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Coombe & Jones

Patient Medical History Q

Physician Office Phone Date of Last Exam
YES NO
1. Are you under medical treatment NOW?.............cccoceeeeeererenne. O O 6. Do you have or have you had any of the following?
2. Have you ever been hospitalized for any surgical operation YES NO
or serious illness within the last 5 years?.............ccccccovvuennnns O O High Blood Pressure o o
Ifyes, please explain Heart Attack............... O O
RRACUMALIC FRUET ...ttt e eve e e vaeeaae e O O
ASERIN G et e et e et e e ebe e eeaaeeeaeeeeaeeeareeas O O
LOw BloOd PreSSUTe. ........cc.couerieriesieniesiesieiesteeeeeteteeeeeeeseeseeieseeeaeas o o
3. Areyou taking any medication(s), including non- Epilepsy | COMUULISIONS. .......cccueeuverieeiieiieeiieieeieereesae e eeesseeseeveenseennas O O
PIESCIIDLION MEAICITE vvveoeeeveeeeeeeeeeeeeeeseeeeeeeseseeeeesessereeeeees O D0 L@URCIIIG oot eee ettt ee e eeee o 0O
Ifyes, what medication(s) are you taking? DHEABELES. ... o o
AIDS 07 HIV INFECTIOM......cc.eeeeeeiiiieeieeeeeeeeteee et o o
HeATE DISCASE.......occvveeeveeiieeeieeeeieeecieeeeteeetaeesaeeesseesseeesseesseessseesssaenns O O
4. DO YOU USE LODACCO? ......eveeeeereireeeeireiiereeieieeeeeeisee e eie e ssessenaens O O Cardiac PaCemaReT.............ococuviiiiiiiiiiiiniiniiniinei e d d
5. Areyou allergic to or have you had any reactions He@rt MUTTIUT oo o o
to thefollowing: Angma .................... O O
Local Anesthetics (€.g. HOVOCGINE) .......eveeveeeeeeeeerresseeeeseeeeeeee 0 0 EMPRYSEMUQ......ocueoiiiiiiaiiiieiiiete ettt o 0O
Penicillin or any other ARtibioticS. ... O O CONCET ...ttt es e s et et eass et eseseannnas o 0O
SCAGEIVES. ...ttt eneas O O Joint Replacement or IMPANL...........vvvvvvvvvssssssvinnnsssssssssssssminissssss o O
ASDUTIT ettt O O HepOHLLS | JAUURICE..... v - -
Any Metals (.. nickel, mMerciry, et )oom oo O O Sexually Transmitted DiSEASe..............ccoveveeereveereieereeeeseeseieeseeesenens o 0O
ny vie 8 s Ty, .
TUBCTCULOSIS. .....cvveveeeeeeeeeeeee ettt re e aneas o 0O
Latex RUDDET.......cc.ccueeeeiesieeseseeeeieeee et eaene O O Radiation There o 0O
Other (please List) o O Gloncome PJrrsssssssmmmmmss st O o
7 WOMEN ONLY: COMUMiriirvesinnes e
) Are you pregnant or think you may be pregnant?................ O O Re.spzratory PrODIEMS .ottt oo
e youp g. 4 ¥ be preg. Mitral Valve Prolapse.............cceeeeueeueeuesiesieseesieeeeesesseeesessssessssesnas O O
b) Areyou nur.smg? ...................... e O O THYFOIA PFOBIEMS e O O
¢) Are you taking oral CORITOOEPLVESE. mvvvevmrersvrrrrsmresssnresen = = SETORC. ...ttt ettt b ettt sa e saenns o O
Other O O
Patient Dental History
Name of Previous Dentist and Location Date of last Exam
1. Do you feel pain in any of YOur teeth? ............ccceceveeeeveevenens O O 5. Do you clench or grind yOur teetRh? .............cccoceeeeeeeeeeveeveeieeceeeanens o 0O
2. Do you have any sores or lumps in or near your mouth? ...... O O 6. Have you ever had any prolonged bleeding
3. Have you had any head, neck or jaw injuries? ........... 0 0 FOllowing extractions?.........ceeeeueeueeieseeseeieieeeieeeeeeesseesesssesens o 0O
4 7. Do you like Your SMmile?..............cceeveveeeeeeeecreeieeeeeieeeee e o 0O

Have you ever experienced any of the following
problems in your jaw

CLICRING ..ot
Pain (joint, ear, side of face)
Difficulty in opening or cloSingG ............cccceeueeeueeveeseecueanenns
Difficulty in CREWING.........cocueeeeiieiiiieieeeeeeee e

Ooooao
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