
Smiley Family Dentistry
123 2nd St. SW Waverly, lowa 50677

We thank you for choosing our office. Please know that it is our goal to make your dental experience a
positive one. Please complete the information below in detail to help us get to know you better. Thank you

again for allowing us to serve your dental needs.

Patient lnformation
Patient Name:

Last First Ir/iddle lnitial Preferred Nickname
Mailing Address:

State zip
Email Address:

Cell Phone #:

Gender: Male Female Birth Date: Social Security Number:

Marital Status: Single Married Widowed Separated Divorced

Work Phone #
City Grade

lf under '18 print Parents/Guardians names:

Address City

Dental lnsurance
Primary Carrier
Subscriber/lvlember Name: Relationship to Patient:
Subscriber/Member # or SS #: Birth date of primary member: ___J _l_
Employer

Employer

lnsurance Authorization Statement
I hereby authorize payment directly to the dental office of the group insurance benefits otheMise payable to me. Our

dental office is only able to estimate the dental insurance payment. I understand that I am responsible for all costs

regardless of my insurance coverage. The information on this page is correct to the best of my knowledge.

Signature: Date:

Home Phone #:_

Best way to confirm appointments: Text _ Email _ Phone_
Preference to receive billing statements: Text _ Email _ Mail _

Employer:
lf student, name of School:

Emergency contact: Phone #:_
Whom may we thank for referring you to our office:

Secondary Carrier
Subscriberi Member Name: Relationship to Patient:

subscriber/Member # or ss #- Birth date of primary member: 

-,l-,l-



Smiley Family Dentistry
Medical History and lnformation

Youa answers are for our records and will be confidential

Patienl Name:

Name of Physician: Primary Pharmacy:

Are you currently under the care of a physician? Yes r No
Please explain if yes

Do you currently or have you ever had the following medical conditions?

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Abnormal/excessive bleeding
ADHD/ADD
Alzheimer's/Dementia
Anemia
Angina
Anxiety
Arthritis
Artificial Heart Valve
A,R.VD,
Autism or Asperger's
Asthma
Autoimmune disease
Behavioral/Mental Condition
Blood Disease
Blood Thinners
Blood Transfusion
Breathing problems/Respiratory disease
Cancer (type _)
Cardiovascular Disease
Congestive Heart Failure
Damaged Heart Valves
Decreased lmmunity-drug, disease,transplant

Heart Attack
Heart Murmur
Heart surgery
Hemophilia
Hepatitis
Jaundice or Liver disease
High Blood Pressure
High Choleslerol
lnfectious Diseases
Joint Replacement
Kidney problems
Leukemia
Lymes Disease
Mitral Valve Prolapse
MRSA
MS
Osteoporosis/Paget's Disease
Pacemaker
Parkinson's Disease
Pregnant- Due date:_
P re- l\,,led icatio n
Rheumatic fever
Rheumatic Heart Disease
Rheumatoid Arthritis
Severe headaches/Migraines
Sinus trouble
Sleep Apnea
Spleen removal
Stroke
Substance/Alcohol Abuse
Thyroid problems
TMJ Disorder
Tobacco use
Tuberculosis
Ulcers
Vision impaired

Depression
Diabetes
Down Syndrome
Drugs for Osteoporosis
Eating Disorder
Emphysema
Endocarditis
Epilepsy
Fainting spells or seizures
Fibromyalgia
G.E. Refl ux/persistent heartburn
Glaucoma
Gout
Hearing difflculties
Other Medical conditions? Explain

ALLERGIES:
Are you allergic to or do you suffer ill effects from any of the following?
D Penicillin tr Amoxicillin tr LaterRubber
tr Codeine or narcotics tr Aspirin tr lbuprofen
tr Antibiotics tr Other

tr Metals
tr Sulfa

MEDICATIONS: Please list any medications, including OTC, "natural", or supplement

Signature: Date:

Blrth date:



Dental Health and App€rance
What is your primary dental concern?

wlry dirl pu lea\r€ l,our previous dentist?

What did you fike m6t about )/our previous dentist?

What did )ou like lent about your previous dentst?

Do you teel n€nous about having dental treafnent?

Please rde ),our smile trom 1 to 10. (10 b€irE highest) _
ls there any{iing rcu would like to change about }rour smils?

Would you like whiter tEeth?

Pha mauer tha tollourlng3

-Y-6 l{o Do }rou teel pain to any of }our teeth? y6o llo Do }rou have frequert h€adaches?Y6 o Are lrour teeth sonsitiv€ to swe€t, hot or cold? yes llo oo io, get sinus pain or pressure?Yea o tue you aware of any broken teeth? y-es No o" ir, fur" popp,ng o, iicring in iaw joint
Is o Do l,ou haro anv sotes or lwnp6 in your rflouth? Yee No oo io, r,ti* i"i p"iiz 1pint, eir, siae 6r tay-* o Do your gums bleed whire brushingfiossing? y€e No oo vo, Jerrci o, grind }€ur t€€th?Y€a No Have you b€en teated ior'gum diiease"?- y-es No oinilrty in op"ning or crosing?
.Y-"8 xo Do lour gums teel swolbn or tender? v-ee t{o Have y6u rrJ any head, neci or iaw injurieI_"" No Haw lrou had any difrpuft e)Gactions before? yea No orncu'nv in ct ewingzy-* r. Do 1rcu nave any roose te.fi? y." r{o oo vou *e.ioent res or partiars?!6 No Do you u6e bbacco? yee No HaJe yor-f,Jlia""ZY€a l{o Do },ou have bad breafi, or a bad taste in your mouth?y.* No Have eithor of your parents lost their teethio gum disease or b€en treated for gum disease?Yes No Have you eyer rec€i\red oral h)rgiene instructi6ns regarcting the care of lrour idfr anO gumsf
How do ),ou feel about getting and maintaining a healthy mouth?_

Treatmerf Adhorlzation

I authorizo and giv€ consent to perform dental soMces agreed between doctor and patient and /or parent or guardian to benecessary or advisaHe incll}ding the use of local anes{hesia and other medication as indicatJ. i certify to tre above statemeregardirU my rEdical condition.

For tr'jrpose of teachirE, research and scienufic publication, the dentist may us photographs, radiographs, or other diagnosticmaterials. The identity of the patieflts will remain anonymous. The pauent may'rie" I.,is maeriJ-ny consent and retuse thisreguest.

Paymod lor aH trcatnrort and sorvic€s render€d are my ,€€pon3lHtlty,
Slgn tlero,

Palbnt/Parcnttcuardlan Signrtu,e
Date:

Approxirnate dab ot last dental vi$t: Were X-ra!/s taken? yee No
Narne of prevbus dentist: _ City/State:_



Please- be awate of our ofrEe policy regar-dirg financial responsibility of children of more than one family; The parent bringin(tE chiE €rd schedulirE appoinrnents will be responsible for chargis incuned. The parents will be res-ponsible for
communicadrg b each otfler regarding clsE and appointrnents.

Agreement to Pay

I agrae b FIBA CIAL RESPOllSlBlLlw icr my/my family's treatnent. ln the event a quotation of fees is not given to me b(f|e servft:es being perrorrBd, I shall ask for such a quotation or waive my right to later claim tre fees exceeded lfie value ol
seMces rendered.

ln th€ 6r€rt that payment for dental seMces is not made within ninety (90) days of the receipt of statement, then a seMce fe
1.5% per month (18"/. annuaHy) will be added to the past due balance. lf collection seMc€s or legal services are required to
obt$n paym€nt of the anpunt bilbd, I further agree to pay for all legal tees ard costs reasonable-incurred in connection with
there{vith. I may request a copy of this form.

Re$ndbhPaily $gnature: Date:

IF PANETT TS I'NDER 18

R€poftCble Party Stgmature: Date:
Relationship to Patient:

Addfess: .i.r, State zip
Telephone

Consent for Use and Disclosure of Health lnformation

TO THE PATETTT.PLEASE READ fiE FOLLOU}IG STATEUENTS CAREFULLY
PuProsE oF GortlsEl{T' By signing this form, you will consent to our use and disclosure of your protected healh informati(
carry out treatment, payrnent activities, and healthcare operations.

xoncE Of PRYACY PRACTICES: You have the right to read our Nouce of Privacy Policy practices betore you decide whe
to sign his cqtsent. ajr Notice yovides a description of our treatment, payment aitivities, ard healtrcare operations, of th€uses.and disclos{,res we rnay make of our protected health information, anoot otner important matters aoout your protected
healft hbmaton. A copy of our Notice accompanies this consent. we encourage l,ol to r;;d it caretully and clfnpbt€ly b,signir€ this Consent.

wb reserve ul€.rbht to charEe our privary practices as described.in our Notice of privacy practices. lf we cfiange our privac,ptastic€s' we will issue a revised Notice of Privacy Practices, which willcontain the chanies.-inose cnang"s riv 
"pdrb;;your protect€d health inhrmation that we maintain.

RreHT rO REud(E: You witl have the right to re\roke this cons€nt at any time by gMng us writEn notice of your revocation.
Please understard lhd revocation of this consent will rpt affect any action we toot<in ra-iance of this consert b€fore we r€cei
l,our revocauon, ard that we may declino to treat you or to continue treating lrou if you revoke this Consent.

Pemission b release infonnarion to person listed bero\w not riving in sam€ household;
Itarne & Adftces:

I have had full opportunity to read and consider the contents of the above Consent form, jrour Notice of privacry practbes, andyour 4reenr€nt b pay policy. I understand by signing this consent form, I am giving my consent b your use and disclosure oprot€cled lr€dh in$ormation to cary our trearnent and heatth care operations.

SIGT{ATURE: DATE
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Cancellation & No-Show Policy

Our goal at Smiley Family Dentistry is to provide quality dental care in a timely manner. We

appreciate you and understand time is valuable which is why we make every effort to keep you

from waiting. To respect the needs of all patients, we require a 24 hol'J/. cancellation notice.

Appointments are in high demand and your early cancellation will give another person the

opportunity to access timely dental care.

We allow for two late cancellations as a courtesy to our patients- A late cancellation occurs

when it is less than 24 hours notice. Appointments will not be rescteduled after two late

cancellations and the patient may be dismissed from our office. Habitual canceled/rescheduled

appointments may also result in being dismissed. A "no-show" appointment occurs when a

patient misses without notifying the office. The first no-show will be a waming and the

appointment may be rescheduled. lf a second no-show occurs the patient may be dismissed

from our office.

By signing below I certify that I have read and understand the terms and conditions of Smiley

Family Dentistry's Cancellation and No-Show Policy.

P alien+JP arenll Guardian Signature Date

Print Patient Name


