REGISTRATION
DATE
PLEASE PRINT THE FOLLOWING PERBONAL INFORMATION
O MALE
[ FEMALE
PATIENT'S NAME LAST, FIRST, MIDOLE O SINGLE
O MARRIED
O SIVORCED
RESIDENCE ADDRESS STREET 0 SEPARATED
0O WIDOWED
CITY ZiP
HOME TELEPHONE DATE OF BIRTH
~PATIENT EMPLOYED BY BUSINESS PHONE
BUSINESS ADDRESS CITY ZIP CODE
QCCUPATION DRIVER'S LICENSE NUMBER SQCIAL SECURITY NUMBER
NAME OF RELATIVE OR FRIEND NOT LIVING WITH YOU TELEPHONE
COMPLETE ADDRESS : RELATIONSHIP
IF PATIENT IS MARRIED, COMPLETE THIS PORTION
NAME OF SPOUSE QOCCUPATION SOCIAL SECURITY NUMBER
EMPLOYED BY BUSINESS TELEPHONE
BUSINESS ADDRESS CITY ZIP CODE
DRIVER'S LICENSE NUMBER
IF PATIENT IS A MINOR (UNDER 18), COMPLETE THIS PORTION
PARENT OR PERSON WITH LEGAL CUSTODY OCCUPATION SOCIAL SECURITY NUMBER
EMPLOYED BY BUSINESS TELEPHONE
BUSINESS ADDRESS CITY ZIF CODE

DRIVER'S LICENSE NUMBER
WHOM MAY WE THANK FOR REFERRING YOU?
PERSON RESPONSIBLE FOR THIS ACCOUNT
ADDRESS

ASSIGNMENT OF BENEFITS: | heraby assign all dental benefits to which | am entitled, private Inaurance and any other
health plan to Drs. Bunkers & Lipkowskl. Thig assignment will remain in effact until revoked by me in writing. A photocopy
of this assignment Is to be considered as valid as an orlginal. | understand that | am financially responslble for all charges
not paid by said insurance. | hereby authorize sald assignee to release all information necessary to secure payment.

Signed: Date:

RF197




Eans

DENTAL HISTORY

1. HAVE YOU COME TO THIS OFFICE FOR PAIN RELIEF? ...., YE§ NO 10. HAVE YOU INJURED YOUR FACE QR JAWS? ............... YES NO
IF YES, HOW LONG HAS IT HURT? 11. DOES YOUR JAW CLICKORPOP? .........cvvuuvs vivesiesss YE8  NO
WHERE? 12. DO YOU GRIND YOUR TEETH? .......coivviviiisicinnes-r YES  NO
IT HURTS WITH: 13. DO YOU HAVE ORAL BLISTERS OR SWELLING? ....,....... YEB NO
DHOT DOCOLD 0O SWEETS O CONSTANTLY 14. HAVE YOU EVER LOST ANY PERMANENT TEETH? .......... YE§ ND
2. HOW LONQ SINCE YOU'VE BEEN TO A DENTIST? D DECAY DO GUMDISEASE DO INJURY D OTHER
4. DO YOU VISIT A DENTIST: 15, HAVE YOU HAD COMPLICATIONS FROM AN EXTRACTION? YES NO
T REGULAALY O IRREGULARLY 18, DID YOU COME TO THIS OFFICE FOR A NEW DENTURE ... YES NO
O ALMOST NEVER 17. WHEN WERE YOUR NATURAL TEETH REMOVED?
4. WHEN WAS YOUR LAST SET OF FULL MOUTH X-RAYS? 18, HOW MANY SETS OF DENTURES HAVE YOU HAD?
5. HAVE YOU EVER BEEN TREATED FOR 18. HOW OLD ARE YDUR PAESENT DENTURES?

QUM DISEASE? ,.....vvvuse e e e YES NO 20. DO YOU LIKE THE LOOK OF YOUR DENTURES? ............ YESE NO
€. HOW OFTEN DO YOU BRUSH YOUR TEETH? 21. HAVE THEY BEEN RELINED OR REBABED? ................. YES NO
7. PO YOUR GUMS BLEED WHEN YOU BRUSH? ........v.uvis YES NO " IFTHE PATIENT |8 A CHILD, PLEASE ANSWER THE FOLLOWING:

8 PLEASE CHECK ANY ITEMS BELOW THAT YOU USE OFTEN: 22. DOES THE CHILD HAVE ANY OF THE FOLLOWING MABITE?
0 HAND TOOTH BRUSH O ELECTRIC TOOTH BRUSH £ THUMB SUCKING O NAIL BITING
[ DENTAL FLOSS O GUM STIMULATORS O MOUTH BREATHING O UNUBUAL BPEECH PATTERNS
0 RUBBER TIPS O WATER SPRAY {WATER-PIC) 23, DO YOU RECEIVE FLOURIDE IN:
8. HAVE YOU EVER HAD YOUR TEETH STRAIGHTENED? ...... YES NO O WATER D VITAMING G QTHER
MEDICAL HISTORY
24. HOWWOLLD YOU DESCRIBE YOUR GENERAL HEALTH? 42, Anemia .........c..uts ekt ... YEB NO Reviewed by
0O EXCELLENT DO GOOD [JFAIR [ POOR 43. High Blood Presaurs .......... erinerinss YEB NO  Date
25. HAVE AEQUIRED MEDICAL TREATMENT IN THE 44, ASIOKE ..iviririnr i YES NC pgeviewsd by
LASTYEAR ...iiiviiiniiinnninnnvansanss YES NO 45 Hepatitil ....ooovvvrivrnnriierinriiinnn, YES NO gt
46, Jaundice or Liver Diseass .............,. YE8 NO
Reviewsad py
26. NAME OF YOUR PHYSICIAN 47. Diabetes ....... s e Ve YES NO Date
48, Tuberculomis .......viiviisiinnninrinnss YEE NO
27. PHYSICIAN'S PHONE NUMBER | ) 48, Kicnay Disease ..... e YES No Reviewed by
28. DATEOF YOURLASTPHYSICAL - 50, Thyroid Dinenss of GOiter ............... vES No Date
29. |IST ANY DRUGS OR MEDICINES YOU HAVE USED &1, Falnting Spells or Convulsions .......... YESE NO Reviewed by
IN THE PAST YEAR B2. EpHBPSY «..ovvvivrinnineiinans ETTRT YES NG Date
53, Mental Discrders .................... oo YE&  NO paviewed by
B4. Drug Addiction .........ooiiiieiiinnns YES NO pae
PO YOU HAVE OR HAVE YOU EVER HAD? {Circie) L o T - YES NO Feviewsd by
30. A reaction to or toid not to tuke; 58. Chemotherapy .......... b e YES NO Date
31. Antibiotics ........... veesrsnr,. YE&  NO 57, X-Ray or Cobalt Therapy ................ YE& NO
32, NATGONCE ......ovovvnvnres viaer YES  NO 58 DO YOU BMOKB? o.vvvvvrvrninniinnnns ... YES No Reviewad by
33, Anasthetics ..............00. . YES  NO 58 EMPhyBOME .......ovvvvivnnien. e YES  NO Date
34, Any Other Drug .............0s YES NO 60 AllerglesorHives ..............oc0iev YES NO Raviewed by
35, Heart Froblems .. ........cooviviinnnrans YEE NO 81 Asthma orHay Fever .................... YES NGO Date
36, Heart Murmur L .....aieeii e, . YES  NO 82 SinusTrouble ..........ceiiieiiiiii YES NO Rpaviewed by
37. Rheumatic Fever .................co0vun, YES NO  83. AIDS or AIDS Related Complex ......... YES NO paie
3B. Proiapsad Heart Vaive ................... YES NO 64, vaneraa) DiseAs ...........vvvvinerrns YEE NO Reviawed by
36. Jjoint Replecement ................000e0s YES NO ¥ YOU ARE FEMALE, ARE YOU NOW: Date
40. Prolonged Blesding from a Smalt Cut .... YE8 NO 65. On pirth control pills . .......... YES NOQ
41, A Cardisc Pacemaker .......... viiaiien YEB NO 85. Prognant ..............co0veees YES NG
NOTES:

| CONFIRM AS TRUE THE ABOVE HEALTH INFORMATION & IF THERE ARE ANY CHANGES | WILL NOTIFY THE DENTIST.

PATIENT'S SIGNATURE

DATE:




