








Smile Analysis 
Your smile affects your self-image and can greatly influence the quality of your interactions 
with other. Many people hold back from laughing or smiling because they are uncomfortable 
with their smile. The following questions are designed to honestly appraise your smile. Go to 
a mirror, smile as wide as you can, and ask yourself the following questions:  

                                                             

Yes       No   Does this  
                     bother  you           
                                                                

Are any of your teeth yellow, stained or somewhat discolored?    O      O        O 

Would you like your teeth to be whiter?       O      O        O 

Do you have any gaps or spaces between your teeth?     O      O        O 

Are any of your teeth turned, crooked or uneven?                                                                        O       O       O     

Are you missing any of your teeth?          O       O       O 

Are the edges of any teeth worn down, chipped or uneven?    O       O       O 

Do you have any prior dental work that appears unnatural?    O       O       O 

Do you have any crowns or bridges that appear dark at the edge of your gums?  O       O       O 

Do you have any gray, black or silver fillings in your teeth?    O       O       O 

Are your gums red, sore, puffy, bleeding or receded?     O       O       O 

Does the appearance of your smile inhibit you from laughing or smiling?  O       O       O 

Are you self-conscious about your teeth or smile?     O       O       O 

Would you like to change anything about the appearance of your teeth or smile? O       O       O 

When being photographed, do you smile with your lips closed instead of                             O       O       O 

 flashing a full smile?          
 

 

If you answered YES to ANY of the questions above, there are often several alternatives to 
improve your teeth and smile. 



P:ease fiil out this form oNLY if YOu want to be contacted by
EmaiUText.

You have requested that our practice communicate with you electronically. By utilizing our
practice's electronic services, you agree that (Drs. Stukalin, P.A.) may send to you any of the
following that you identify as communication that can be sent through the Internet to an email
address you designate.

Consent and Acknowledgement
in the presence of my dentist or the dental practice's privacy official,

agree that the practice may electronically communicate with me at the following email address.

Patient's Date of Birth:

Your email address:

Additional persons authorized to receive information and their emait address:

I acknowledge that the practice may send the following to mv email, mv spouse or an assistant.
Check each that apply, and then provide your initials at the end of each item selected.

lnformation about my invoice or accounts payable. _(initials)
lnformation about a specific dental visit. _(initials)
Specify

Information about any dental visit.

Acknowledgement

(initials)

You must acknowledge each of the following before we can send communications electronically.

I am responsible for providing the dental practice any updates to my email address.

―――――――l Can withdraw my consent to electronic cornrnunications by ca‖ ing 972-490-4881

Patient's Signature Date



Dr. Janet E Stukalin, D.D.S. Financial Policy and Agreement 

 

 

Thank you for choosing D. Janet Stukalin as your dental health care provider.  The following is an explanation of our 
Financial Policy Agreement, which should be read and signed prior to your dental treatment. 

 

 

BROKEN OR MISSED APPOINTMENTS:  Appointments not kept or changed with less than forty-eight (48) business 
hours’ notice are considered broken.  Broken appointments prevent other patients from receiving the dental care they 
deserve.  We take them seriously, so please be considerate and inform us in advance if you need to change your 
appointment. We reserve the right to terminate professional treatment of any patient when scheduled appointments are 
repeatedly not kept, or ask for pre-payment of future appointments. 

 

 

PATIENTS WITH DENTAL INSURANCE:  Our office will be happy to fill out necessary paperwork to help get your 
reimbursement; however your dental plan is a contract between you and your plan provider.  We are not a party to that 
contract.  As a courtesy, we will submit claims to your dental plan.  In order to facilitate claims processing, you must 
provide all dental plan information and any changes to our office.  Your bill is your responsibility whether your dental 
plan pays or not.  At times, you may need to contact your dental plan regarding slow or non-payment of your claim(s). 

 

 

A pre-treatment estimate may be done to learn what your insurance company may pay.  Unfortunately, your insurance 
carrier will NOT guarantee any information given to us; therefore, we cannot guarantee what percentage of your treatment 
they will cover.  We do not base our diagnosis on what your insurance will, or will not cover.  Diagnosis of treatment is 
based on your dental health and what the teeth, bone, and/or gums are in need of, in a conservative approach.  The patient 
is ultimately responsible for all charges incurred with our office should your insurance carrier not pay for any reason.   
Fees given on any treatment proposal are valid for 6 months and subject to change after that period. 

 

 

Patient Signature _______________________________________________________   

Date __________________________________________________________________ 



Drsi Stuka:in,P.A.
5925 Forest Ln Ste 318
Da‖ as,コD《 75230

CONSENttFOR USE AND DISCLOSURE OF
HEALttH!NFORMA丁10N

Name・
Address:
Telephone H:

Additional person(s) authorized to release information to:

SECTION B: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry
out treatment, payment activities, and healthcare operations.

Notice ol Prlvacy Plactices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this
Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures
we may make of your protected health information, and of other important matters about your protected health information. A copy of
our Notice accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. lf we change our privacy
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your
protected health information that we maintiain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person: Shirlev F.

Telephonei 972-490-4881 Fex:972-490-'1270

Address: 5925 Forest Lane Suite 318 Dallas, TX 75230
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted
to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance
on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke
this Consent.

Print Name:
l, , have had full opportunity to read and consider the contents of this
Consent form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your
use and disclosure of my protected health information to carry out treatment, payment activities and heath care operations.

Signature: Date:
lfthis Consentis signed by a persona!representative on beha!f ofthe patient,complete the fo‖ owing:

Personal Representative's Name:

CW

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SiCN:T.
include compieted Consentin the patient's chart.


