PATIENT INFORMATION
(This information is necessary for our files and will be considered CONFIDENTIAL)

Today’s Date:

Patient's Name Age Date of Birth:
If patient is a minor, give parent’s or guardian’s name:

Residence Address

City State Zip

Soc. Sec. # Res. Phone Cell Phone
E-mail

Employed by Occupation

Business Address Bus. Phone
City State Zip
Spouse’s Name Date of Birth:
Spouse Employed by Occupation

Business Address Bus. Phone

Names and ages of dependant children

Whom may we thank for referring you?

Hobbies, sports, special interests

DENTAL INSURANCE INFORMATION

Name of Insurance Subscriber

Relationship

Subscriber’s Date of Birth

Name of Insurance Company

Group Number

Insurance Company’s
Billing Address

Insurance Company’s
Phone

City

State Zip

Subscriber’s Social Security No. or ID

Please provide necessary dental insurance cards &/or forms.

Services are rendered at the time provided.



MEDICAL HISTORY

Name of Physician City Phone
Do you have a current or chronic medical problem? O Yes O No
What

Date of last medical exam:

HAVE YOU EVER HAD ANY OF THE FOLLOWING? Please check boxes to indicate a YES answer.
O Maijor operation: What kind Date

O Heart or blood vessel problems: O Heart surgery 0O Pacemaker O Prosthetic valve [ Bypass
O Heart attack O Heart murmur O Angina, chest pain or tightness O Valve defect O High blood pressure
Dates O Other condition:

0 Rheumatic Fever: Date? O Mitralvalve Prolapse

O Lung or respiratory condition: O T.B. Date O Emphysema
0O Asthma O Hay fever O Sinus trouble O Other: O Shortness of breath
O Liver condition O Jaundice O Hepatitis: Type Date

O Positive H.L.V. test: Date Symptoms: O Kidney disease
0O Arthritis: Type Location

O Artificial joint or surgically placed prosthesis, including hip or knee joints Where:

O Nervous system disorder: O Stroke Date O Fainting spells
O Epilepsy O Seizure disorder O Convulsions 0O Other:

O Glaucoma
O Chronic upset stomach O Acid Reflux O Substance Abuse: Type

O Eating disorder: Type

O Diabetes: Type

[0 Blood Disease: [ Bleeding disorder [0 Leukemia O Anemia

O Tumor or Cancer: Type Location Date
Treatment
O Serious injury to the head or neck: Explain
O Taken Phen-Fen or any other diet pill: Which one Date
ARE YOU NOW TAKING MEDICATION?
O Thyroid medication 0O Hormones (including birth control)
[0 Heart or blood pressure medication O Pain medication
O Diuretics O Tranquilizers O Sedatives O Antidepressants
O Seizure medication O Antibiotics
O Anticoagulants 0O Allergy medication
0O Diabetes medication: 0O Shots O Pills O Any other medication
O Cortisone (steroids) O History of Smoking: Amount per day

List medication and dosage
HAVE YOU EVER TAKEN?

O Bisphosphonates: (i.e. Boniva, Fosamax) When For how long

ARE YOU SENSITIVE TO, ALLERGIC TO, OR BEEN TOLD NOT TO TAKE:
O Antibiotics: O Erythromycin O Tetracycline O Penicillin

Other:
O Codeine [ Aspirin
O Epinepherine (adrenalin) O Novocaine or other dental anesthetic

[0 Other drugs or medicines (please specify)

DO YOU HAVE ANY NON-DRUG ALLERGIES? (LIST)

O Latex
WOMEN:

Are you pregnant? 0O Yes [ No Due date:

Do you have any hormonal problems?

DO YOU HAVE ANY DISEASE, CONDITION, OR PROBLEM NOT LISTED THAT YOU THINK WE SHOULD KNOW
ABOUT? (Please explain)

HAVE YOU EVER TAKEN BISPHOSPHONATES? i.e. Boniva, Fosomax [ Yes O No
IF YES, WHICH MEDICATION & DATES TAKEN




TOOTHACHE/ORAL PAIN QUESTIONNAIRE

1. What do you feel is the source of your pain?
o Throat o Teeth o Sinuses oMuscles
o Gums o Jaw joints o Tongue o Cheeks

2. Where do you feel your pain is located?
o upper right side o upper front o upper left side o cannot tell where pain is located
o lower right side o lower front o lower left side

