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MEDICAL HISTORY

Since the cause of periodontal diseace is & combination of many factors and very complex, it is necessary 10 determine all possible cavsative
factors, The success of the treatment depends upon this. Although many of these questions may scem 10 have nothing to do with yous gum
condition, they are all related to possible contributing influences, in addition o avoiding any unnecessary complications during treatment
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How Can We Reach You?

Your dentist and other staff members will at times need to contact vou. By filling out the
information below, we will be better able to serve vou.

Name of Patient Date of Birth

Home / Evening Phone #
Work / Daytime Phone #
Cell / Other Phone #

Smile Solutions Dental Center; In order to protect your privacy, we have developed a
policy on leaving or discussing any kind of medical information.

- We will NOT leave messages with anyone except the patient or legal guardian
- We will NOT leave any information on an answer machine.
- We will NOT leave any messages on a voice matl.

UNLESS

WE HAVE YOUR WRITTEN PERMISSION TO DO SO

Please read below and carefully consider whom vou want to have access to your
medical / dental information.

L give Smule Solutions Dental Center my pernussion to leave a
phone message regarding my medical/dental care, account information, appointment reminder or
discuss my medical / dental 1ssues with the following. I fully understand that this consent will
remain until revoked in writing.

My home answering machine / voice mail Imitials
My Cell phone mail Inifials
My Office / work voice mail Tnitials
My Spouse / significant other (name) Initials
My Fanuly Members Initials
Emergency contact/phone number Initials
Relationship Initials

[ acknowledge I completed this form and have received a copy of the Smule Solutions Dental Center’s
Notice of Privacy Practices.

SIGNATURE DATE



SMILE SOLUTIONS DENTAL CENTER
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