CONFIDENTIAL PERSONAL INFORMATION
Patient Name ________________________________________ Sex: M / F
Marital Status: S / M / D / W
Date of Birth: _______/__________/__________ Social security:___________/___________/____________
Address: ______________________________________________________________________________________________
Street
City
State
Zipcode
EMAIL: ____________________________________ How did you hear about us: □Yelp, □Postcard, □Friend
□ Other (ex: google search, walk-in) : ________________________
Home Phone: ________________________________________ Cell Phone: __________________________________
Occupation: ______________________________________
Person Responsible for account: ________________________________ Relationship to patient: ____________________
Personal to call in Emergency: ___________________Relationship:______________ Phone no.: ____________________

DENTAL INSURANCE INFORMATION
Insurance Name: __________________________ Group Number: _____________________ Employer: _________________
Subscriber Name: ____________________________________ Subscriber Date of Birth ________/_________/___________
Subscriber Soc. Sec.# _________________________________ Relationship to Subscriber: ____________________________
Do you have secondary insurance: Y / N if yes, please provide the following information below:
Insurance Name: __________________________ Group Number: _____________________ Employer: _________________
Subscriber Name: ____________________________________ Subscriber Date of Birth ________/_________/___________
Subscriber Soc. Sec.# _________________________________ Relationship to Subscriber: ____________________________
I certify that I have read and understand this form to the best of my knowledge. I have answered every question completely
and accurately. Further, I will not hold my dentist, or any other member of his/her staff responsible for any errors or
omissions that I may have made in the completion of this form. By providing my contact information, I consent to receive
communication via phone, text, and/or email regarding treatment, insurance, account, appointments, and special
promotions.
Patient Signature: ___________________________________Print Name: ______________________ Date: _____________
(If minor, guardian signature)
FINANCIAL POLICY
Our financial policy is intended to facilitate excellent service to you while minimizing our administrative costs. We are
committed to providing you with highest quality dental care and up-to-date information and educational tools.
Payment in full is due at the time we provide service. We accept most forms of payment. If you have dental insurance, as a
courtesy, we will process your insurance claims. You may direct your insurance company to pay your benefits directly to our
office by signing the below Assignment of Benefits Agreement. All charges you incur are ultimately your responsibility,
regardless of insurance coverage. We must emphasize that as your dental care provider, our relationship is with you –our
patient, not with your insurance company. Our office is not a party to that contract or to any possible restrictions.
Returned checks and balances older than 30 days may be subject to collection fees and finance charges at the rate of 2% per
month (29% annually). Any attorney’s fees, collection fees, or court costs that may be incurred to satisfy obligation is your
responsibility.
Any charges will be subject to our Refund Policy Agreement.
We also have a 48 hour cancellation policy. By not giving us 48 hour notice, we will charge $50 per appointment missed.
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ASSIGNMENT OF BENEFITS AGREEMENT
Our office will accept an assignment of benefits from your insurance company with the provisions listed below. It is
important to understand, though, that the agreement regarding your dental benefits is between you, your employer, and
your insurance company. The obligation you have with our practice is to pay for treatment, regardless of the amount that
may or may not be reimbursed by your insurance company. The following provisions identify our policies governing insurance
claims.
●

Although we are willing to complete insurance information forms and submit a claim on your behalf, we do not accept
responsibility for the outcome of the transaction. Completing insurance forms is a courtesy we extend to you in an effort
to save you time and to facilitate payment to our office from your insurance company. By having our office process your
insurance forms, it is important that you understand that this does not eliminate your financial obligation for your
treatment.
● We require you to sign this agreement and/or any other necessary assignment documents that may be required by your
insurance company. This instructs your insurance company to make payment directly to our office.
● We require you to pay the estimated copayment, which is the amount not covered by your insurance company, at the
time we provide service to you. The copayment is only an estimate of charges and may be found to be insufficient after
review by your insurance company.
● Insurance payments ordinarily are received within 30-60 days from the time of billing. If your insurance company has not
made payment to our office within 60 days, we will ask you to pay the entire balance at that time. You will be responsible
for seeking reimbursement from your insurance company at that time.
● Our office does not guarantee that your insurance company will pay for treatment you receive from our practice. We
perform routine insurance billing procedures upon verification of coverage. However, if your claim is denied, you will be
responsible for paying the full amount at that time.
● Our office will not enter into a dispute with your insurance company over any claim, although we will provide necessary
documentation your insurance company requests to sort out any confusion or questions that may arise. It is ultimately
your responsibility to resolve any type of dispute over payments made or not made by your insurance company.
If you have any questions regarding our Financial Policy or Assignment of Benefits, please ask. We are committed to
providing you with the most positive experience in dental care.
I HAVE READ AND ACCEPT TERMS AND CONDITIONS OF THIS FINANCIAL AND ASSIGNMENT OF BENEFITS AGREEMENT. I
AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO THE DOCTOR.