3. The pain occurs with:
o heat o biting o a reclining position o cold o sweet or sour

4. The pain is best described as being:
O spontaneous o constant o deep with pressure o sharp and stabbing

5. The pain is relieved by:
ocold o upright position o aspirin o other medication o is not relieved

6. When did you first notice the pain?
o today o several days ago o several weeks ago o several months ago

7. The INTENSITY of the painis: o mild o moderate osevere o incapacitating
8. The FREQUENCY of the pain is:

o decreasing or has disappeared o momentary and disappears o increasing
o occurs and lingers for o comes and goes periodically o constant

9. The pain is related to a tooth which:

0 a dentist recently worked on o was fractured, then crowned

o has been filled or crowned before o was close to the nerve when repaired

o once o twice o many times o has had root canal treatment on (date)

o most recently on (date)

Dentist City
10. Does the pain feel like it is spreading? o YES o NO

o towards an ear o towards the neck o towards the temple

otowards aneye o towards the nose o towards the top of the head
11. Do you currently have a cold, allergy or sinus infection? o YES o NO
12. Is your mouth opening restricted? o YES oNO
13. Is your jaw joint painful? o YES oNO
14. Is the entire side of your face painful? o YES oNO
15. Is there currently any swelling? o YES oNO
16. Was there previously any swelling? o YES o NO
17. Have you noticed a “pimple” on your gums? o YES o NO
18. Does the tooth feel elongated or sore to touch? o YES oNO
19. Does the tooth feel loose? o YES oNO
20. Are you currently taking any medication or treatment for the pain? o YES o NO

o antibiotics © pain medication o ice or cold packs o other




DENTAL HISTORY

Purpose of this visit

Previous Dentist City & State

Date of last examination Were X-rays taken? o Yes o No
Was treatment recommended? o Yes o No Was treatment completed? o Yes o No
Date of last prophylaxis (teeth cleaning) What has been your usual interval between cleanings?
Yes No

o o Are you presently in pain? If yes, please complete next page.
o o lsany part of your mouth sensitive to temperature or pressure? Which part?
o o Are you dissatisfied with the appearance of your teeth?
o o Does food catch between your teeth? Where?
o o Do you clench or grind your teeth? oday o night
o o Have you ever had pain in either jaw joint? o left o right
o o Are you aware of clicking or popping in either jaw joint? o left o right
PREVIOUS DENTAL TREATMENT

RECOMMENDED TREATED YEAR

Yes No Yes No

Orthodontic treatment (braces) o o o o
Periodontal therapy (gum treatments) o m o o
Equilibration (bite correction) o mi mi o
Replacement of missing teeth mi o O o
Night Guard or bite appliance o o o o
Third Molar removal (wisdom teeth) O o o o
Endodontic Treatment (root canal) o m] o o
Cosmetic Recontouring/Bonding o mi o o
T.M.J. (Temporomandibular Joint) treatment o o o o
Jaw Surgery o 0 o m|

NOTES OR COMMENTS

Yes No

Do you have any growths or swelling in your mouth? When did it appear?
Do your gums bleed when brushing? Where?

Have you ever been told you have periodontal problems or pyorrhea? When?

Have you ever had a “mouth infection”? (circle) Trench Mouth Herpetic Stomatitis Other

o ) v R 5 N O = =

Do you desire nitrous oxide or IV sedation for dental treatment? o Don’t know
o Have you ever received home care oral hygiene instructions from a dentist or hygienist?

O 060 O oo

Do you have frequent cold sores, canker sores, fever blisters? Location How often?

| understand the previous information is necessary to provide me with dental care in a safe and efficient
manner. | have answered all questions truthfully and to the best of my knowledge.

As a condition of your treatment by this office, financial arrangements must be made in advance. Since
this is a fee for service practice, all payments are due the day the services are rendered, and/or at the
start of treatment.

Patients who carry dental insurance understand that all dental services performed are charged directly to
the patient and that he or she is personally responsible for payment of dental services. This office will
prepare and send the patients insurance claims with any and all pertinent information necessary for
coverage; however following up on outstanding claims/reimbursements is the patient’s responsibility.
Payment should be sent directly to the patient/insured; otherwise we will credit any such reimbursements
to the patient’s account. Note, this dental office cannot render services on the assumption that our
charges will be paid by an insurance company, due to the fact that we are not an in-network provider.

In order to better serve our patients, we request notification on any cancellations 24-hours prior to the
scheduled appointment time. In addition, any hygiene/cleaning appointments must be
cancelled/rescheduled at least 24-hours prior to the scheduled appointment time, otherwise a fee is
applied.

Patient Signature Date:




Yazdanshenas Dental Inc

NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to
this information. Please review it carefully. The privacy of your health information is important to us.

Our Legal Duty

We are required by applicable federal and state law to maintain the privacy of your health information.
We are also required to give you this Notice about our privacy practices, our legal duties, and your rights
concerning your health information. We must follow the privacy practices that are described in this
Notice while it is in effect. This Notice takes effect immediately and will remain in effect until we
replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time provided
such changes are permitted by applicable law. We reserve the right to make the changes in our privacy
practices and the new terms of our Notice effective for all health information that we maintain, including
health information we created or received before we made the changes. Before we make a significant
change in our privacy practices we will change this Notice and make the new Notice available upon
request.

You may request a copy of our Notice at any time. For more information about our privacy practices or
additional copies of this Notice, please contact us using the information listed at the end of this Notice.

Uses and Disclosures of Health Information
We use and disclose health information about you for treatment, payment, and healthcare operations. For
example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider
providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide
to you.

Healthcare Operations: We may use and disclose your health information in connection with our
healthcare operations. Healthcare operations include quality assessment and improvement activities,
reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and
provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or
healthcare operations, you may give us written authorization to use your health information or to disclose
it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time.
Your revocation will not affect any use or disclosures permitted by your authorization while it was in
effect. Unless you give us a written authorization, we cannot use or disclose your health information for

any reasons except those described in this notice.
(Continued on next page)



To Your Family and Friends: We must disclose your health information to you as described in the
Patient Rights section of this Notice. We may disclose your health information to a family member,
friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify or assist in the
notification of (including identifying or locating) a family member, your personal representative or
another person responsible for your care, of your location, your general condition, or death. If you are
present, then prior to use or disclosure of your health information, we will provide you with an
opportunity to object or such uses or disclosure. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our professional
judgment disclosing only health information that is directly relevant to the person’s involvement in your
health care. We will also use our professional judgment and our experience with common practice to
make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions,
medical supplies, x-rays or other similar forms of health information.

Required by Law: We may use or disclose your health information when we are required to do so by
law.

Abuse of Neglect: We may disclose your health information to appropriate authorities if we reasonably
believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of
other crimes. We may disclose your health information to the extent necessary to avert a serious threat to
your health or safety, or the health or safety to others.

1401 Avocado Ave, Ste 807. Newport Beach. CA. 92660
949.644.6988



Yazdanshenas Dental Inc
Preventive, Aesthetic, and Implant Dentistry

ACKNOWLEDGEMENT OF RECEIPT
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement®*

L, >

Print Name

have received a copy of this office’s Notice of Privacy Practices.

Signature: Date:

For office use only

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices,
but Acknowledgement could not be obtained because:

Individual refused to sign

Communication barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement
Other (please Specify)

o O O O

© 2013 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution
of this form by any other party requires the prior written approval of the American Dental Association. This form is
educational only, does not constitute legal advice, and covers only federal, not state, law in effect of proposed as
March 27, 2002. (Subsequent law changes may require Form revision.)

1401 Avocado Ave, Ste 807. Newport Beach. CA. 92660
949.644.6988



Dr. Desiree Yazdan
Consent to Dental Treatment

Screening for Aerosol Transmissible Diseases (ATD)

Patient’s Name

In compliance with California OSHA Title 8, Section 5199, health care facilities must
prescreen patients for aerosol transmissible diseases. Procedures are not
performed on patients suspected or identified as having aerosol transmissible
diseases.

Do you have (circle): History of Tuberculosis or symptoms of Tuberculosis
(Productive Cough, Bloody Sputum, Fever, Malaise, Night Sweats, fever
Unexplained Weight Loss).

No

Do you have (circle): Flu & Other Aerosol transmissible diseases, including
pertussis, measles, mumps, rubella, chicken pox, meningitis, MRSA (Body Aches,
Runny Nose, Sore Throat, Nausea, Vomiting, Diarrhea, Fever & Respiratory
Symptoms, Severe Coughing Spasms, Painful-Swollen Glands, Skin Rash-Blisters,
stiff neck)

No
Chronic Respiratory Disease (NOT ATD’s, and not considered Infectious) do not
disqualify a patient from treatment.
Do you have (circle): Chronic upper airway cough syndrome “postnasal drip,”
Gastro esophageal reflux disease (GERD), chronic obstructive pulmonary disease
(COPD), Bronchitis, Emphysema, Allergies, Asthma.

