
,.'ffio Welcome to Smile with StYle!
;q$r; ,"!-rf: "!: tulp, and heablry smib are immeasarabb! our gial is to heQ you rcach and maintain optimal
-(^:='-<-\- oral health. l'kase till oat these forms cottpbtell. Thc be tter we communicate, the bctter we can carc for you!
" tt lrg 5'

@ Patient Information

326'l N. Harbor Blvd. Suite A . Fullerton, CA 92835 o 714-870-9445 . www.Smilewithstyle.com

@ Dental lnsurance #1
Date: lnsured's Name:

lnsured's Birthdate: _/ 

-/ 

_

lnsuredS Social Security *: - -

Name: .ru,. o,w, -llt oo.

I prefer to be called:

Birthdate:

Sex: OMaie oFernale lnsu red s Employer:

Status: oMarried osingle oDivorced owidowed oDomestic Partner lns' Company:

Cell Phone: L__-)-
Home Phone: ( )-
Work Phone: ( )- ext:

lns. Co. Phone: ( )_

lns. Address:

City: State: Zip

lns. lD No.

lns. Group No

@ Dental tnsurance #2

ext: _
Social Security #:

Email

Address:

City: State:_ Zip:

Occupation: QFT or OPT

Employer:

City:

@ Spouse's lnformation

lnsured s Birthdate: 

- 

/ ./-
lnsured s Social Security #:

lnsuredb Employer:

lns. Company

lns. Co. Phone: ( ) ext 

-
lns. Address:

City: State: _ Zip:

@ ruedicat History

Please explain

Work Phone: ( )

Date of last visit to physician: /

Your current physical health is: ocood oFair oPoor

Are you taking any medication, drugs or pills? Y / N

Employer Address:

State: 

- 

Zip:

Name:

Birthdate:

Cell Phone: ( )

Social Security s: 

-
Occupation

Employer:

Employer Address:

City

WorkPhone:( ) ext _

@ Miscellaneous I nformation
Who may we thank for referring you to our ofhce?

Relationship: OR

lnternet Ocoogle OYelp ONe( Door Oothei ---

Person to contact in the event ofan emergency:

Relationship: 

-

Phone: ( )-

Please list each one:

lnsured's Name:

lns. lD No. 
----lns. Group No. ---

Physician's Name: 

-

State: 

- 

Zip: 

- 

Are you currently under the care of a physician? Y,/N



@ fUedicat History Continued...
Have you ever had any of the following? Please circle your

answer for each line:

@ Dental History
Why have you come to Smile with Style today?

Y/N
Y/N
Y/N
Y/N
Y/N
Y/ N

Y/N
Y/N

Y/N
Y/N
Y/ N

Y/N

Y/N
Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N
Y/ N
Y/N
Y/N
Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Angina Pectoris

Anemiay'Radiation Treatment

Artificial BonerJointsy'Valves

Arthritis
Asthma

Eispho!phonate Use

EloodTransfusion

Ca ncerlc hemothera py

Congenital Heart Defeat

Diabetes

Diffi<ulty Breathing

Orug/Al(ohol Abuse

Emphy5erna

Fainting/Dizy Spells

Fever Blisterr/Herpes

Glau(oma
H ea rt Atta(UStroke
Heart Murmur

HeartSurgery
Hemophilia/AboorrBl Bleeding

Hepatiti!
High/Low Blood Pressure

Htv/At05
Hospitalized for Any Reason

Kidney Problems

MitralValve Prolapte
Nervou5ness

Pa(emaker
Psychiatric Problems

Rheur€tic/Scarlet Fever

Shingles

Sinus Problems

Thyroid Problems

Tuber(ulosis (TB)

L,lcers/Colitis

Venereal Disease

Previous Dentist Name

Phone: ( )_
Date of last dental visit: * /_,..
Date of last dental x-tays'. _/

Please list any other serious medical condition(s) that you have

had:

Has a physician ever informed you that you needed pre-
medication with an antibiotic prior to dental treatment? Y / N

Are you allergic to any of the following?

Reason for leaving previous dental offce:

. Are you currently in pain? Y/N

. Have you ever had a serious/difficult problem associated with any
previousdentalwork? Y/N

. Have you ever had gum treatmentT Y / N

r Have you ever had TM) ptoblems (jow joint)? Y / N

. Would you like to change your mercury fillings to white? y/N

.Would you liketo have whiter teeth? Y/N

. Do you grind o. clench your teeth? Y / N

. Do you get headaches? Y / N

. Do you get migraines? Y/N

. Do your gums bleed when you brush? Y / N

r Do you snore? Y/N
o Do you have sleep apnea? Y/N
. Your current dental health is: Ocood Oran Opoor

. How many times a week do you floss fbe h onest @)?

. How many times a day do you brushT

o Type of bristle? osoft OMedium OHard

. Would you like whiter teeth? Y/N

. Would you like straighter teeth? Y / N

. A.e yourteeth sensitive to hot, cold or anything else?

All nednal hisory information u'ill be kept confdential. I
undelstand that th. information I haue giuen todq fu corea to
the best ofml knouledge. lt is m1 reqowibilitl ta infonn thir
offce ofaxy cbanga in my medical sat* ot if I ttart d neu
medication,

Signature:

Date:

Y/N Aspirin, lbuprofen, Tylenol

Y/N Codeine

Y/N DehtalAnesthetics
Y/ N Erythromy(in

Y/ N Latex

Y/N Peni(illin
Y/N Tetra.y(line
Y / N Metals, Fluoride, etc.

Please list any other drugs or substances that you have reacted

adversely to: _

Do you smoke: Y / N

@ForWoman Only
Y/N Areyoutaking birth control pills?

Y/N Are you pregnant?

Y / N Are you nursing?

lverbally reviewed the medical/dental information above with the patient named herein
minute

lnitials/Date

Blood Pressure:

Ot ofrc. b znnitt?d to ftni,g ot

aecc/ing tbc tunde,* of infiaiox eonnl

raan&*/ fu OSHA, *c CDC and rbe ADA

lnitialYDate

/
lnitials/Datelnitials/Oate

Pulse Rate:

Date:

FOR OFFICE USE ONLY



CONSENT
TREATMENT
I authoize Kirk Larsory D.D.S,, Timothy Hedicl<" D.D.S. atd
stalf to taki x-tuys, study modek, photographs,3D scans or any other
diagnostic aids deemed appropriate by the doctots to ma*e a thorough
diagnosis of hry dznlnl needs, I further authoize the doctors and stalf to
petform all rccommended tleatfienl mutually agteed upn by me and
to use the qryropnate medication and therapy indicated for such
treatmelt,

I acknouledge that tha dentist rnay engage the assistatce oJ othet
speciq.lists in Wrhnning such seniccs, treatfients and,/or pro.edures
and in utilizing such diagnostic methods,

I und.erstatul that the practice of dzntisty b not an exact science pnd
that no guarantees hate been made to me concerning the results of tlv
sertices, treatfients, procedures ond,/or diagnostic methods that haae
been recornmended, I also undersland thqt tle use of anesthesia caries
zoith it significant isks that hat'e been exptaircd to me.

PATIENT CONSENT
I un.lerstand that, undet the Health lfiswarce Portability &
Accou tability Act 0/7996 (HIPAA), I hape certqifl ights to
pittacy rcgading my protected heqlth inforrnahon. I understand that
thk inlormation can and will be uxd to:

xonduct, plan and direcl my trcah ent and follow-up amotg tlv
multiple healthcare prut'idzrs tuho may be int oltEd in my tleatment
( d i re c tly an d. in dir e c tly )

.obtain paynent fiom third-party pryers

.conduct \onnal healthcore operutions sudt as quolity assessments
and. pltysician certifi calions

I haoe been informed by you of your Notice of Pivac! Practices
containing q more co pbte desctiptbn of the uses arul. dbclosures of
ny fuallh information. I understand that this orgonization has the
right to chuge its Notice o/ Pioacy Pructices from time to time and
that I rnay contact this ofrtce at any time to obtain thr fiost cunent
inlormatbn.

