NDO QUESTIONNAIRE Date  / /

Please fill in all blank.

First Name Family Name
Sex Male Female Birthday (Age) ( )
Nationality Occupation

Home Address

Japanese Phone No.

. @
Email address
Second language
Mother tongue suag
How long do you stay in Kyoto from today(or current adress) ( 2years T / 2years | ( )Jmonth / traveller )

Do you have a Japanese National Health Insurance? ( Yes / No )
Which language do you prefer to communicate in?  ( English / Japanese / Others )
Can you get medical terms in Japanese or English? ( Yes / Have worries )

What kind of treatment would you like to choose? (Insurance / Private / Not decided )

How did you know about our dental office? If you have introducer, please give him / her name.
EDESITLTYRELMYELIM ? BABMNNDBEE, ELX AT NIESRBETHTE0,

What is the matter with you today?
SHRIFESESNELEN?

When was your last dental visit? And then what was it?
BREICEREZZINEDIEINDTIN ? ZORAELELE=N?

Do you have pain / sensitivity? [0 NO [YES — Please fill another "7NDO Pain Questionnaire”
BHOLADDIEHYET M ?

Are you taking any medicine?
EERATOET M ?

Do you have allergy to any medications or dentophobia?
EOT7LUIILF—PRBBWEEHYETH?

Do you have any systemic disease ?
LEMNERREHYETH?

Do you have any other present illness?
S IZEAMERITON D TOET M ?

If you have had infectious disease before, please describe it.
BEICEEREITHDT=ZEEHYFETH?

Do you have any request for the Dr?
A, KOB—IZUHOTRAMEHYFET M ?



TWo1J0 ATOA TWoJO AITe ] K[Teuo1sedn() ToAd A[pIeH BEVCINIEA |
TWoJ0 ATOA TWoJo AITe ] K[Teuo1sedn() ToAd A[pIeH BEVCININ I |
TWo1J0 ATOA TWoJo AITe ] K[Teuo1sedn() ToAd A[pIeH BEVCINIA |
TWo1J0 ATOA TWoJo AITe ] K[Teuo1sedn() ToAd A[pIeH BEVCINEE A |
Wo1J0 AT\ TWoJo AIre ] K[Teuo1sedn() ToAd A[pIe[ T9AdN 0T
Wo3J0 ATOA TWoJo AIre ] K[Teuo1sedn() ToAd A[pIe[ I9AN ‘6
Wo3J0 ATOA TWoJo AIre ] K[Teuo1sedn() ToAd A[pIe[ ToAN '8
Wo3JO ATOA TWo3J0 ATTe ] K[[eUOISBII() T9A9 A[pIeH IoASN ),
Wo3JO ATOA TWo3J0 ATTe ] K[[eUOISBII() T9A9 A[pIeH I9ASN 9
Wo3JO ATOA TWo3J0 ATTe ] K[[eUOISBII() T9A9 A[pIeH I9ASN G
Wo3JO ATOA TWo3J0 ATTe ] K[[eUOISBII() T9A9 A[pIeH IoAON ¥
T3JO ATOA Uo3JO AITe ] K[[eUOISBII() T9A9 A[pIeH IOASN €
T3JO ATOA Uo3J0 AITe ] K[[eUOISBII() T9A9 A[pIeH ToAON %
T3JO ATOA Uo3J0 AITe ] K[[eUOISBII() T9A9 A[pIeH ToAON T
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NDO Pain Questionnaire

The following questions are to inquire about the pain you are currently experiencing. In situations where more
than one type of pain are experienced, please fill out an additional questionnaire.

1. Site of pain: Where are you experiencing the pain? (Please circle the choices below.)

right or left / upper or lower / tooth / gums / tongue / face / temple / head /neck
! ete.

2. Manifestation of pain: What causes the onset of the pain?

no noticeable cause / yawning / eating hard foods / dental treatment / injury / hectic lifestyle
stress / etc.

3. Period of time the pain has been experienced: How long have you been experiencing this pain?
Approximately years; months; weeks; days

4. 'Type of pain: Would the pain be best described as which of the following?

throbbing / sudden sharp running / piercing / sharp / similar to an electrical shock /dull/
gripping / cutting / burning / stinging / slightly chafing / tingling / intense / sensitive to
touch / breaking sensation / persistent / nauseating / frightening / unbearable and
excruciating

5. Severity of pain: (low/ moderate / strong / severe)
How would the pain be rated on a scale of 1 to 10?
[min] 1/2/3/4/5/6/7/8/9/10 [max]
Which of the following is appropriate for the pain being experienced?

simply noticeable / causes difficulty working / causes inability to work /
not noticeable when eating / able to eat despite pain / causes inability to eat

6. Frequency of pain: How often does the pain occur?

times a month / week / day / hour / minute or constant pain

7. Duration of pain: How long does the pain last each time it is experienced?

days / hours / minutes / seconds or constant pain

8. Distinctive features of the pain throughout the day:
Is there anything to note of the pain in regard to time of day?

When rising from sleep, the painis light / strong

During the day, the painis light / strong

During the evening and at night, the pain is light / strong
During sleep, the painis light / strong

9. Do any of the following cause the pain to occur or become more severe?
eating / physical activity / work / bathing / sleeping / anxiety / stress / other / nothing

10. Do any of the following help alleviate the pain?
applying a cold compress / applying heat / rest / sleep / massage / pain medication
other / mnothing

11. Accessory symptoms:
Do any of the following symptoms occur when experiencing the pain?

headache / stiff shoulder / dizziness / numbness / tearing ofeyes / runnynose / tightness
in chest / irritation of eyes / nausea / vomiting / other / nothing

12. Behavior during pain: Are any of the following regularly done or experienced when the pain occurs?

inability to be still / lying down / rubbing / pressing / moving as little as possible
other / nothing

If you have any requests, please write it below.
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