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DENTAL IMPLANTS

Ellie Kheirkhahi-Love, D.D.S., M.S.D

November 6, 2017

Patient's Last Name:	Patient’s First Name:         Nickname: 
          
Date of Birth:     	Social Security#     

Street Address: 	City/State:   	Zip Code: 

Mailing Address:	City/State:  	Zip Code: 

Email:  	Home Phone:  	Cell Phone: 
Work Phone: 

Would you prefer to receive confirmation via text?    Yes     No

Would you prefer to receive confirmation via e-mail? Yes    No		Occupation: 	

Whom may we thank for referring you to our office? 

Chief Complaint (Why are you seeking dental care?)
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72-780 Country Club Drive, Suite 402 Rancho Mirage, CA 92270 Tel: 760 836-1809 Fax: 760 270-9419 info@DrEllieLove.com

Current State of Health
Are you in good health? ................................................................................ No	 	
Are you currently under the care of a physician? ............................................ 		 	
Please list your family physician and any medical specialists you see at least once a year: (Please print)

NAME	ADDRESS	CITY	PHONE #	NAME OF SPECIALTY
    
    
    
Medical History	
1.	Do you have (or have you ever had) any of the following?
	Allergic reaction to drugs or latex………………………………………………….......		 	
	(Circle all that apply) Latex	    Penicillin	    Aspirin	   Codeine	  Local Anesthetics	   sulfa    other


	Heart attack or heart disease…………………………………………………………….…		 	
	Heart Surgery……………………………………………………………………..................		 	
	Stroke………………………………………………………………………………..................		 	
	High / Low blood pressure……………………………………………………………………		 	
	Congestive heart failure……………………………………………………………............		 	
	Angina (chest pains) …………………………………………………………………………..		 	
	Irregular heart beat…………………………………………………………………............		 	
	Artificial heart valve……………………………………………………………………………...		 	
	Rheumatic fever, rheumatic heart disease, bacterial endocarditic………………		 	
	Congenital heart disease……………………………………………………………………....		 	
	Heart murmur or mitral valve prolapsed………………………………………………....		 	
	Immunosuppressive condition…………………………………………………………….….		 	
	(Circle all that apply)	    Steroid Therapy (e.g. prednisone)               Radiation                      Cancer Therapy	
	SLE (Lupus)                  Rheumatoid Arthritis	HIV        Organ Transplant	      Spleen Removed	
Other 	

Artificial joint(s) Do you need to be premedicated prior to dental    surgery…………………………………………………………………...............................		 	
	Date(s)joints placed: 	
	Have you been advised by a doctor to have antibiotic 
	Premedication prior to dental work? ......................................................... 	 	
	Other artificial implants or devices ....…………………………………………………….		 	
	Bleeding problem, anemia, other blood disease.……….……………………….......		 	
	Do you take Aspirin daily? …………………………………………………………………….		 	
	Do you take blood thinning medications? Please describe ………………..........		 	
	Do you have a history of eating disorders? Please Describe...…………………..		 	
	Diabetes…I……II…………………………………………………………………..................		 	
	Thyroid disease…………………………………………………………………….................		 	
	Long term antibiotic use (greater than one month continuously)……………….		 	
	Nervous system disease or seizures……………………………………………………….		 	
	Kidney disease…………………………………………………………………………………….		 	
	Hepatitis (A, B, C or D) or other liver disease………………………………………….		 	
	Muscle or joint disease or arthritis (osteo or rheumatoid)………………………...		 	
	Asthma, tuberculosis, or other lung disease…………………………………………...		 	
	Stomach or intestinal disease………………………………………………………………..		 	
	Do you have Sinus trouble? ………………....................................................		 	
	Substance Abuse.……………………………………..............................................		 	
	Describe: 	
	Mental health condition …………….…………………………………………………………		 	
	Specify: 	
	Physical or mental disabilities that may require special care…………………….		 	
	Impairment of hearing, sight or speech……………………………………………......		 	
	Do you have Glaucoma? ……………….........................................................		 	
	Do you have or have you ever been treated for cancer? ………………...........		 	
	Are you or could you be pregnant? Are you nursing? ................................		 	
	Have you ever been hospitalized or had surgery? .....................................		 	
	Describe: 	
	Do you have any undiagnosed symptoms? ...............................................		 	
	Describe: 	
	Do you currently drink alcohol or use recreational drugs? ..........................		 	
	Do you smoke or use smokeless tobacco? ................................................		 	
	What type of tobacco product(s) do you use? ...........................................		 	
	How interested are you in stopping your tobacco use?
	(Circle one)	Very interested	             somewhat interested                       Not at all interested
	Do you regularly take herbal medicines or dietary supplements? ................		 	
	Have you undergone current or past osteoporosis therapy? .....................		 	
	(Examples: Fosamax, Actonel, Boniva,PROLIA)
	(Examples: Intravenous Aredia, Zometa)
      Do you have any disease, condition, or problem not listed here? ................		 	
        Describe: 	


Dental History
	Are you apprehensive about dental treatment? ……………………………………….		 	
	What can we do to help? 	
	Do you have regular dental check-ups? ....................................................		 	
	Date of last exam: 	
	Have you been treated by a periodontist? ................................................		 	
	Have you had any trouble associated with previous dental treatment? .......		 	
	If so, please explain: 	
	Have you noticed any lumps or sores in your mouth? ................................		 	
	Do your gums bleed when you brush your teeth? .....................................		 	
	Have you ever injured your face, jaws or teeth? .......................................		 	
	Do you suffer from pain in the mouth, face, eyes, neck or throat? ….….......		 	
	Do you have loose, tipped or shifting teeth …………………………………….……..		 	
	
	Are you happy with the appearance of your teeth? ...................................		 	
	Do you want to save your teeth? .............................................................		 	
	Are you allergic to any metals or dental materials? ....................................		 	
	Types of dental treatment you have experienced? (Circle all that apply)
	Orthodontics (braces)         	Dentures	Root Canal Treatment              Implants	Oral Surgery
	Periodontal (gum) treatment	             TMJ treatment                       Fillings 	
	

Please complete a medications list and sign below

Dr. Ellie Kheirkahi-Love D.D.S., M.S.D. requests this information for the purpose of providing a complete and comprehensive evaluation of your dental needs.  No persons outside Dr. Ellie Kheirkhahi-Love D.D.S., M.S.D. office will be provided this information unless properly authorized by you or required by law.  Failure to provide the requested information will limit our ability to assess your health needs.
By signing below, you agree that the information given is accurate and that you will notify Dr. Ellie Kheirkhahi-Love D.D.S., M.S.D. at subsequent appointments if there are any changes in your health.



Signature 							 	Date:	
		           Patient, parent, guardian
	

(Or) Patient's Representative: 	 Relationship to Patient: 	

B/P          , P          	B/P          , P          	B/P          , P          	B/P          , P          	B/P          , P          	

Please list all medications you are currently taking










Financial information

Person responsible for this account	 relationship	
Address:	
Do you have dental insurance?   YES                  NO
Employee Name:	 Insurance Company	

Please present your insurance card to our receptionist. Thank you.

I authorize release of any information relating to all dental claims and understand that I am responsible for all costs of dental treatment regardless of any insurance coverage. I hereby authorize payment of the dental benefits otherwise payable to me directly to Dr. Ellie Love D.D.S., M.S.D. INC/ Dr. Bobby Butler D.D.S.

Signature 							 	Date:	

Terms and conditions
As a condition of treatment by this office I understand financial arrangements must be made in advance. Our office will bill your insurance for any major dental treatment we provide. An estimate of the insurance payment for the treatment provided will be given to you, and the estimated balance of the cost is to be paid at the time of the treatment.


The gross amount of your dental bill remains your legal obligation. Any amounts unpaid by your insurance carrier within 90 days are considered due and payable by you.

Please be advised a 1.5% monthly (but in no event more than the maximum rate permissible under state law) account maintenance fee will be charged on the balance amount owing after the insurance payments have been received if not paid within 90 days. 

PATIENT ACKNOWLEDGEMENT: I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist and his staff to determine appropriate and healthful dental treatment. I further agree to the financial terms and conditions described above.

I hereby give permission to Dr. Ellie Kheirkhahi-Love to take necessary clinical photographs of my face, mouth, and related structure with the understanding that such photographs are for clinical purpose. I further give Dr. Ellie Kheirkhahi-Love permission to use such photographs for clinical and scientific demonstration purpose only. 


Signature 							 	Date:	
		           Patient, parent, guardian

[bookmark: Place]
								  					
Dr. Love	Staff

Emergency Contact Person: 		Phone:	

Relationship to Patient: 	
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