext:
WIRREBEN TS BBEES

Business Address: City: State: Zip:
LR

Insurance Company: Group #: Subscriber ID:
Rig=t TI—T# ID#
Secondary Insurance: Group#: Subscriber ID:
EZRESH TIN—T# ID#

Patients with dental insurance understand that all dental services are charged directly to the patient and that he or she is personally
responsible for payment of all dental services. This office will help prepare the patient’s insurance forms or assist in making
collections from insurance companies and will credit any collections to the patient’s account. However, this dental office cannot

render services on the assumption that our charges will be paid by an insurance company.
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Nihon Dental
Medical History/se

Health problem that you may have or medication that you may be taking could have an important interrelationship with the
dentistry. Thank you for answering the following questions.

BEQSHEDKE. RATSWTLSEE. TLULF—F0FHIE. T2 THRWGETERETILTETREETY  coDFERIZ HIPPAE N EHREREX)
ICEDSVWTEELTEYET DT, ERICTRALLZSL,

Primary Physician’s Name: Date of Last Visit:

FAREDAH &EDELEAR

Office Number: ( )

BEES

Has your physician instructed you to take medication prior to your dental visit? ---------=-=--=-------- Yes No

FREOEENSEEABRICH-YRNBRERADIERNINTET N ?

If Yes, what medication? Yes & Z =FIZZEDZHI

For what condition? Yes L& X f= A IFEHZERBAL TS,
Have you had any serious illnesses or operations? Yes No
SETICKEGHEIRXINBFHELI-CEAHYFET M ?

If Yes, Please describe. Yes &% 1=AI1E3HBAL TS,
Have you ever had a blood transfusion? Yes No
SETICRNEZ(F-CEnBYFET M ?

If Yes, when? Yes &£& x =4 (ks 2
Do you use Tobacco? BIEshFET H ? Yes No

If Yes, How much/long? Yes &% % 1= [ZIE R S EMEE ME B AL TS,
Do you have or have you ever had any of the followings?
LTOHEREICHMN=BLHD, FIBREE->THETH?

YA \VZSTIVA T C T e e —— Y N Hepatitis BT Y N
Anemia &I Y N High Blood Pressure &S ME ---------nnmmnnmmmmmmn- Y N
Angina JEiVE Y N High Cholesterol HaL ATHA—)L---mmnmmmmmmmees Y N
Arthritis/Rheumatism B )OI F - Y N Jaundice #HiE Y N
Artificial Heart Valves A\ LFH#84# --------------- - Y N Kidney Disease & &% Y N
Asthma Mg 2 Y N Liver Disease FFigf& Y N
Back Problem BHHNDEE Y N Migraine {REE%R Y N
Blood Disease MERDFESR Y N Mitral Valve Prolapse {&18FR ------m-nmmnnmmmmmmm Y N
Bruise Easily %<& Y N Osteoporosis BHL&IE Y N
Cancer & Y N Pace Maker R—ZRA—H— ---mmmmmmme - Y N
Chemical Dependency E¥UKTF -------------------- Y N Radiation Treatment MEHREE ------------------ Y N
Chemotherapy 1bEZ28% Y N Respiratory Disease MEIREFMEE —---------m-mmmm- Y N
Circulatory Problems fERIREZSER - Y N Rheumatic Fever U XFE - Y N
Congenital Heart Defect %X D& S - Y N Scarlet Fever L&S#I%: Y N
Cortisone Treatment JLFYV V% ------mmmmmmm- Y N Shingles #iXMEZ Y N
Cough, Persistent fFEfERIALE ------------mm-mmm - Y N Sickle Cell Disease ##iXFRMIKESE ----------—--- Y N
Cough up Blood 1% {#50% ------------mmmmmmmemv Y N Shortness of Breath B t]4L -------------mmmmememee- Y N
Depression A& -& Y N Skin Rash or Hives #&-CAFELA - Y N
Diabetes ¥EFRH Y N Stroke HxZEdp Y N
Epilepsy/Seizures TAMA Y N Swelling of Feet/Ankles & (&) DLHLH ----------- Y N
Fainting/Dizziness ke FELY ~------mmmmommmeeeem Y N Thyroid Problems HIRREE ------------m-mmemm- Y N
Glaucoma #kH[E Y N Tonsillitis Rk Y N
Heart Murmur D5 Y N Tuberculosis #5#% Y N
Heart Disease 1% Y N Venereal Disease 14%& Y N
Hemophilia M&RJ& Y N

<For Women/&4n A >

Are you pregnant or trying to get pregnant? IR (XIFIRDEFLAHYET M ? Yes No

If Yes, Due date. Yes &EBZ-AHIEHEFEL:

Are you nursing? BEHTETM? Yes No

Are you taking birth control pills? #FEERATHETH ? Yes No




Medications/zmz

Nihon Dental

Please list all medications you are currently taking (includes OTC medications, supplements, and herbs)

WERATNDE, HTYA L N—THEBAL TS,
Medication

EJOLA:

Dosage R E

Are you ALLERGIC or have you ever experienced any reaction to the followings?
Y. ZOMITHTETLILE—ITDONT, %BTHAEOTHE-TIZELY,

Acrylic 7oL

Y N Metals/Nickel €8 Y N

Aspirin 7REYY Y N Nitrous Oxide %S RRE: Y N

Benzodiazepines (Valium, Halcion) RV 7 EEY —nrev Y N Penicillin/Amoxicillin =1 Y N

Codeine a7 Y N Tetracycline T4 14491 Y N

Epinephrine TE®X7Y> Y N Sulfa Drugs $ILo7#l Y N

Erythromycin/Clindamycin TURAR ALY commeeemeemeeeee Y N Other Zmfth Y N

Latex STvHR(TL) Y N

Dental Ristory/wuse

Reason for today’s visit:

5 BRRELI-EH

Date of last dental care: Date of last dental X-rays:

REBICEHZEEZHOENOTIMN? REICEHLUN U ERST-OIEN DTN ?

Date of last teeth cleaning:

RRICEDV—=UTERF-DRFNDTEMN?

Previous Dentist: Number:

LIRTDEEER BRES

Address: City: State: Zip:

X

Please circle the appropriate degree response. %49 5AHZOTH-TLESLY,
Bad Breath O& Y N Broken fillings/Teeth sEsb¥yEhsEnt- N
Bleeding gums #PIA 5 M H Il Y N Frequent blisters OREMATEOF L N
Burning tongue/lips &/BAEL Y N Clicking or popping jaw SEADhTAILIUNNFYT D v Y N
Grinding teeth ELY%E3 5 Y N Sores/growths in your mouth O®HIZENTEYAHS - Y N
Tartar 8/ Y N Swollen Gums ERA®DEN N
Loose Teeth #EAXKBTS Y N Food collection between teeth DR IZHEFE S Y N
Stain HOER Y N Crowding of Teeth UM EL Y N
Malocclusion A& EHEMNEL Y N  Gummy Smile Eo-BDEWEBAD R R oo em Y N

Sensitivity L#&fzYEHEELD Y N

If Yes, please circle the appropriate condition.

Sensitive to hot = ZL\#IHLHA S
Sensitive to biting = MEIBEFIZED

Sensitive to sweets * HL\WHALAS

ZEY 5mEAEOTHATIEZSLY,

Sensitive to cold = &f=L\gAL#A#B

Consistent pain*fHL THCTH T o &L

Please circle the degree of sensitivity in the scale of 10. fEHDIEEZ O THA TLEELY,

None / & < 0 1 2

3

4

5

6 7 8 9 10 — Severe/TME LY



Nihon Dental
How often do you brush?
ENHUVDEETHEZELETM?
How often do you floss?
ENCBVDEETTURILIAREFENETH ?

Do you use an electric toothbrush? Yes No
BEEISUEE>TWETH?

Are you satisfied with the way your teeth look? Yes No
CHADEOREBICHERSATHNEIMN?

Have you ever considered bleaching, bonding, or braces for your teeth Yes No
WORTA=V T OBEICREKERSIFELTIN?

Do you have difficulty chewing food? Yes No
IR (BE%) T 20N ZEAHYETH ?

Have you ever had gum surgery or deep cleaning? Yes No
WEARDABBREZTIELHYETH,?

Do you have a dry mouth? Yes No
ODHFMERLOTNTTA?

Do you have any problems with local anesthesia? Yes No

MBI BEENHYFET M ?

Does dental treatment make you nervous? No___ Slightly  Moderately_ Extremely
WRARICH T HREOAHY EFTH? LWWhE OBE hE EE

Is there any additional information you would like us to know?
ZOMERARICHLTTEEZZ I HYETH?

Authorization

To the best of my knowledge, all of the preceding answers are true and correct. The information will be held in the strictest
confidence and it is my responsibility to inform this office of any changes in my personal and dental insurance status.

I, hereby authorize Nihon Dental, 4122 Chattahoochee Trace, Ste 204, Duluth, GA 30097, to use and disclose my health care
information. For example, the above mentioned dental care provider may use my health information for treatment or disclose it to
a physician, dentist or other health care provider for health care operations, and to my insurance company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. |
understand that | have the right to gain access to my records, request corrections and an accounting for any unauthorized use of my
personal health information.

ClICBAEH > THATUALERERIC. SAOEFARI MBS EMOERMBERUVEREL, F-RIREOIILNEFERTHCESTIRIESHEX
FHRATAE, FAOENER-BEERERYIDTHAIEERET,

Fi=. B OBEANBERZAE CLEEL, STEABETHNITITELERL, FAKEREEASIIBE. TOFHAEROEFNHLBETHLET,

X

Signature (If patient is under the age of 18, parent or guardian) Date

CEABEHRMBBRFBEDEHRICEE. FERVOADIESR) B+

How did you find our practice? Z41)=v % EDL3ILTHEYIZAEYELT=M?
___ Family, Friends etc #4 (Name: )
__ Insurance Company {£i&&tt

_____Advertisement L&

_ Website w741+

____ Other Zo#t( )




