
-"''"76uto Welcome to Smile with Style!
;qY#- *r,b,-"f : {,, *ln and healtlry smile are immeasurablz! oar gial is to help you reach and maintain optimal
,<^\Etz,'<{ oral bealth. I'lzase hll out thcsc forms complztely. Thc bencr we communicate, the better we can care for you!
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QAboutYour Child

326l N. Harbor Blvd. suite A . Fullerton, CA 92835 o 714.870.9445 . www.Smilewithstyle.com

@ Dental lnsurance #1
Date:

Name

lnsured's Name:

lnsured's Birthdate:

lnsured's Employer;

lns. Company

lns. Co. Phone: ( )_ext:
lns. Address:

lnsured's Social Security #: _-_--Nickname:

Address

State: zip: City:

Home Phone: ( )-
Special interests, sports or hobbies: lns. Group No.

@ Dental lnsurance #2
lnsured! Name:

lnsured's Birthd,

lnsuredb Social Security #: _-_:-
Name: cMr JM^. JM' oD. lnsured's Employer:

Birthdate:

alei I /

sex: OMale oFemale

Social Security f:
lns. Co. Phone: (

lns. Address:

City:

lns. lD No.

lns. Group No.

@ cnitat Medical History
ls your child currently under the care of a physician? Y/N
Please explain:

Relationship to Child: state:-............_ Zip]. _
Address:

City: State: Zip:

Occupation:

Employer:

Employer Address

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

City:

Person to contact in an emergency:

Other Parene .J^,rr ,JM& o^rr oDr

State: _ Zip:

Phone: ( ) -
k

sex Olrlale OFerrEh

Birthdate / /

Address:

City:

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

-

Date of last visit to physician

Your child's current physical health is: cGood oFair oPoor

Does your child take any medication, drugs or pills? Y / N

State: 

- 

ZiP:

Sex oMale oFemale

Birthdate: / /
Email:

City:

Whom may we thank for refening you to our office?

@ Responsibte Party lnformation

State:-.......... Zip:. _
lns. lD No. 

-
lns. Comoanv:

ext _

Physician's Name:-

Please list each onei 

-



6Cnilat Medical History Cont... @ oentat History
Has your child ever had any of the following? Please circle your

answer for each line:

Why has your child come to Smile with Style today? _

Previous Dentist Name:

Phone;( )_
Date of last dental visit: /_
Date of last dental x-rays: _/_

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

tuthma
Sleeding lssues

Cancer

ConvulsionrEpilepsy
Diabetes

Hearing lmpairment
HeartConditions

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

child has/had: _

Has a physician ever informed you that your child needed
premedication w/ an antibiotic prior to dental treatment? Y / N

ls your child allergic to any of the following?

Reason for leaving previous dental office (optional):

. 15 your child currently in pain? Y,/ N

. Has you. child ever had a serious/difllcult problem associated with
any previous dental work? Y/N

o Doesyourchild grind orclench his/herteeth? Y/ N

.Yourchild! current dental health is: Ocood OFair OPoor

. How many times a day does your (hild brush?

. Type of bristle? Osoft OMedium OHard

. How manytimesdo they floss a day?

. Does your child play any sports that require a mouthguard? Y/N
o Are your child's teeth sensitive to hot, cold or anything else? _

Y/N Aspirin, lbuprofen, Tylenol
Y/N Codeine

Y/N Oenta I Anesthetics

Y/N Erythromy(in

Y/ N Latex

Y/N Penicillin

Y/N Tetra.ycline
Y/N Metals, Fluoride, etc.

All medical history information taill be hept confdential. I understand that the information I haue giuen
todtq is correa to the best of my knouledge. h is m1 reEoruibility to inform this offce of any

changes in my medical sutus or if I start a neu medication.

Parent Signature: Date:

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

manute

Blood Pressure:

lnitialYDate

Out offt n eonnittcd to rucnng or

acccding thc *anda& of itfcction contnl

,nnn&k/ b, OSIU l'. CDC and th ADA.

Pulse Rate:

Date:

. ls there anything we can do to make your childS visit even more

enjoyable? _

Heart Murmur
Htv/AtD5
Hospit.lization
Huperadivity
Nervou5ness

Rheumatic/Scarlet Fever

Tuber.ulo5i5 (TB)

Please list any other serious medical condition(s) that your

Please list any other drugs or substances that your child has

reacted adversely to: _

FOR OFFICE UsE ONLY

lnitialYDate

I
I
I
I

lnitialrDate

/
/
/
I

lnitialrDate



CONSENT
TREATMENT
I authoize Kirk Larso , D.D.S., Timothy Hed.ick, D,D.S. atd
staff to take *rays, study models, photographs, 3D suns or any other
diqgnostic aids deened appropiak by thz doctots to make a thorough
diagnosis of my dental needs. I furthar outhoize the docto$ and staff to
perform oll recommendcd trcatfient fiutually ageed upon by me and
to use the aryropiate medicatioh and therry indicated for such
treatment.

I ackflowledge thtt the dtntist may engage the assistaue of othel
specialists in perforrning such seftrices, treatments and,/or procedures
an.l in utilizing such diagnostic methods.

