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Herman Ostrow School of Dentistry of USC 
Faculty Practice 

The faculty, students and staff at the Herman Ostrow·School of Dentistry of USC Faculty Practice are 

committed to ensuring that you receive the highest quality of care and service. 

We have developed a Patient's Bill of Rights and Responsibilities (see the following pages) that 

reflects our standards for delivery of patient care. While we strive to provide you the highest 

standards of care, it is possible that you may feel that we have not achieved our goals. If you are 

dissatisfied with the care you are receiving, we hope that you will bring your concerns to our attention. 

We are also anxious to hear about positive experiences you have had and any individuals who were 

particularly competent, helpful, and courteous or who otherwise made your experience in our dental 

clinic a good one. We welcome any comments or suggestions you may have that will help us to 

serve you better. 

Patient comment forms are available in all clinic offices for your use. Completed forms may be 

returned to any office or you can mail your comments to the Herman Ostrow School of Dentistry of 

USC Office of Quality Assurance, 925 West 34th Street, University Park MC 0641, Los Ahgeles, 

California 90089-0641. 

We are pleased that you have selected the Faculty Practice of the Herman Ostrow School of 

Dentistry of USC to be your dental care provider and look forward to serving your needs. 

Douglas Solow, DDS, MBA 

Associate Dean for Clinical Affairs 

Nondiscrimination in Services Polley 

Admissions, the provision of services, and referrals of patients shall be made without regard to race, color, religious creed, 
disability, ancestry, national origin (including limited English proficiency). age, or sex. 

Services shall be made accessible to eligible persons with disabilities through the most practical and economically 
feasible methods available. These methods include, but are not limited to, equipment redesign, the provision of aides, 
and the use of alternative service delivery locations. 

Any patient, parent and/or their guardian who believes they have been discriminated against may file a complaint of 
discrimination with: 

FP 05222014 

USC's Office of Equity and Diversity 

Phone Number: (213) 740-5086 



Herman Ostrow School of Dentistry of USC 
Faculty Practice 

Welcome to the Herman Ostrow School of Dentistry of USC Faculty Practice. It is our goal to provide 

each patient with the best possible care throughout the course of his or her treatment. Please carefully 

review our office policies and feel free to discuss them with our staff. 

1. Keep in mind that you are ultimately responsible for any and all charges for treatment rendered, 

regardless of insurance coverage. We will gladly process your insurance claims (Delta Dental PPO 

only), and any portion of your treatment not covered by insurance is payable at your 

appointment. Please be sure that you understand your treatment costs. If you have a question 

regarding the cost of a procedure, please ask our staff.

2. Patients covered under the USC Delta Dental PPO Plan ("Delta Dental"):

a. Verify your eligibility with the Delta Dental Plan. Any questions about your eligibility 

should be directed to the USC Benefits Department.

b. USC Delta Dental PPO covers 100% of allowable charges up to a $2000.00 maximum per 

calendar year. Remember that Delta Dental has exclusions in coverage; please review 

the Evidence of Coverage booklet, which can be obtained from the USC Benefits 

Department. You are responsible for charges that are not covered by Delta Dental.

c. Delta Dental covers two (2) hygiene appointments (cleanings) per year. These are not 

free; their costs are deducted from the annual maximum. If your recommended 

treatment is more than two (2) cleanings per year, then you will be responsible for the 

costs of the additional cleaning(s).

d. All charges that surpass the $2000.00 annual maximum are the responsibility of the 

patient. Please keep a rrecord f your treatment and costs. This information can be 

obtained from our staff.

3. Patients covered by another insurance other than the USC Delta Dental plan:

a. Supply our office with full insurance information on all dental plans.

b. Please be aware that you may have co-payments for office visits, depending on the 

insurance coverage.

4. Please arrange for childcare; our staff cannot monitor children during your treatment.

5. A parent must accompany all patients who are under 18 years of age. Due to legal and safety 

issues, the parent must remain in our office for the duration of the appointment.

6. The patient is responsible for making and keeping appointments. If you need to cancel, please 

inform our office at least 24 business hours prior to your scheduled visit. You may leave a 

message on our answering service if you are unable to reach our staff (please also see number 

eight (8) below).
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7. In fairness to other patients, we reserve the sole right to reschedule your appointment if you are

more than 15 minutes late, depending on the circumstances.

