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SMILES FOR LIFE

FAMILY DENTISTRY
\VAV 4



MEDICAL HISTORY

              NAME: ______________________________________________________________________________________________
              ADDRESS: ___________________________________________________________________________________________
Cell #: ___________________ Home #: ____________________ EMAIL ADDRESS: _______________________________
WHAT KIND OF REMINDERS DO YOU PREFER?   TEXT  –  EMAIL  –  PHONE
CURRENT OCCUPATION & EMPLOYER: _________________________________________________________________

      Please check any of the following conditions that apply to you:
· ADD / ADHD

· Alcoholism

· Anemia
· Anxiety

· Arthritis

· Artificial Heart Valve

· Asthma

· Back Pain

· Cancer: ______________
· Clotting Disorder

· Depression

· Diabetes

· Dry Mouth

· Drug Addiction

· Eating Disorders

· Fainting
· Heart Conditions

· Heart Surgery

· Hepatitis B / C
· High Cholesterol

· High Blood Pressure

· HIV Positive/AIDS
· Jaw Pain

· Joint Replacement:

_______________

· Kidney Disease

· Liver Disease

· Migraines

· Mitral Valve Prolapse

· Neurological Disorder

· Pacemaker

· Pregnant – Due Date: ____________
· Radiation History
· Seizures

· Sinus Disorders

· Sleep Apnea

· Stomach Disorders
· Stroke

· Teeth Clenching

· Teeth Grinding

· Tooth Pain

· Thyroid Disorder
· Tuberculosis

· Other: __________________________________
_________________
​​​​​​​​​​​​​​​​​​​​​​​

 Do you have any of the following allergies?         
           LIST ANY CURRENT MEDICATIONS BELOW:
	Medication:
___________________

___________________

___________________

___________________

___________________

___________________

___________________


	Reason:
___________________

___________________

___________________

___________________

___________________

___________________

___________________




· Aspirin

· Codeine

· Hydrocodone

· Ibuprofen

· Latex

· Nitrous Oxide

· Penicillins
· Sulfa

· Triazolam

· Valium
· Other: ___________________ _________________________
  Do you smoke or chew tobacco?     YES     /     NO
How much? ______________________     For how long? ______________________


CANCELLATION POLICY


We ask that you kindly and considerately provide us with at least 24 hours of notice prior to your scheduled appointment time in order to re-schedule. A phone call or text during business hours is the only acceptable method. After-hours voicemails will not be accepted.


At Smiles for Life Family Dentistry, we value your time and realize how important that time is. When you schedule an appointment with us, that time is reserved specifically for you and the rest of the schedule is altered to accommodate your needs. We try our very hardest to be punctual and to not have you waiting past your scheduled appointment time.  


We realize that sometimes emergencies arise. However, if you do not show up to your scheduled appointment, or cancel without sufficient notice, that leaves an unusable gap in our schedule which could have been filled by someone needing our care. The time of the Dentist, the Hygienist and the Team are very valuable as well and not providing us with adequate notice doesn’t allow us the opportunity to care for another patient nor allow us to recover the lost revenue from the missed appointment. Based upon these facts, and at our discretion, your account may be charged a fee between $25-$200 per occurrence depending on how many hours you were scheduled for. For longer appointments, a non-refundable deposit may be required to secure a position in the schedule.


If a Saturday or another off-day appointment is scheduled, there will be a $50 refundable deposit to hold a hygiene appointment and a 100% NON-refundable deposit for any treatment.


We thank you for your consideration and appreciate your mutual respect.

Sincerely,

Smiles for Life Family Dentistry and its patient families

Patient Signature (or Guardian): _______________________________ Date: _______________


ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES

You May Refuse to Sign This Acknowledgement

             I, ______________________________, have received a copy of this office’s Notice of

 Privacy Practices.

________________________________________

(Please Print Name)

________________________________________

(Signature)

_________________________________________

(Date)

FOR OFFICE USE ONLY

We attempted to obtain written Acknowledgement of Receipt of Notice of Privacy Practices, but acknowledgement could not be obtained because:



Individual refused to sign (


Communications barriers prohibited obtaining the acknowledgement (


An emergency situation prevented us from obtaining acknowledgement (


Other (Please Specify) _____________________________________________________

________________________________________________________________________

_______________________________                 ________________________________

Employee Name




Office Name

_______________________________                 ________________________________

Employee Signature




Date


              Patient Signature (Guardian, if child): _________________________________________Date: _____________________ 


Dentist Signature: _________________________________________________________
Smiles for Life Family Dentistry www.lvsmilesforlife.com 8930 W. Sunset Rd. Ste. 190 Las Vegas, NV 89148 (702)795-2273