I unde$tand that I may request it a,itiflg that you restict hou, rnv
pit ate inJotmotion is used or disclosed in order to cqrry out treatment,

lawent or healthcare operations. I also undtrstqnd that Wu are rct
reqtired. to qgree to ny requested rcslictions, but if you do agree tfua
you are bound to abide W such restictions.

Patient Name:

Responsible Party Signature: Date:

FINANCIAL (continued)
As o courtesy to ne, the dental ofice ttill bill my insurance ampany
and I acknou,bdge that I uill rcmain liable to any and all arnounts not
paid. by thc insurance company Jor any reason (including but lot
limited to thc insurance company declining cot'erage aJter initially
aqrodng it) or iI the insuratce company fails fot any reason to
reimburse the d.entist uithin 30 days aftet being bilbd by the dentist. I
acknoulledge thtt it is my responsibility to propide the dentist aith my
cullent insuraice or ony changes thercto.

I consent to the dentbt's use and disclosure ol my htalth information to
my insurarce company and any agent thereof. I hereby assign to thc
dentist all of the insuraru:e due to ,ne fot the sen ies, trealments,
procedures and,/or diagnostic fiethods ptot ided to fie, and I authorize
,ny insurance compafly to make payment ditectly to thc dcntist fot tht
costs associa le d thereu)i th.

I furthzr consent to be conlacted W the dentist or aay agent of the dentat
offitz or any collection agency (or ogent theleof) or attomey to thom an
unpaid account balance has been assigned or refened. (a) by mail at any
add.ress that I proddc to the dental ofrce ond/or (b) at any facsimile
number, email address ot photu number (urhtther a cell phoae or
landline) that I proaide to the d.ental olfce or any agent ol the dentql
offie.

I agree to pronptly Wy all amounts due and I understand that all
returned checls toill be subject to a $1.5 rehtm cleck fee.

DELINQUENCY ACCOUNTS, COLLECTION
Any account balances thot remain unpaid for 90 days ltom the date of
senice may be referred to a collection cofipany or an attoney, lfl the
a,ent this occurs, I unclerstand that I uill be liable for collection costs.
Adtlitionally, in the aent any uflpaid account balance is referred to an
attorney for collectiott by the dentist ot a collection agency, I agree to be

responsible /or all costs and reasonable attomeys' fees incwned in
connection therauith.

FAILED APPOINTMENTS
! agree to 8it't tle olfce nt bdst 2 husiness tlays noticc if I an unablc
to keep my appointnent. I agree that aftet 2 FAILED
appoitthte ts,I ?oil PREPAy /otJlt reaisits.

PHOTOGRAPHS, VIDEOS, IMAGES
I acknotledge that phatogrophs, t ideos, and otfur images, such as
x-rays, 3D scans and other reards may be created duing my
etaminatiott, trcatment, dnd hlkao-up care. By signing belou,, I giie my
permission for such items to be used for putposes of rcasearch, education,
adtertisernent or publi.alion, Identilying infomation uill fu omitted. t
ako understand that I hape a ight to reluse to sign this
acknourled.gement.

Relationship to Patient (if other than self):

FINANCIAL
I acknotledge that I am responsible for the paynent of all lees
qssociated tith the senices, treatments, procedures and/or diagnostic
methods ptformed. and utilized. W the dentist and others, I acknuoledge
that any itsurance coperage that I hare is based on a controct behoeen
my insuraflce .ofipany and me, my spouse and/or my employer, The
dentist is tot party to this contruct and the sen ices, treatnents,
procedures ond,/or diagnostic methods propided to me. Therehrc, I
ackn@!,ledge thqt I am filly responsible lor the poyment oJ oll sums
oured to the dentist for the sen iccs, trcat ents, procedures ond/or
diagnostic nethods proT'ided to ne.


