Welcome

Date

Full Name Birth Date Marital Status
Home Address _Zip Home Phone

Cell No. E-Mail Address

Occupation Employer Social Security MNo. S
Business Address Zip —_Work Phone

MName of Spouse Occupation . Employer

Dental Insurance Company __ Group No. ___

Who may we thank for referring you?

Previous Dentist

— Phone No.

In Case of Emergency Contact

Medical History

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that
you may have, or medication that you may be taking, could have an important interrelationship with the dentistry that you will be receiving,

Thank you for answering the following questions.

MName of Physician Phone MNo. - Date of Last Medical Exam
Yes Mo
1. Have you ever been hospitalized, major operations or senious eSS T . . .. e O 0O
If s0, what? R _
2. Are you under any medical treatment now?
3. Have you had any allergic reactions to any drugs including penicillin, codeine, novocaine, aspirin, sulfa? ... .......... O 0O
4. Have you ever had Kidney dialysis trealment Tl . . L e O O
5. Are you now taking drugs oF MediCations T . . ... e o o
If o, what? N - O O
6. Do you have or have you had any of the following:
Yes Mo Yes MNo
Heart Attack ............oiiininiiinnnnen. L1 [  Hepalitis or Yellow Jaundice. .. ................. o O
Heart Allment ... ...oooneii e, L] [ Liver Disease......o.oureeeeeireeieaineannnn. o O
High Blood Pressure. ..............covveennn.. O O Venereal Disease .........oovvreerrierrnnnnnn O 0O
Rheumatic FEVEr .. ... o, L1 O AIDS e e O O
Heart MURmUr . ..o e et eeeees L1 [  Stomach orintestinal Disease .................. o 04
Mitral Valve Prolapse ...... O O  KidneyDisease . . ..........oviirieeeneenn... O 0O
ARGINA . s O 0O TumorsorGrowths. ........................... O 0O
SIOKE. . oottt et I I B o T I B
Blood Disease ..........c.cvviiiirnnrnnninninns L 0 Tuberculosis...............cccviiiiiiiinninns, O O
Hemophilia ... ...t [0 [ Respiratory Disease.............ooveviennen... O O
Asthma. .........ooociiiiiiiiineinnciennneea.. O O Eplepsy ..ovovevoreeieiiiaiieeeeee. O O
CaNCEE . . e O O Pacemaker........oovviiiiiriainnennnan... O O
Joint Replacements. . ..........oociiii i O [0 Other o o
7. Women: A, Are you pregnant? .................. o O

B. Estimated Date of Delivery

Signature Date

Medical History Summary

Updating

Blood Pressure:




Yes MNo
1. Please state briefly the reason for your visit, :
2. Do you have discomfort in your mouth NOWT ... ...oeveiuniunriniineenasnniennns, B e R KR A R Y 0 D
3. How long since your last dental visit?
4. Were X-rays taken of all teeth at that Hmie? .. . ..o it i et i e e s e s e saa e satae e ians 0 O
5. Do your gums bleed, el ender or Imitated?. . . .. ..o ittt sttt e it e e e ae s eer s enrenn O O
6. Are your teath sensitive 1o Hobeold/sWeBtS ? . .. .. . it ey r e ey s O O
7. Does food wedge between Cerain teath? ... ... ... . ittt e e e et O O
B Are ANy 1Beth I008E 7. . e e O —— O 0O
8. Have you ever had abnormal bleeding problems after a cut or tooth extraction? . ... .. ...t iiennns. S 71 - i)
10. Do you grind, clench or grit your teeth? ... ...t R T R O 0O
11. Does your jaw ever click or cause pain opening or closing?. . .. ... ovvvrsrerereneinieieraannn, A R 1 .
12. Have your front teeth separated creating spaces in them recently? . ... oottt it e iaiaeains O O
13. Have you ever had any tBeth BxtrECIEUT . .......uiiiriiinsennisoisreiossnasasonsssssisnessiassniesssnnsss O O
It yes, have they been replaced to prevent shifting and tipping of remaining teeth and bite collapse?.................. O 0O
T N N T A OB T - s b o N B e ey o T T T e W O 0O
15. Have you ever womn any dental appliances? ... ................. A B U R s e S O O
16 Have youever had o 0ot Gamal? ;s s v st s S e i s i e e e s e e s m b e e et e o 0O
17. Have you ever had gum irealments? L. i et 0o o
18. Do you wear dentures OF PIAIEST .. .. . ... ittt ittt e et e st s en e e e et aae e o 0O
If yes, are you satisfied with your present dentures? ., ..................... e b B
19. Have you experienced any growths or S0re Spots in Your MOUtH? ...ttt et et e ee e e et eeeens O O
20. Do you have an unpleasant taste in your mOuthT. ... oo et et et O 0O
ZL, D000 NOER VOUEISBINE. . 0oy 0 oo s e o T T e s e o B s R e RO i N i |
22. Type of tooth brush hard or soft (circle one)
8. DOYOU USAHOBOIOT . 5 i wscmwisasoss oo i o s G e b e b e SR O 0O
24, Do youhave any metal AErglasT ...oi.. i i s s s iy i e s s S e e e w BB
25. Have you had any allergic reactions 10 BEasD | ..\ o i s s, Siiie bin ens b co s s s s o b s e b st i e d s O O
Updating

Dental History

Dental History Summary




Varinos Dental Associates
Frank Varinos, D.M.D = John Chen, D.M.D. = Joseph Lee, D.M.D.

Appointments in Our Office

Here at Dr. Varinos’ office we strive to give our patients the best of care. We give
appointments that work best with your schedule as well as ours. We understand that
different situations can occur but we simply require a two day working notice to change

an appointment date. We will be happy to reschedule at your earliest convenience.
initial

Financial Policy

In our office we work individually with each patient to suit their needs. We value our
patients and our Financial Coordinator is able to inform you before any treatment is
started what the cost will be. To help you with the cost we offer outside financing
through Citi Bank or Care Credit. Our office does not send out statements and payment

is due at the time of scheduling your appointment.
initial

Please sign below that you have read and understood this page:

Patient/Guardian Signature Date

Hallmark Building = 215 Newbury Street, Suite 207 = Peahody, MA 01960 = tel 978 535-3800 » fax 978 535-1718






