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        Patient Information Form

PATIENT NAME: __________________________________
How would you prefer being addressed? ____________________ 
ADDRESS: _____________________________________________________________   
CITY:
_____________________________
   ZIP: _________________________
PHONE: ________________________________
CELL PHONE: ____________________
SOCIAL SECURITY #: ________________________   DATE OF BIRTH: ______________


DRIVER’S LICENSE NUMBER ______________________________
MARITAL STATUS:
SINGLE
MARRIED
WIDOWED
DIVORCED
EMAIL ADDRESS: __________________________________________________

PATIENT EMPLOYED BY: ___________________________________________



PHONE: _____________________________ OCCUPATION: ________________________
DENTAL INSURANCE
INSURED’S NAME: _________________________ DATE OF BIRTH:_________________
SOCIAL SECRITY #:  _____________________________________________




INSURANCE COMPANY:
_____________________________
GROUP #: ______________

SPOUSE INFORMATION
SPOUSE: _________________________________   PHONE/CELL: ____________________
EMPLOYED BY: _________________________
OCCUPATION: _____________________
DENTAL INSURANCE
INSURED’S NAME: ________________________ DATE OF BIRTH: _________________
SOCIAL SECRITY #: __________________________________




INSURANCE COMPANY:
____________________________
GROUP #: ______________
WHOM MAY WE THANK FOR RECOMMENDING US TO YOU?_______________________
DENTAL HEALTH

Please circle one:
Do you consider yourself to be in good dental health? .........................................   YES      NO

Do you think that your teeth are affecting your health in any way? ……………  YES
      NO

Are there any changes you would like to see with your smile? …………………    YES     NO

Do you have trouble chewing? ……………………………………………………..  YES     NO

Have you ever had any of the following: (If yes, please check) 
· Orthodontic treatment







· Oral surgery






· Periodontal treatment
· Your teeth or bite adjusted
· A night guard or other appliance
· CPAP machine
Have you noticed any loosening of your teeth? ………………………………….YES
NO

Does food tend to be caught between your teeth? ………………………………. YES
NO
Do you suffer from pain and/ or swelling of your gums? ………………………. YES
NO
Do your gums bleed when you brush your teeth? ………………………………..YES
NO

Do you have an unpleasant odor or taste in your mouth? ……………………….YES
NO

Are you missing any teeth? ……………………………………………………….  YES
NO     
Reasons ( Please circle  all that apply):  Decay   Gum Disease      Other ____________

Have missing teeth been replaced? ………………………………………………. YES
NO

Do you  have any soreness, pain, clicking or popping in the area in front of your ears? 












YES    NO

DO you: ( If yes, please check)
· Clench or grind teeth while awake or sleep?

· Bite your lips or cheeks regularly?

· Hold foreign objects with your teeth?

· Breathe primarily through your mouth?

· Snore

When was your last hygiene appointment? ________________________________________
Do you see a Periodontist, if yes then who?_________________________________________

How often do you brush your teeth? _____________________________________________

What other products do you use to clean your teeth? _______________________________

How often do you floss your teeth?_____________________________________________
What is the most important quality in your dentist? ______________________________

How can we make your visits with us more comfortable? _____________________________

Do you feel apprehensive when you are having dental treatment? ______________________

Does fear of pain make you postpone your dental treatment? _____________________
Is it important to you to keep your teeth? _______________________________

Would you spend fifteen minutes a day in order to keep your natural teeth? _____________

Medical History

Dental disease is produced by a combination of many complex elements, and it is necessary to resolve every possible contributing factor. The success of therapy is dependent upon this. The following questions are all associated with the proper management of your oral health.

Name of Physician__________________________________________________
Phone number _________________________________________________

1. Are you in good health? ………………………………………………………  YES
NO
2. Do you use any tobacco products? ……………………………………………..YES
NO


If yes, then what products. __________________________________________
3. Have you been a patient in the hospital during the past two years? YES   NO

If yes, for what? ____________________________________________________
4. Have you been under the care of a medical doctor during the past two years?   YES  NO


If yes, for what? _____________________________________________________

5. Are you currently taking any medications/ drugs or have during the past two years? 










    ……….. YES   NO

If yes, what were they and for what? ____________________________________

___________________________________________________________________

6. Are you now or in the past been on oral or injectable BioPhospahtes? …………YES NO

If Yes, when and current dosage or IV schedule______________________________

 
_______________________________________________________________________

7.Are you on any herbal supplements? …………………………………                  YES NO


If yes, what. _____________________________________________________


8. Are you allergic to (i.e., itching, rash, and swelling of hands, feet or eyes) or made sick   by: penicillin, aspirin, codeine, or any other drugs or medications? ………... YES
    NO


If yes, which ones. ___________________________________________________

9. Have you ever had excessive bleeding requiring special treatment? …………. YES     NO

10. When you walk up stairs or take walks, do you ever have to stop because of pain in 

        chest, or shortness of breath, or because you are very tired? ………………… YES NO

11. Do your ankles swell up during the day? ………………………………………     YES NO

12. Do you use more than 2 pillows to sleep? …………………………………....        YES NO

13. have you lost or gained more than 10 pounds in the past year? ……….....          YES NO

