Smile Dentures

PATIENT INFORMATION
Patient Name: ______________________________________________ Date of Birth: ___/____/________ Sex: ____ 
Address: __________________________________________City: ____________________ State: ____ Zip: ________
Primary phone: ____________________________________Secondary Phone: ________________________________
Emergency contact name & number: __________________________________________________________________
Email: ___________________________________________________________________________________________
CONSENT FORM
I hereby consent to and authorize, Robert Beckner LD and/or Rebekah Connelly LD of Smile Dentures and whomever he/she may designate as his/her assistants, to perform upon me the following procedure: Consultation, Limited Exam, Repairs, and agreed upon treatment plan.
I acknowledge that no guarantees can be made to me concerning the results of the treatment/procedure.
You will have the opportunity to hear a proposed treatment plan, alternatives treatment plan (if needed), and an explanation of our procedures. Advised of advantages or disadvantages of treatment, and the consequences if treatment is withheld. Asking questions is encouraged.
Signature of Patient or Representative: ___________________________________________ Date: ____/____/_____

Printed Name: _________________________________________________________________________________ 

Relationship to Patient If not signed by the Patient: _____________________________________________________

24 HOUR CANCELATION POLICY 
If you need to cancel a scheduled appointment, we require a 24-hour notice. Arriving late 15 minutes or more to an appointment will result in being rescheduled and be considered a missed appointment. Multiple cancellations or more than 2 missed appointments with no calls, no shows will result in being asked to seek treatment elsewhere. Please arrive on time for your appointment to help ensure you and our other patients can be seen in a timely manner. 
WARRANTY AND REPAIR POLICY
We offer a 6 month warranty for any manufacturer errors. Warranty will be voided if self-repair, self-reline, or any super glue is used on an appliance, and an additional $40 fee will be added for material removal. Over the counter materials may also render your appliance non-repairable.
FINANCIAL POLICY	
We are committed to providing you with high quality care while making our financial policies clear and manageable:
· You are responsible for the balance on your account with us
· We accept cash, checks, and credit cards: Visa, MasterCard, Discover, and American Express
· We currently do not accept private insurance, but we can provide you paperwork that you can submit to your insurance for reimbursement of charges made by our office
I have read the above and understand Smile Dentures Office Policies
[bookmark: _Hlk182395097]Signature of Patient or Patient’s Representative: ____________________________________Date: ____/____/________

MEDICAL HISTORY
· Chronic medical conditions? (Specify below)							 Y___ N ___
· Hospitalizations or surgeries? (Specify below)							 Y___ N ___
· History of cancer? (Specify below) 								 Y___ N ___
· Taking any medications, prescription, over the counter, or supplements? (Specify below)  	 Y___ N ___
· Do you have any known allergies? (Specify below)						 Y___ N ___
· Have you ever had a reaction to anesthesia or local anesthetics? 				 Y___ N ___
· Do you have any blood disorders or clotting issues? 						 Y___ N ___
· History of heart attack, stroke, or other cardiovascular issues? (Specify below) 			 Y___ N ___
· Do you have any conditions that affect your bones? (Specify below) 			 	 Y___ N ___
· Do you have any conditions that affect your immune system? (e.g., HIV/AIDS) 			 Y___ N ___
· Have you had any major infections that could affect your oral health, like hepatitis or tuberculosis? Y___ N ___
· Have you worn dentures or partials before? 							 Y___ N ___
· Do you have a history of gum disease or frequent oral infections?			 	 Y___ N ___
· Do you experience pain, discomfort, or other issues in your mouth or jaw?			 Y___ N ___
· Do you have or have had any issues with your jaw, such as temporomandibular joint disorder?      Y___ N ___
· Do you grind or clench your teeth? 								 Y___ N ___
· Do you have muscle pain or tension in your jaw or face?				          	              Y___ N ___
· Do you drink? Y___ N ___ If yes, how much? ____________Weekly.
· Do you use tobacco/nicotine products? Y___ N ___ If yes, how much? ____________Daily.

Please specify any answers you marked yes to, that require further information, or list any other medical information that may be relevant that we have not listed or asked about above:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I acknowledge that I have been provided a copy of Smile Dentures, PLLC Notice of Privacy Practices, upon request, which has an effective date of November 30, 2014, and which describes how my health information may be used and disclosed. 
I understand that Smile Dentures PLLC has the right to change the Notice of Privacy Practices at any time, that I will be provided with a copy of any updated version, and that I may contact you at any time to request a current Notice of Privacy Practices. 


Signature of Patient or Patient’s Representative: _______________________________________Date: ____/____/_____
		 
Printed Name: ______________________________________________________ 




We reserve the right to refuse treatment to anyone for any reason. 