Signature of Patient/Responsibly Party________________________________________________ Date________________

Refund Policy Agreement
All charges and procedures completed will be deducted first before any refund is issued.
●

●
●
●

All charges to a third party company, (ie. Carecredit or Lending Club), will be subject to a 10% financing charge of the
total amount if a refund is requested after 10 business days. Any refunds requested for charges made on Carecredit
or Springstone before 10 days will be refunded 100%.
Any charges other than Carecredit or Springstone will be refunded 100% within 30 days. Any credits requested back
over 30 days will be charged a 15% financing charge of the total amount.
Any credits requested back over 90 days will be charged a 20% financing charge of the total amount, plus a one-time
processing fee of $35.00.
If you have any questions regarding our Refund Policy, please ask. We are committed to providing you with the most
positive experience in dental care.

I HAVE READ AND ACCEPT THE TERMS AND CONDITIONS OF THIS REFUND POLICY AGREEMENT.

Signature of Patient/Responsibly Party________________________________________________ Date________________
Patient Acknowledgement of Receipt of Notice of Privacy Practices
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I acknowledge that I have either received a copy or have been offered from Dr. Steve Kim's Office, a copy of the “Notice of
Privacy Practices” regarding the policies used in the dental practice to protect my private health information, as required by
the Health Insurance Portability and Accountability Act.
_____________________________________________ ________________________________ ______________________
Signature
Print Name
Date

Patient Acknowledgement of Receipt of Dental Materials Fact Sheet
I acknowledge that I have either received or have been offered from Dr. Steve Kim's Office, a copy of the “Dental Materials
Fact Sheet,” regarding the dental restorative materials that might be used in their treatment, as required by the Dental Board
of California.
_____________________________________________ ________________________________ ______________________
Signature
Print Name
Date

GENERAL DENTISTRY INFORMED CONSENT (cont. pg. 4)
I understand that this general consent is only an estimate and subject to modification depending on unforeseen or
undiagnosed circumstances that may arise during the course of treatment. I understand that not all these treatments may
be necessary for me and that additional consent forms will be required for any extractions, root canals, and implants.
Initials
___________DIAGNOSTIC / PREVENTATIVE CARE
I understand that the initial visit may require radiographs in order to complete the examination, diagnosis, and treatment
plan. I allow the dentist/assistant to perform any exam, x-rays, as well as perform a prophylaxis if necessary.
___________DRUGS, MEDICATION, AND SEDATION
I have been informed and understand that antibiotic, analgesics, and other medications can cause allergic reactions causing
redness, swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction). They may cause
drowsiness and lack of awareness and coordination, which can be increased by the use of alcohol or other drugs.
___________CHANGE OF TREATMENT
I understand that during treatment, it may be necessary to change or add procedures because of conditions found while
working on teeth that were not discovered during examination and/or arise after treatment, the most common being root
canal therapy following routine restorative procedures and crown/bridges/veneer procedures.
___________FILLINGS
If I get fillings, I understand that care must be exercised in chewing on filling during the first 24 hours to avoid breakage, and
tooth sensitivity is common after-effect of a newly placed filling.
___________CROWNS, BRIDGES, VENEERS AND BONDING
If I need any prosthodontic work, I understand that sometimes it is not possible to match the color of natural teeth exactly
with artificial teeth. I further understand that I may be wearing temporary crowns, which may come off easily and that I must
be careful to ensure that they are kept on until the permanent crowns are delivered. It has been explained to me that, in
very few cases, cosmetic procedures may result in the need for future root canal treatment, which cannot always be
predicted or anticipated. I understand that cosmetic procedures may affect tooth surfaces and may require modification of
daily cleaning procedures. I realize that final opportunity to make changes in my new crown, bridge, or cap will be before the
lab receives the prep. It is also my responsibility to return for permanent cementation within 20 business days from the
tooth preparation. Excessive delays may allow for tooth movement. This may necessitate a remake, I understand there will
be additional charges for the remake due to my delaying permanent cementation.
___________DENTURES – COMPLETE OR PARTIAL
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If I need dentures, I realize that full or partial dentures are artificial, constructed of plastic, metal and or porcelain. The
problems of wearing those appliances have been explained to me including looseness, soreness, possible breakage, altered
speech, and difficulty eating. I realize the final opportunity to make changes in my new denture (including shape, fit, size,
placement, and color) will be “teeth-in & wax try-in" visits. I understand that most dentures require relining approximately
three to twelve months after initial placement. The cost for this procedure is not the initial denture fee. Immediate dentures
may require considerable adjusting and several relines. A permanent reline will be needed later and is not included in the
denture fee.
I understand that failure to keep my delivery appointment may result in ill-fitting dentures/partials (past 30 days), which will
result in additional charges. Damage due to dropping or subjecting dentures to excessive temperatures will not be Dr. Steve
Kim’s responsibility.
___________PERIODONTAL TREATMENT
If I require periodontal treatment, I understand that I have a serious condition causing gum inflammation and/or bone loss
and that it can lead to the loss of my teeth. Alternative treatment plans have been explained to me, including non-surgical
cleaning, gum surgery and/or extractions. I understand the success of a treatment depends in part on my efforts to brush
and floss daily, receive regular cleaning as directed, following a healthy diet, avoid tobacco products and follow other
recommendations. I understand that undertaking any other dental procedures may have a future adverse effect on my
periodontal conditions.
___________REMOVAL OF TEETH (EXTRACTION) – **A separate consent form exists if & when I need extraction(s)
If I need extractions, I understand all the risks and outcomes of removing any teeth. I understand I may need further
treatment by a specialist or even hospitalization if complications arise during or following an extraction treatment, the cost
of which is my responsibility.
___________ENDODONTIC TREATMENT (ROOT CANAL) / PULP TREATMENT (Primary Teeth)**A separate consent form exists if & when I need any RCT(s)
If I need a root canal, I realize there is no guarantee that root canal treatment will save my tooth and those
●
complications can occur from the treatment and that occasionally metal objects are cemented in the tooth, or extend
through the root, which does not necessarily affect the success of the treatment. I understand that occasionally additional
surgical procedures may be necessary following root canal treatment (apicoectomy). I understand that the tooth may be lost
in spite of all efforts to save it. I am responsible for all fees regardless of the outcome.
If a pulp treatment is necessary, I understand that there is no guarantee to pulp treatment, and that complications
●
such as pain, swelling can occur and at times teeth may need to be extracted.

