
PATIENT REGISTRATION:                                               Date:_________
Pamela Z. Baldassarre, D.M.D.  Practice Limited to Periodontology

Name:Dr/Mr/Mrs/Ms/Miss_______________________________________________________________

Address:________________________________________________________________

City:______________________________State:______________ZipCode:___________

Home Phone:(         )-____________  Work Phone:(         ):_______________ ext:______

Birth date:________________ SSN:______________________ Nickname:____________

Referring Dentist:_________________________Physician:________________________

Person to contact in emergency:_______________________________________________

Primary DENTAL INSURANCE INFORMATION

Plan Description:__________________________________________________________

  (Ins. Co.) Address:________________________________________________________

Insured Party:______________________________________ DOB:________________

Insured Party ID:_____________________Insured Party SSN:_____________________

Employer Name:__________________________________________________________

Group No:_____________________Group Name:________________________________

Policy Start Date:________________ Policy End Date ______________

Deductible Met:____________ Annual Maximum:__________________

Secondary DENTAL INSURANCE INFORMATION

Plan Description:__________________________________________________________

  (Ins. Co.)Address:_________________________________________________________

Insured Party:_____________________________________ DOB:___________________

Insured Party ID:_____________________Insured Party SSN:_____________________

Employer Name:__________________________________________________________

Group No:_________________________ Group Name:___________________________

Policy Start Date___________ Policy End Date:__________________________________

Deductible Met:_______________:__ Annual Maximum __________________________

:______________



HEALTH QUESTIONNAIRE
ALL INFORMATION WILL BE HELD IN STRICT CONFIDENCE

Patient’s Name:                                                                                                Date:

Dentist’s Name:                                                                                 Phone Number:

Physician’s Name:                                                                             Phone Number:

Date of Last Physical:

Many medical problems can affect your periodontal health even though they seem unrelated to you.
Please answer the following as accurately as possible.

Have you ever had or do you have any of the following? Explain/Comments

1. Rheumatic Fever No Yes

2. Heart Trouble No Yes

3. Heart Murmur No Yes

4. Have you taken  PHEN PHEN? No Yes

5. Bleeding Problem No Yes

6. High Blood Pressure No Yes

7. Anemia No Yes

8. Diabetes No Yes

9. Fainting Spells No Yes

10. Asthma No Yes

11. Lung Trouble No Yes

12. Tuberculosis No Yes

13. Hepatitis  Type_____ No Yes

14. AIDS/HIV No Yes

15. Epilepsy No Yes

16. Concussion No Yes

17. TMJ Problem or pain No Yes

18. General Anesthesia No Yes



Please List  ALL ALLERGIES and ADVERSE reactions below:

! Penicillin

! Erythromycin

! Sulfa drugs

! Codeine

! Other_______________________

____________________________

! Adverse reaction to epinephrine

“rapid heartbeat with novocaine”

! Latex allergy

! Other:________________________

! _____________________________________

_____________________

CURRENT MEDICATIONS:

Please list all medications you may be taking, including herbal supplements (i.e.: Gingko Biloba) and over the

counter medications such as aspirin and nonsteroidal anti-inflammatory:

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

______________________________________________________________

Have you ever been hospitalized?      When                          Why

Have you ever had any serious illnesses or injuries?

Have you been under a physician’s care within the past five years?  Yes                   No

If so, why?

Do you smoke?

Did you ever have cortisone

Are you pregnant?

Are you taking birth control pills?

Do you have a cold or bronchitis?

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

DENTAL HISTORY:

Have you ever had periodontal treatment?_______

Date of last complete Dental Exam:____________

Frequency of Dental Exams:__________________

How often do you clean your teeth:_____________

What type of brush do you use?:_______________

Do you floss?_________ How often?:___________

How would you feel if you had to have dentures?___

__________________________________________

__________________________________________

__________________________________________

__________________________________________

Is it important to you that you keep your teeth for a very long time?

Please describe the reason you were referred to me:

Signature and Date: ________________________________________________________________________