14. Are you on a special diet? ………………………………………………………….YES NO

15. Do you ever wake up from sleep short of breath? …………………...........            YES NO   

16. Has your medical doctor ever said you have a cancer or tumor? ……….           YES NO


If Yes, what was diagnosed and treatment preformed? ______________________

___________________________________________________________________________

17. Circle YES or NO for all of the following you have had or have at present:
Latex Allergy



YES NO
Hay Fever/Hives


YES NO

Epinephrine sensitivity

YES NO
Sinus Trouble


YES NO
Heart Failure



YES NO
Diabetes



YES NO
Heart Disease or Attack

YES NO
Thyroid Disease


YES NO
Angina Pectoris


YES NO
Osteoporosis


           YES NO

Heart Murmur


YES NO 
Radiation / Chemotherapy   
YES NO           
Congenital Heart Lesions
             YES NO
Glaucoma



YES NO
Artificial Heart Valve

YES NO
Cold sores/Fever Blisters

YES NO     

Heart Surgery


YES NO
Arthritis/ Rheumatism

YES NO

Heart Pacemaker


YES NO
Hepatitis A/B/C


YES NO
High Blood Pressure


YES NO
Cortisone Medicine


YES NO
Mitral Valve Propalse

YES NO
Epilepsy/Seizures


YES NO

Scarlet Fever



YES NO
HIV/AIDS



YES NO
Rheumatic Fever


YES NO
Phen/Phen (Past or Present)    
YES NO

Artificial Joint or Replacement
YES NO
Bruise Easily



YES NO
Asthma



YES NO
Ulcers




YES NO
Anemia



YES NO
Liver Disease



YES NO
Stroke




YES NO
Psychiatric Treatment

YES NO
Kidney Trouble


YES NO
Blood Transfusion/ Hemophilia
YES NO
Emphysema/COPD


YES NO
Drug/Alcohol Addiction

YES NO
Cough




YES NO
Fainting or Dizzy Spells

YES NO

Tuberculosis (TB)


YES NO
Venereal Disease (Syphilis,




                                                                          Gonorrhea, Herpes)           

 YES NO







Nervousness



YES NO

18. Do you have any disease, condition, or problem not listed? …………………     YES NO

If Yes, what. __________________________________________________

19. WOMEN: Are you pregnant now? ………………………………………………  YES NO



Do you anticipate becoming pregnant?..............................................     YES NO  



Are you taking oral contraceptives? ……………………………….     YES NO
To the best of my knowledge, all of the preceding answers are true and correct. If I ever have any changes in my health, or if my medicines change, I will inform this office at the next appointment without fail.

It is Dr. Ford’s policy to thoroughly explain all necessary dental treatment. Based on an understanding of the treatment, the undersigned hereby authorized Dr. Ford and his staff to perform dental treatment, medication and therapy that may be indicated. I also understand that the use of anesthetic agents embodies a certain risk.

PATIENT RESPONSIBLE FOR FEES: I understand that responsibility for payment for dental services provided in this office for myself or my dependant is mine ( if necessary, arrangements can be made). I hereby authorize that the payment from any insurance company due me paid directly to R.Craig Ford, DDS. In event of default in payment, patient or party responsible for fees agrees to pay any and all costs of suit, collection, and attorney’s fees.
Date____________________

Signature of Patient ______________________________







(Parent / Guardian)


Cancelled and Missed Appointments
Dr. Ford and Dr. Parvizpour understand that personal schedules change and commitments need to be broken. However, when patients do not allow us 48 hours notice to reschedule their committed appointment time, it becomes difficult to replace the appointment with another patient. Dr. Ford and Dr. Parvizpour have committed to hiring only the top qualified hygienist in Southern California to give our patients the best care and comfort. We take your schedules appointment very seriously and have put aside the time only for you. Due to the seriousness of your appointment to our office, please understand that if a scheduled appointment is not cancelled with in 48 hours a fee valued of the appointment will be applied. We appreciate your understanding and the entire staff at our office looks forward to meeting you.
___________________________________

Print name

_____________________________________

_____________

Signature








Date






Acknowledgement of Privacy Practices


R. Craig Ford, DDS


Shahriar Parvizpour, DDS


5300 Topanga Canyon Blvd.


Woodland Hills, CA. 91364



(818) 888-6302

 My signature confirms that I have been informed of my rights regarding my protected health information, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA). I understand that this information can and will be used to:

· Provide and coordinate my treatment among a number of health care providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third-party payers for my health care services.

· Conduct normal health care operations such as quality assessment and improvement activities.

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information. I have been given the right to review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider has the right to change the  Notice of Privacy Practice and that I may contact this office at the address above to obtain a current copy of the Notice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment, or health care operations and I understand that you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions, 

Print Name: __________________________ 
Date: ______________________

Signature: _____________________________________________

Relationship to Patient: ______________________________________________

Dependent family members also covered by this acknowledgement:

____________________________________________________________________________

---------------------------------------------------------------------------------------------------------------------

For office use only:

We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reasons:

· The patient refused to sign

· Communication barriers

· Emergency Situation
· Other[image: image2.png]



