Admire Your Smile

Corey Mack, DDS
573-635-4852

As required by law, our office adheres to written policies and procedures to
protect the privacy of information about you. Your answers are for our records
only and will be kept confidential subject to applicable laws. This information is
vital to allow us to provide appropriate care for you. This office does not use this

information to discriminate.

Name: Last

First Ml

Preferred Name:

Address:

City: State:

Zip:

Home Phone:

Cell:

Email:

Date of Birth:

Sex: M F
Height: Weight:

SSN:

Emergency Contact:

Relationship:

Home Phone:

Cell:

Preferred Pharmacy:

Please list any medications:

Any changes in Medical Conditions?

Statement Delivery Method: Text

Signature:

or Mail:

Date:




Patients Name:

Date of Birth:
When was your last visit with a physician?

What is the reason for your visit?

How often do you see the dentist?

Have you recently been hospitalized?

When and Why:

Are you allergic to any medications:

Other allergies:

Medical Conditions (circle Yes or No)

High blood pressure  Yes or No Low blood pressure
Heart attack or stroke Yes or No Bleeding disorder
Diabetes Yes or No Cancer

Sleep apnea Yes or No Dry Mouth

Trouble swallowing Yes or No Drug/Alcohol abuse
Anemia Yes or No Osteoporosis

Arthritis Yes or No Seizures

Asthma Yes or No Sinus infections

Canker sores Yes or No Cold Sores

Kidney disease Yes or No Liver disease

Thyroid disorder Yes or No Migraines

Cerebral palsy Yes or No Hormone deficiency
Anxiety or depression Yes or No Pregnant or Nursing
Autoimmune disease Yes or No HIV/Aids

Hepatitis Yes or No Artificial joint

Tobacco Use Yes or No Head or neck injuries
Skin disorder Yes or No Alzheimer/memory loss
Artificial heart valve Yes or No Chemotherapy/Radiation

Stomach/Intestinal disorder Yes or No
Bone disorders/Bone loss Yes or No

Blood thinners
Teeth sensitivity

Surgery Yes or No Frequent Headaches
Bleeding gums Yes or No Speech Problems
Frequent sore throats  Yes or No Mouth Breathing

Neck or shoulder pain

Have you had previous orthodontic treatments or braces?
Would you consider your diet high in sweets/sugar?

Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No



Injury to your face, mouth, head or teeth? Yes or No

Pain, tenderness, or noise in the Jaw? Yes or No
Pain or discomfort from teeth or gums? Yes or No
How many times a day do you brush? Floss:

Do you need to pre medicate/take an antibiotic prior to dental appointments?

Have you ever taken oral or I.V. Bisphosphonate?

Do you have trouble getting numb?

Have you ever been treated for gum disease, or told you have lost bone around your
teeth?

Have you ever experienced gum recession?

Do you clench or grind your teeth together or make them sore?

Do you wear or have you ever worn a bite appliance?

Is there anything about your smile you want to change?




Admire Your Smile

Financial Policy

Thank you for choosing us as your dental provider. We are committed to providing you with the highest
quality dental care. The following is a statement of our financial Policy, which we require that you read,
agree to, and sign prior to any treatment. Please ask if you have any questions about our fees, Financial
Policy, or your responsibility upon arrival at your first appointment.

General

We must emphasize that as your dental care provider our relationship is with you, our patient, not with
your insurance company. Understand that regardless of your insurance status, you are responsible for
the balance due on your account. Your insurance policy is an agreement between you and your
insurance company; we state that all patients are responsible for all charges. We are happy to submit the
claims necessary to help you receive your full benefits of your coverage; however, we cannot guarantee
any estimates of coverage. We will do everything possible to see that you receive the full benefits of
your policy by electronically filing your claim the day of service. If payment is not received or your claim is
denied, you will be responsible for paying the full amount at that time. If you are paid by the insurance
company instead of our practice, you then become responsible for the total account balance and payment
would be expected immediately.

Rescheduling and Cancellations

Our team spends an extensive amount of time preparing for your visit. Broken and missed appointments

create scheduling problems for our team as well as other patients. If you must change your appointment,
uire 48 hour notice so we may make every effort to accommodate other patients. If proper notice

is not received, your account will accrue a $50.00 fee, which you are responsible for. If you are more

than 5 minutes late for your appointment you may be required to reschedule the appointment.

Delinquent Payments
Checks that are returned are subject to a $25.00 return check fee.

Refund Policy
You may discontinue treatment and request a refund at any time for treatment you did not receive. Please
contact our office if you wish to do so.

Medical Information
By signing this form you authorize and consent that Admire Your Smile has permission to share your
information with you and other providers who request your information via email or text messaging.

I have read and agree to the financial policy of Admire Your Smile:
Signature of Patient or Responsible Party:

Date:




