Smile Dentures
PATIENT INFORMATION
Patient Name: ______________________________________________ Date of Birth: _________ Sex: ____ Age: _____ 
Address: __________________________________________City: ____________________ State: ____ Zip:__________
Primary phone: ____________________________________Secondary Phone: _________________________________
Emergency contact name & number: ___________________________________________________________________
CONSENT FORM
I hereby consent to and authorize, Robert Beckner 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 have been 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 continued treatment, and the consequences if treatment is withheld. Asking questions is encouraged.
Patient or Guardian’s Signature: X______________________________________________Date___________________
24 HOUR CANCELATION POLICY
If you need to cancel a scheduled appointment, we require a 24-hour notice. We do understand that emergencies occur, and this may not always be possible. Arriving late 15 minutes or more to an appointment will result in being rescheduled and will be considered a missed appointment. Multiple cancellations and more than 2 missed appointments with no calls or 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. 
FINANCIAL POLICY	
To avoid misunderstandings, it is important that a financial policy is established. To assist our patients, we offer the following methods for taking care of their account at our office:
· We always accept cash
· We accept credit cards: Visa, MasterCard, Discover, and American Express
· You are responsible for the balance on your account with us
· 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
· We cannot accept care credit
· All balances are due the day of delivery
I have read the above and understand Smile Dentures Office Policies
Patient Name (Printed) _________________________________________________________     
Patient Signature ______________________________________________________________
Date ______________________________



MEDICAL HISTORY
HEART PROBLEMS   Y   N                               BLOOD PROBLEMS   Y   N	                  ALLERGIES   Y   N
INTESTINAL PROBLEMS   Y   N	           BONE/JOINT PROBLEMS   Y   N                  DIABETES   Y   N
RESPIRATORY DISEASE   Y   N	           HEPATITIS   Y   N		                  HERPES/STD   Y   N
HIV-POSITIVE/AIDS   Y   N	                        GLAUCOMA   Y   N		                  EPILEPSY   Y   N
HYPOGLYCEMIA   Y   N 		           HYPERGLYCEMIA  Y  N	 	                  PACE MAKER  Y N  
If needed, please specify ___________________________________________________________________________
Please list any disease, condition, or problem not listed that we should be aware of: _____________________________
________________________________________________________________________________________________
Any surgeries in the past 5 years: _____________________________________________________________________
DO YOU DRINK?   Y   N         IF SO, HOW MUCH? _________________________________
DO YOU SMOKE AND/OR USE OTHER NICOTINE PRODUCTS?   Y   N      IF SO, HOW MUCH? __________________________

MEDICATION LIST: ________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

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, which has an effective date of November 30, 2014 and which describes how my health information may be used and disclosed. 

I understand that you have the right to change the Notice of Privacy Practices at any time, that I will be provided a copy of any updated version, and that I may contact you at any time to request a current Notice of Privacy Practices. 

My signature below acknowledges that I have been provided with a copy of the Notice of Privacy Practices.

In addition to the allowable disclosures described in the Notice of Privacy Practices, I hereby specifically authorize disclosure of my protected health care information to the persons indicated below:


Any member of immediate family   Y  N  ________________________________________________________________

Spouse only and Name of spouse  Y  N  ________________________________________________________________

Other  Y  N  (Please Specify)__________________________________________________________________________ 




Signature of Patient or Patient’s Representative:____________________________________________Date:__________
		 
Printed Name: ______________________________________________________ 

(Relationship to Patient If not signed by the Patient):_______________________________________________________ 
