
PATIENT 
QUE STIONAIRE

 

1301 FM 2218, Suite 500B
Richmond, TX 77469

PHONE: (281) 239-3900
FAX: (281) 239-3848

 Please help us provide you the best possible care by filling out this information to the best of your ability.  (PLEASE PRINT)

Patient Information
Name: _____________________________ _____________________________ ___________     E-Mail: ______________________

Last Name First Name M.I
Home Address: ____________________________  Apt: _______  City: __________________  State: __________ Zip Code: ___________
Home Phone: _____________________ Cell Phone: ______________________ Business Phone: _____________________
Date of Birth: ____/_____/____ Sex:  M  /  F     SSN: ______-____-______   Drivers License: #_______________ State: ____
Employer: ___________________________  Empl. Address: ______________________  City: ______________ State: ____  Zip: ________
Emergency Contact: Name: _________________________________  Phone: ____________________

Responsible Party (Primary Insurance/Parent)                                                                                                                                                            
Last Name: ________________________ First Name: ______________________ MI: ____   Relationship: __________________________
Home Address: ____________________________  Apt: _______  City: __________________  State: __________ Zip Code: ___________
Home Phone: _____________________ Business Phone: _____________________  E-Mail: __________________________
SSN: ______-____-______       Drv Lic: ______________ State: ____    Employer: ___________________________
Employment Addr: _____________________________ City: __________________ State: _____ Zip: __________
Medical History
♦ General Health:    Excellent  Good  Fair  Poor
♦ Blood Pressure:  Normal High    Low
♦  Allergies:  Penicillin  Codein  Novacain  Other_________________

Taking Medications?         Yes     No      If yes, How long__________
(Female) Pregnant?            Yes    No      Months: ________
Take Birth Control Pills?    Yes   No
Have Night Sweats?           Yes    No
Subject to Prolonged Bleeding?           Yes     No
Anything in your medical history that we should be aware of?  If yes, what?

Are you Taking Bisphosphonates     Yes  No
(such as Zometa, Aredia, Boniva, Fosamax, Actonel, Didronel, Skelid...)

Have you had or ever been treated for:
♦ Hepatitis A or B
♦ Epilepsy / Convulsions
♦ Kidney Problems
♦ Diabetes
♦ Heart Trouble/Heart Murmur
♦ Artificial Joint
♦ Tuberculosis
♦ Alcoholism
♦ Venereal Disease
♦ Rheumatic Fever
♦ Are you HIV+ ?
♦ Others Not Listed __________________

_____________________

Yes No

Name and address of physician: _______________________________________________________________________________________
Are you currently under his treatment?   Yes ____     No _____ Last Medical Exam: __________
Dental History:  When was your last dental visit? _______________________                    Pharmacy Phone Number: ___________________
What is the reason for your visit? ______________________________________________________________________________________
Do your teeth ache?  Yes_____ No_____   If yes, where?  Upper:___ Lower:___Left:___Right:___  How long? ______________
Have you had an oral exam in the last six (6) months?  Yes:____   No:____
Have you had a full mouth X-Ray in the last six (6) months?   Yes:____ No:____
Have you had your teeth cleaned in the last six (6) months?    Yes:____ No:____
Have you ever had any serious problems associated with dental treatment?   Yes:____ No:____  If yes, explain:________________________ 
_________________________________________________________________________________________________________________
How did you find us? _______________________________________________________________________________________________
Note: If we are not in your plan, it may be necessary for you to pay and enter a claim. SmileSmart will not disclose your personal information except as required by law, and in  
the normal course of providing you quality healthcare, and in the process of submitting, defending, or appealing  payment claims.

I verify that the above information is correct and agree to pay in full prior to leaving the clinic, or incur a charge of 1.5% per month or 18% interest per year on any of my 
charges that are not paid within 30 days from the date of treatment. If a claim is sent to a collection agency, a $50 collection charge will be applied.  I understand that it is  
my right to receive a copy of my records with written notice, and that a reasonable copying fee will be charged for the copying of these documents.
Signature of patient or legal guardian if patient is a minor (ages 1-18).  I understand that all insurance claims are estimates only, and that I am responsible for any portion 
of the claim that may be refused by the insurance company for any reason.  Additional collection fees may apply, depending on collection agency charges.

Signature: _________________________________________________________________   Date: _________________
MEDICAL HISTORY UPDATE DATE PATIENT SIGNATURE DOCTOR SIGNATURE



PAR E NTAL 
CO N S E NT  FOR M

 

1301 FM 2218, Suite 500B
Richmond, TX 77469

PHONE: (281) 239-3900
FAX: (281) 239-3848

PARENTAL CONSENT 
(For Children under the age of 18 years)

I, ____________________________________________________________________
    (Parent or Guardian)

Hereby give my consent for _______________________________________________

to have his/her dental treatment completed.  I fully understand the work being done 
and the total cost of treatment.  I also understand that I will be notified if any further 
treatment is indicated, and I agree to be responsible for the charges.  I also agree that 
I understand that the parent/legal guardian (proof must be supplied) must remain in 
the office while exams and/or treatment is being performed.