I understafld that the practice of dentisty is flot an exact science and
that flo guarantees halre been made to fie concemifig thc rcsults of the
seni@s, tleatrnents, prccedures a\d/or diag ostic methods that hatte
been recommended . I also understand that the use of anesthesia caries
alith it signifidt tt isks that hnt'e been explaied to me.

PATIENTCONSEI{T
I undarstand that, under tfu Health btswarce Pottability &
Accou tability Act of 1996 (HIPAA), I hqLie certain ights to
piracy regarditg my protected health itformatioi. I u derctand th.at
lhis inforrndtion .an andu'ill be used to:

.corlduct, plan a d direct my trcotment a d follotLup among the
multiple healthcare prot id"rs u,ho fiay be int olt ed in fiv treatfient
(dire ctly an d. indirectly )

oobtain payment from third-party payers

oconduct turual healthcire oryrutions such as quality assessmeflts
and physician certifi cations

I haoe been infotmed by you ofyour Notice of Pioac! Practices
contaifiifig a more compbte description of the uses and disclosures of
my haalth iflfonhation. I undzrstand that this olganization has the
ight to chahge its Notice of Piaac! Ptactices from tirne to time and
thtt I ay contact this ofrce at any time to obtain thr nost L-uftent
information.

I understand that I ndy /equest itt zoiting that you restict hout my
pioate infotmation is used ot disclosed in ord.er to carry o t tre atment,
pawent or healthcare operations, I also undelstand. that you are not
required to agree to fiy requested. restictiorc, but if you do agree then
you are bouttd to abide by such restictions.

FINANCIAL
1 acknourledge that I am responsible Jor the paynent of all fees
associated utith the seruices, treqtfients, procedures and,/or diagnostic
methods performed antl utilized hy thz dentist and. others. I acknoutledge
that any insulafice cotterage thqt I hat'e is bdseil on a contract behpeen
my insutance company and fie, y spouse and,/or my employer. Tfu
dentist is not patty to this conttuct and the sen'ices, treatfiie ts,
procedures and/or diagaostic methods proTtided to me, Therefore, I
acknoulledge that I am Jully responsible for the payment of all sums
oue.l to th. dentist fot thr sen ices, trcatfients, procedures and/or
diagnostic methods prortided to me.

FINANCIAL (continued)
As a courtesy to me, the dental off.ce ttill bill my insurance company
and I acknoltledge that I uill remain liable to any and all amounts not
paid W tha insurance company for ary reason (including but not
limited to the inswanu company dtclining coperage after initially
approrting it) or if the insutance company fails for any rcason to
reimburse the d.entist ntithin 30 days after being billed W the dentist. I
acknotoledge that it is my responsibility to prolide the dentist toith my
dtrfent insuronce or any chqnges thereto.

I consent to the dentist's use and discbsure of my health information to
my insurance company and any ageflt thercof, I hereby assign to the
dentist all oI the ihsurance due to me fo/ the sercies, treatnents,
procedures and,/or diagnostic nethods prollidrd to me, and I authorize
my insurunce company to make payttent directly to the defltist fot th!
costs asso cia te d the reutith.

I furthcr Lonsent to be co\tacted by thc dentist or any qgent of th" d.ntal
olfice or any collection agency (or age thereo0 or attoney to u,hom an
unpaid. account balance has been assigned or referred (a) by mail at any
address that I protride to the dental offce an{or (b) at any facsimile
numbef, email ad.lress or phone number (lt'hetlur a cell phone or
landline) that I prottide to the dental offce or any agent of the dentql
ofice.

I agrce to plomptly pay all amounts due and I understand thqt aII
retumed checks a,ill be subject to a $'15 reharrt cleck lee.

DELINQUENCY, ACCOUNTS, COLLECTION
Any accounl balanes that remaih unpaid /or 90 days from the date of
sen ice may be referred to a collection company or an attorney. lfl th!
etent this occurs, l understand. that I uill be liable fol collection costs.
Additionally, in the ewnt any unpaid account bqlance is refefted to on
attorw fot collection by thc dentist or a collection agenLy, I agree to be
responsible for all costs ond reasonable attomeys' t'ees incurred in
c on ne c t i o n t he r eu' i th.

FAITED APPOINTMENTS
I agree to gioe thc offce at leqst 2 business days noticc if I am unable
to keep my oryintnenL I agtee thqt ofter 2 EAILED
appoithnerrts, I taill PREPAy for fihtre oisits.

PHOTOGRAPHS, VIDEOS, IMAGES
I dcknou,Ied7e that photographs, t,ideos, and other imtjges, s ch as
x-rays, iD scons and othtt recor.ls fidy be created duing my
examination, treatment, and follou-up core. By signing belou, I gioe my
permission fot such items to be used Jot purposes of rcasearch, education,
ach)ertisement or publication. ldentifuing infonnation will be omitted. I
also underctand tlnt I hat'e a ight to reJuse to sigh this
dcknou,ledgefient.

Patient Name: 

- 

Relationship to Patient (if other than self): _
Responsible Party Signature: Oate:


