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English
Name Male Female
Date of birth year month day age
Address
Telephone Occupation Do you have insurance? Y |/
TEL
Nationality
Have you had any of the following?
Yes ... What is it?
B apoplexy heart disease
diabetes kidney trouble anemia
surgical operation
others
No

Are you currently seeing a doctor?

Yes ... Explain
Since when? y m

No

How has your physical condition been
recently?

Good / Normal / No



What symptoms do you have?

cough phlegm bloody phlegm
slight fever headache dizziness
ringing in ears difficulty in moving your tongue
numbness paralysis in hands or legs
pain in the chest tightness in the chest
palpitations thirstiness
pain or stiffness in shoulder frequent urination and frequent liquid drinking

backache
physical tiredness

swollen hands &legs
feeling dizzy when standing up
gaining or losing weight
others

Family Health History

hypertension stroke heat disease
diabetes kidney trouble liver disease
anemia cancer B
Yes - Explain
Who?
No
Do you have meals 3 times a day?
Yes
No - How often? / day
Habits
age from to
cigarette pieces/day ...
alcohol what kind?
others

Have you had a health check before?

Yes When?
Where?

No



BMI

Date

Doctor




month day year

Name

IMale/ OFemale, years old

Symptoms

1 Decayed tooth (cavity) #
1 Periodontitis or gingivitis

1 Missing tooth #

1 other

Insurance IYes, INo

Advice

450-0003 1-20-11
NPO 4F
tel & fax 052-588-7040

Medical information center Aichi

NPO Plaza Nagoya 4F

1-20-11 Meieki minami. Nakamura-ku
Nagoya city 450-0003

tel & fax 052-588-7040