Patient Signature Date

Health Changes Sighature Date




Consent for Photography/Videography/ Authorized Use and Disclosure

This form is to be used only for photographs and videos taken for treatment for Center for Restorative &
Cosmetic Dentistry/ Dr. Yazdan’s /Yazdanshenas Dental Inc office own health operations, as allowed
under the federal Privacy Laws. The term “photograph” as used herein includes video or still
photography, digital and other format, and any other means of recording or reproducing images.

| hereby authorize the use or discloser of photography for other purposes including research
publication, outside education, marketing and public relation ( i.e. Yazdanshenas Dental Inc, Dr. Yazdan,
publications , websites, printed materials, social media, websites, etc.) If the photograph will be used for
office marketing purposes, all measures will be taken to make sure such the images are non-
identifiable. | wave any right to inspect or approve the finished images, advertising copy, text, or other
printed matter that may be used in conjunction therewith, or to the eventual use that the images may
be applied. | and my successors or assigns herby hold Dr. Yazdan, its employees or Doctor(s),and any
other person(s) participating in my care harmless from and against claim for injury or compensation
resulting from activities authorized by this agreement.

In addition, | give my full discretion to Dr. Desiree Yazdan, her employees, and any other person(s)
participating in my care to delete any photos or videos taken to be deleted if they are not of diagnostic
quality. This Agreement constitutes the sole, complete and exclusive agreement between Yazdanshenas
Dental Inc and me regarding the images and | am not relying on any other representation whether oral
or written.

I have read and understand the terms of this document. | have had an opportunity to ask questions
about the use or disclosure of my health information and about the contents of this form. |
acknowledge and agree to the terms and conditions of this document.

Patient Signature/ Parent/ Guardian signature Date

Patient Printed Name



Yazdanshenas Dental Inc
1401 Avocado Ave., Suite 807 Newport Beach, CA 92660
NO SHOW/ CANCELLATION POLICY

Due to high demand of service, all appointments no show and same day
cancellation scheduled for Dr. Yazdan, Dr. Frydman, and all other
associates, doctors, hygienists, require a $105 service fee that will be
charged. All cancellation must be done 48 hours prior to appointment
time in order to not be charged.

Monday Appointments need to be cancelled/rescheduled by Thursday
the week before your Monday appointment.

Thank you for your understanding and cooperation.
Sincerely,

Desiree Yazdanshenas, DDS

Alon Frydman, DDS

All Other Associates/ Doctors/ Hygienists

Patient

Signature

Staff

Signature



Yazdanshenas Dental Inc
1401 Avocado Ave., Suite 807 Newport Beach, CA 92660

Warning Regarding HIPPA and Email/ Text Communications

Dr. Yazdan and her practice take every step possible to maintain
your privacy and we stay compliant with all HIPPA laws. However
at this time in technology it is not possible to ensure complete
privacy between you and our practice for email and text
communications. In other words if you are to text or email any of
your medical/dental information or photos to our practice it
cannot be guaranteed that all of the could be inadvertently
exposed. For this reason we want to make clear that HIPPA
compliance is not possible for all text and emails between you and
either Dr. Yazdan or any of her associates, other doctors,
hygienists, or staff and you should be warned of the possibility of
sensitive information being unprotected. Your signature below
memorializes your understanding of this important issue.

Date:

Signature:




Yazdanshenas Dental Inc
1401 Avocado Ave. Suite #807
Newport Beach, CA 92660

(949)644-6988

Out-of-Town Patient Memorandum

Dr. Yazdan and her associates, other doctors, and staff appreciates that you have traveled from out of
town to seek potential Dental services provided by Dr. Yazdan’s practice. We would like to take this
opportunity to clarify the unique situations that may arise from treating patients from out of town that
may not initially be obvious.

As you should be aware dental procedures involve procedures that carry substantial risk of
complications such as infection, bleeding that may occur significantly after you return home, additional
pain. Because it is impossible to practice good patient care from a distance you may require further care
in your home town. Although Dr. Yazdan’s practice including her associates, other doctors, and staff
may be reasonably available for advice or support from a distance, should a complication or difficulty
arise post-operatively, you will need to immediately seek your own medical care in your local area. Our
practice will not be able to give you sound dental advice from a distance. You need to understand that
any expenses incurred as a result of your further treatment are your sole responsibility. Although at all
times we strive to provide the best surgical and dental care possible, significant problems can
infrequently occur in Dentistry and the chance that you may require further care may be substantial.

Your signature below memorializes that you read and understand this special concern for out of town
patients.

Date: Signature:




