ON FALCONER

Japanese Form

Welcome To Our Surgery
(BFHTID., TROBRBICEBTHBEAT L)
TITLE  (Dr Mr Mrs Ms Miss Master)

SURNAME (&=F)

FIRST NAME (%)

ADDRESS ({EFF)

SUBURB (ithist) POSTCODE (EEES)
TELEPHONE (H=EEEES) WORK (&h#5%c)
MOBILE (HES) D.OB (£ AH)

E-MAIL ADDRESS (*—JL7 KL R)

OCCUPATION (&%) PASSPORT NO. (/SR7R— +&ES)

PRIVATE HEALTHFUND (A—X b5 U 7 {EBEEHL * MALTWSI5S)

WHO RECOMMENDED? (Z#N &4 )

MEDICAL HISTORY (JEFE)

TROFREHYSNZHERYESE, BUIAEVMBARINOILAEOHFTTEL,

HEPATITIS YES/NO ASTHMA YES/NO
(FF%¢ ABC) (FAEL)
DIABETES YES/NO EPILEPSY YES/NO
(BRI ) (TADA)
HIV/AIDS YES/NO HEART DISEASE YES/NO
(x4 X) (M%)
KIDNEY DISEASE YES/INO BLOOD PRESSURE YES/NO
(B ) (BmE {EMmF)
RHEUMATIC FEVER YESINO OTHER
(Yay=F&) (FDMh., CERABEWLLET.)
HAVE YOU HAD ANY ADVERSE REACTION TO ANY DRUGS YESINO

(BIZCEK>TRADVBL LGS ERXHBYETM?)

DO YOU HAVE ANY ALLERGIES? YES/INO
(PLLX—EHYFEITH?)

IF YES, PLEASE SPECIFY
(HLL. ZFLALF—DHNITHMERALTT SN

BEELRATSL —



—fRE

ARE YOU AT PRESENT TAKING ANY MEDICATION ~ YESINO
(BRE RERFhTLEITN?)

IF YES, PLEASE LIST
(BLLHNIEEX BALTTFEW)

ARE YOU PREGNANT ~ YES/NO  DUTE DATE
GEHELTOSAREERAB Y ETMN? R[S AETTHN?)

DO YOU HAVE A CURRENT ILLNESS ~ YES/NO
(BE RIZE/RETTH?)

ARE YOU RECEIVING MEDICAL TREATMENT AT THE MOMENT  YES/NO
(BRE FIEBREZTFOATVETN?)

PLEASE SPECIFY
(BLLHNIEX BALTTFEW)

ARE YOU AT RISK (OR BEEN EXPORSED) TO ANY INFECTIOUS DISEASE YES/NO
(BRPERIB-OTLDS FLEE-EBARHYETHN?)

IF YES , PLEASE SPECIFY

WHEN WAS THE LAST TIME YOU SAW A DENTIST
(BRBICHMEICRTHE L5 2=0EWNDTTHM?)

PATIENT'S
SIGNATURE DATE

(F4) (8fh)

* PAYMENT FOR DENTAL TREATMENT IS REQUIRED AT THE COMPLETION OF EACH APPOINTMENT
(* BRAROZILWNE, ERIEITEFEETTSW)

THANK YOU FOR ATTENDING OUR PRACTICE
(HERICEHRBRENV-LEERES JTVFET,)

DR JACK CHEN BDSc (QLD)

(DR S¥wH FzV)
DR TONY MENDOZA BDSc(QLD)

(DR k=— F*YF—%)
DR EMMA SKERMAN BoralHHons, GDipDent

DR CATALINA IOSIF BDent (Sydney)