____________________________________________________________________
(Signature of Parent or Guardian) (Date)



FINAN CIAL 
POLIC Y

 

1301 FM 2218, Suite 500B
Richmond, TX 77469

PHONE: (281) 239-3900
FAX: (281) 239-3848

FINANCIAL POLICY
Thank You for choosing SMILESMART as your dental provider.  We are committed to quality Dental Care and we 
want you to fully understand our financial policy prior to treatment.
Full payment of all charges is due at time of service, unless arrangements has been made

− We accept most insurance benefits.  YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU 
AND YOUR INSURANCE COMPANY.  WE HAVE NO CONTROL OVER THEIR DECISIONS 
AND PAYMENT OF YOUR TREATMENT.

− We will attempt to verify your insurance coverage and estimated your deductibles and co-payment due at time of service.  Your 
insurance company will not guarantee payment over the telephone. Exact payment will be known after they respond to the claim.

− We accept assignment of insurance benefits after verification of coverage for insurance payment to us.    
−
− PLEASE BE AWARE THAT YOU ARE RESPONSIBLE FOR PAYMENT OF YOUR BILL 

REGARDLESS OF WHAT YOUR INSURANCE DECIDES TO PAY.  
− If the claim checks are sent to you, you are responsible to bring the checks to our office.
− Once Insurance payment is received on your claim, we will bill you for any balance remaining in your 

account that is not paid by your insurance.  

We will need payment on your account within 45 days.  Payment by check, credit card, cash or  payment plan is 
accepted.  There will be $25 charge for bounced check.

DELINQUENT ACCOUNTS (45 days or older) ARE SUBJECT TO REASONABLE SERVICE CHARGE 
AND/OR LEGAL INTEREST RATES

Please be advised that Outstanding account will be turn over to a Collection Agency. You will be responsible for 
payment of any collection costs and/or attorney fees, in addition to the balance owed.  Any account that 
undergoes collect agency or attorney procedures forfeits any past special fees and/ or discounts, writeoffs.  Any 
special fees,discounts,writeoff will be reversed and you will be responsible for payment of  our standard fees for 
procedures at time of service. 

When a dental appointment is made, the time is specifically reserved for you, please show up.
Missed appointments without 48 hours notification in advance is subject to $25 charge.

I have read and understand the above financial Policy.  By signing below, I acknowledge responsibility and agree to 
the terms as written above.

_____________________________ _____________________________     _______________
Signature of Responsible Party Print Name of Responsible Party Date

Patient Name:_____________________



HIPA A P R IVA C Y  
AC K NOWLEDEG M E NT

 

1301 FM 2218, Suite 500B
Richmond, TX 77469

PHONE: (281) 239-3900
FAX: (281) 239-3848

Patient's Name Parent/Guardian Name (For minors) Date

PLEASE INITIAL INDICATED  PARAGRAPHS AFTER READING. IF YOU HAVE ANY QUESTIONS, PLEASE ASK A STAFF 
MEMBER BEFORE INITIALING.  PLEASE ASK FOR A COPY OF THE PRIVACY NOTICE IF YOU DO NOT ALREADY HAVE IT.

______  RECEIPT OF PRIVACY DOCUMENTS
I have received a copy of this office's Notice of Privacy Practices, and have the right to read this Notice prior to signing this 
consent.  The notice provides a description of treatment, payment activities, and heatlthcare operations in which uses and 
disclosures of patients private healthcare data may be used.  

PURPOSE OF CONSENT
By signing this form I consent to the use and disclosure of my protected health information to carry out treatment, 
payment, activities, and healthcare operations per the indicated Notice of Privacy Practices.
CLINIC RIGHT TO CHANGE NOTICE
I understand that SmileSmart Dental reserves the right to change their privacy practices as described in the Notice.  If changed, 
we will issue a revised Notice, and these changes will apply to any of your protected health information that we maintain.

RIGHT TO RECEIVE PRIVACY NOTICE 
You have the right to receive a copy of our Privacy Notice, and this consent form, by contacting SmileSmart Dental:
CONTACT: Office Administrator or Dr. Reid    Phone: (281) 239-3900   E-Mail:  clinic@smilesmart.com  
ADDRESS: 1301 FM 2218, Suite 500B / Richmond, TX 77469

RIGHT TO REVOKE
I understand that I have the right to revoke this Consent at any time by giving written notice of revocation and submitting it to 
the contact person indicated above.  I understand that revocation of this Consent will not affect any action taken based on this 
consent prior to revocation.  I understand revocation may take 2-4 wks to take effect, and SmileSmart may decline to continue 
treating me if Consent is revoked.

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

 

Patient's Signature Date Legal Guardian's Signature (if Minor) Date

Witness' Signature Date Doctor's Signature Date

*** FOR OFFICE USE ONLY ***
Please do not write below this line

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy, but acknowledgement could not be obtained because:
 Individual refused to sign  Communications barrier prohibited obtaining acknowledgement
 An emergency situation prevented us from obtaining acknowledgement
Other: ______________________________________________________________________________________________

___________________________________________________________________
___________________________________________________________________

Signature:__________________________________ DATE: ____________________

mailto:clinic@smilesmart.com