CONSENT: I understand that dentistry is not an exact science. I acknowledge that no guarantee or assurance has been made
by anyone regarding the dental treatments as explained to me. I hereby authorize Dr. Steve S. Kim to proceed with and
perform the dental treatments as explained to me. I understand that the treatment planned is an estimate and subject to
modification depending on unforeseen or diagnosable circumstances that may arise during the course of treatment.

_____________________________________________ ________________________________ ______________________
Patient Signature
Print Name
Date
_____________________________________________ ________________________________
Witness Signature
Date
_____________________________________________ ________________________________
Doctor Signature
Date

CONFIDENTIAL HEALTH HISTORY
I. Circle the Appropriate Answer
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1. YES NO
2. YES NO
3. YES NO
4. YES NO
5. YES NO
6. YES NO

Is your general health good? If NO, explain: ___________________________________________________
Has there been any major changes in your health within the last year? (Emergency room, serious illness, etc)
If YES, explain: ___________________________________________________________________________
Are you being treated by a physician now? If YES, explain: ________________________________________
Date of last medical exam? ____________________Reason for exam _______________________________
Are you in pain now? If YES, explain __________________________________________________________
Have you been pre-medicated for dental treatment? If YES, why___________________________________
Is there any issue or condition that you would like to discuss with the dentist in private?

WOMEN ONLY:
7. YES NO
Are you pregnant? If YES, how far along are you? ________________months
8. YES NO
Are you nursing?
II. Have you had or do you have any of the following?
YES
NO
Heart Disease / Pacemaker
YES
NO
AIDS/HIV
YES
NO
Diabetes
YES
NO
Hospitalization / Surgeries
YES
NO
Thyroid disease
YES
NO
Seizures
YES
NO
High Blood Pressure
YES
NO
Tumors or Cancer
YES
NO
Tuberculosis
YES
NO
Heart Attack
YES
NO
Skin Disease
YES
NO
Stroke
YES
NO
Osteoporosis
YES
NO
Hepatitis B/C
If yes, what medication are you taking:___________________________________________
Do you have or have you had any other disease or medical problems NOT listed on this form? _________________________
If you have answered 'YES' to any question, please specify: ____________________________________________________
III. Are you Allergic to or have you had a reaction to any of the following?
YES
NO
Aspirin
YES
NO
Tetracycline
YES
NO
Nitrous Oxide
YES
NO
Codine
YES
NO
Penicillin
YES
NO
Erythromycin
YES
NO
Latex
YES
NO
Demerol

YES
YES
YES
YES

NO
NO
NO
NO

Vicodin
Percodan
Local Anesthetic
Other: __________

IV. Are you taking or have you taken any of the following in the last three months?
YES
NO
Controlled substances(drugs) YES
NO
Alcoholic Beverage
YES
NO
Antibiotics
YES
NO
Tobacco(smoking, snuff,chew,bids)
YES
NO
Blood Thinners
YES
NO
Over the counter drugs (Tylenol, Advil, Motrin)
Please list all medications and supplements that you are currently taking: _________________________________________
The practice of dentistry involves treatment of the whole person. If the dentist determines that there may be a potentially
medically-compromised situation, medical consultation may be needed prior to commencement of dental treatment.
Physician’s Name: __________________________________________

Phone number: ____________________________

I authorize the dentist to contact my physician. Signature: _________________________________________________

I certify that I have read and understand this form to the best of my knowledge. I have answered every question completely
and accurately. I will inform my dentist of any change in my health and/or medication. Further, I will not hold my dentist, or
any other member of his/her staff responsible for any errors or omissions that I may have made in the completion of this
form.
Patient Signature: ___________________________________Print Name: ______________________ Date: _____________
(If minor, guardian signature)
Dentist Signature: ____________________________________ Date: ____________

Page 5/5