8. Failure to inform our office of a cancellation at least 24 business hours prior to an appointment,

or arriving late for an appointment that results in your being rescheduled, is considered a

"missed appointment", which may result in a $50.00 fee. This fee must be paid by you before

scheduling another appointment. Insurance companies do not cover missed appointment fees.

The Faculty Practice attempts to make courtesy confirmation calls; however, the lack of receipt

of a call does not change this policy.

Patient/Parent/Guardian Signature 

Print Name 
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Herman Ostrow School of Dentistry of USC 
Faculty Practice 

INSURANCE ACCEPTANCE POLICIES 

The Herman Ostrow School of Dentistry of USC Faculty Practice is a contracted provider for 

Delta Dental* Insurance Company and the USC Network Medical Plan ONLY. We will bill these 

insurance companies for treatment rendered. However, the patient is ULTIMATELY responsible 

for all fees and costs associated with their treatment. 

IF INSURANCE PAYMENT IS DENIED OR PAYMENT HAS NOT BEEN RECEIVED WITHIN 90 DAYS 

FROM THE FACULTY PRACTICE'S CLAIM SUBMISSION TO THE INSURANCE COMPANY, THE 

PATIENT WILL BE BILLED FOR THE BALANCE DUE. 

The Faculty Practice does NOT bill or submit insurance claims or any other claims for other 

insurance carriers and/or payers. Payment is expected when services are rendered. The Faculty 

Practice will be happy to provide the patient with an itemized statement that can be submitted 

to the patient's insurance carrier by the patient. 

*The Faculty Practice is a contracted Premier Provider for those on the USC Delta Dental PPO plan; for all others,

the Faculty Practice is a contracted Delta Dental PPO provider, except for Prosthodontic (general/restorative

dentistry) services, for which the Faculty Practice is an out-of-network provider. As an out-of-network provider,

the patient cost for these services will be higher. It is the patient's responsibility to check eligibility for coverage

and associated costs. The Faculty Practice does not accept Delta Dental DMO or any other PPO/DMO insurance.

Print Name 

Signature 

Date 

 



Herman Ostrow School of Dentistry of USC 
Faculty Practice 

APPLICATION FOR TREATMENT Chart # _I ----------------J 

Patient Information (To be completed by the patient - Please PRINT in ink)

Last Name: 
----------------------

First Name: Middle Name: 
Date: I I 

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

Home Address: 
--------------------------------

City: __________________ State: ____ Zip Code: _____ _ 
Home Phone: ( ) Work Phone: ( ) ________ _ 
Cell Phone: ( 
Email address: 

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

Driver's License: 
--------------

Ca Ii f o rn i a ID: _______ □ Other ____ _ 

Passport: _______ _ 
Employer: ________________ 
Sex: D Male D Female D Other

Birth date: ______________ _
Primary Language(s) Spoken: ________ _

Ethnicity: (please select) 
D Asian D Caucasian 
D Hispanic D Other 
D African American 
D American Indian/Alaskan native 
D Pacific Islander 
□ Unknown

Are you associated with USC? D Yes D No If so. how? _____________ 

Emergency Contact: _____________ Relationship: ___________ _
Emergency Contact Phone :( ) _______ _ 
Major dental problem/reason for coming to USC School of Dentistry: ____________ _ 
Last Dentist: _______________________ Phone: ( 
Address: _______________ City: State: ____ Zip: __ _ 
Current Medical Doctor: __________________ Phone:( ) ______ _ 
Address: City: State: 
Insurance/Financial Information (To be completed by the patient - Please PRINT in ink) 

Zip: 

Previously a patient here? D Yes D No Year_ Insurance: D Delta D Delta/USC D Denti-Cal D Other 
Carrier Name: 

----------------------------;::=========

Subscriber:___________ Subs. Birtr'"h..:.d..:.:
a

.:..:
te

:..:.
:

!:::
I =======:

Relationship: Plan #: .__C _______ __.I Group#: _I ______ ___,
Person Responsible for Payment:_______________ Phone: ______ _ 
Please be aware that your dental insurance may not pay for the total amount of your treatment and you may 
be responsible for any co-pays or amount that your Insurance company does not cover. Your completion of 
this form is your agreement to this responsibility. 

Revised FP 05222014 



Ostrow School of Dentistry of USC 
Faculty Practice 

The Herman Ostrow School of Dentistry 
Patient Understanding and Informed Consent 

General Information: The Ostrow School of Dentistry will be referred to as the "School" in this document. 
The Faculty Practice is the School's faculty practice. Patients will receive dental care here by faculty dentists 
and staff hygienists of The School. The School reserves the right to deny acceptance of patients into our dental 
treatment programs. 

Emergency Care: 

If an emergency or postoperative complication arises after hours or on a weekend or holiday, please call 213 
740-2012 and a doctor on call will be contacted to assist you.

Consent to Dental Procedures: Before you receive treatment, you are encouraged to ask your faculty dentists 
and staff hygienists of The School about the procedures he/she recommends for you. Ask any questions you 
might have before you decide to give your consent for treatment. All dental procedures may involve risks or 
unsuccessful results and complications, and no guarantees are made regarding any result or cure. You, as our 
patient, have the right to be informed of any such risks and potential consequences of not performing treatment, 
the nature of the procedure, expected benefits, and availability of alternative methods of treatment. You have 
the right to consent to or refuse any proposed procedure at any time prior to its performance. The School also 
reserves the right to not perform specific treatment requested by a patient. 

Health: If you have any changes in your health status or changes in your medicines, you will inform your dental 
provider. If you are taking a type of drug called bisphosphonate (i.e. Fosamax®, Actonel®, Boniva®, Skelid®, 
Didronel®, Aredia®, Zometa® and Bonefos®), you may be at risk of developing osteonecrosis (bone death) of 
the jaw and certain dental treatment may increase that risk. 

X-rays: Dental x-rays will be taken as necessary and appropriate for examinations, diagnoses, consultations,
and treatments.

Photographs: Patient photographs may be taken to document a clinical condition, to record examination 
findings, and/or for teaching purposes. 

Patient's Financial Responsibility: Patients who receive treatment at the Practice will be charged for treatment 
based on the Practice's current fee schedule. A fee estimate will be provided before beginning treatment. 
Payment for services is due when treatment is rendered. As a courtesy, the Practice will bill Delta Dental for 
Delta Dental patients covered by USC's Delta Dental plan. Any co-pays, co-insurance, or over the benefits limit 
fees due are the responsibility of the patient or guarantor at the time service is rendered. Patients must also 
provide personal identification that may include their social security numbers to process dental insurance claims 
and/or to request patient record information. 
Keeping Your Appointments: You are required to be on time for your appointments. If you find that you are 
unable to keep an appointment, you agree to notify the Practice at least 24 business hours in advance. 
Appointments cancelled without at least 24 business hours' notice may result in a "Missed Appointment" fee. 

Discontinuance of Treatment: The Faculty Practice reserves the right to discontinue your dental treatment. 
Should your treatment be stopped, any remaining credit balance for services not yet provided will be refunded 

to you. 

Grievances: Please discuss any grievances with the Faculty Practice's Office Manager or Senior Clinical 
Administrator. Both may be reached by calling 213-740-2012 or via email at dentists@usc.edu. If you have 

OSOD of USC QA FP Aug 2013, rev Feb. 2016 





Herman Ostrow School of Dentistry of USC Faculty Practice 

Medical History Questionnaire 

Patient Name: _____________ Date of Birth: _____ _ 

Reason for visiting the USC Faculty Practice: ______________ _ 

Please answer all questions by checking a box under YES or NO. 
Your responses will be held strictly confidential and will only be used to help assess your medical 
condition. If you have any hesitations, please express your concern to a member of our team. 

Do you have, or did you ever have, 
any of the following? 
Cardiovascular: 
YES NO 
[ 1 [ ] High blood pressure 
[ ] [ ] Heart disease from childhood 
[ ] [ ] Heart murmur 
[ ] [ ] Rheumatic fever 
[ ] [ ] Use of Phen-Fen 
[ ] [ ] Pacemaker 
[ ] [ ] Vascular graft 
[ ] [ ] Heart valve replacement 
[ ] [ 1 Heart attack 
[ ] [ ] Heart surgery 
[ ] [ ] Congestive heart failure 
[ ] [ ] Angina (chest pain) 
[ ] [ ] Irregular heart beat 
[ ] [ ] Stroke 
[ ] [ ] Increased cholesterol 

Endocrine/Hematologic/ Oncoloaic/lmmune: 
YES NO 

D D Frequent hunger 
D D Frequent thirst 
D D Diabetes 
D D Thyroid disease 
D D Hemophilia 
D D Sickle cell disease 
D D Bleeding tendency 

D D Anemia 

D D Cancer 

D D Radiation therapy 

D D Chemotherapy 
□ D HIV infection/AIDS

D D Organ transplant 

D D Blood transfusion 

Do you have, or did you ever have, any of 
the following? Musculo­
SkeletaVCNS/Developmental: 
YES NO 

D D Chronic jaw and facial pain 

D D Chronic headache pain 

D D Chronic neck pain 

D D Popping or clicking in your jaw 

D D Joint replacement 

D D Osteoarthritis 

D D Rheumatoid arthritis 
D D Spinal cord injury 
D D Seizures 
D D Dizziness 
D D Weakness 
D D Multiple Sclerosis 
D D Cerebral palsy 
D D Intellectual Disability 
D D Dementia / Alzheimer's 
D D Fainting spells 
D D Visual impairment 
D D Glaucoma 
D D Hearing impairment 

Gastro-lntestinaVGenito-Urinary: 
YES NO 

D D Hepatitis (A, B, C, or other?) 

D D Kidney dialysis 

D D Ulcers 

D D Sexually transmitted disease 

D D Denied permission to give blood 

Psychological: 

YES NO 

D D Anxiety / Nervousness 
D D Depression 
D D Mental health treatment 
D D Insomnia 



Respiratory: 
YES NO 

D D Asthma 

D D Chronic Sinus Problems 

D D Night sweats 

D D Emphysema 

D D Tuberculosis 
Other: _________ _ 

Social: 
YES NO 

D D Do you use tobacco products? 
If so, how much? 

------

□ D Do you drink alcohol?

D D Every day? 
If so, how much? _____ _ 

D D Do you use recreational drugs? 

Medication Allergy or Intolerance: 
YES NO 

D D Penicillin 

D D Dental anesthetic ("Novocain") 

D D Aspirin 

D D Codeine 

D D Latex products 

D D Iodine 
Other: _______ _ 

Do you have any medical conditions not 
already mentioned? 

History of Hospitalization/Surgical 
Procedures: 

Family: Did a parent, sibling or child of 
yours have any of the following? 
YES NO 

D D Diabetes 

D D High blood pressure 

D D Heart disease 

D D Bleeding tendency 
D D Cancer 

Medications: 
YES NO 

D D Are you taking any prescription 
medicines, any over-the-counter 
items, or any herbal medicines 

now? If so, please list them and the doses you 
use: 

Do you or have you used bisphosphonate 
medication (i.e. Fosamax®, Actonel®, Boniva®, 
Skelid®, Didronel®, Aredia®, Zometa® and 
Bonefos®) to prevent or treat osteoporosis or 
as part of a cancer treatment? 
YES NO 

DD 
( If nyes," please ask for an informational page 
about bisphosphonate medications --- oral 
and/or intravenous) 

Other: 
YES NO 

D D Does the amount of saliva in your 
mouth seem to be too little? 

D D Does your mouth feel dry when 
eating a meal? 

FEMALES ONLY: 
YES NO 

D D Are you pregnant now? 
If so, # __ months 

D D Do you take birth control pills? 

D D Are you breast feeding now? 

To the best of my knowledge, all of the preceding answers are true. If I have any change In my health status, or any change In my 
medicines, I will Inform my dental health care provider at my next appointment. 

Patient Signature (or parent/guardian for patients under 18) Date 

Dental Practitioner: PRINT name, date, and add signature. 
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