






 

 

PATIENT APPOINTMENT AGREEMENT FOR PALMETTO SMILES OF CHARLESTON 

 

We make every effort to value your time and we schedule your appointment time just for you. 

We truly appreciate your courtesy of giving us 48 hours’ notice if you have a conflict with your appointment 

and need to schedule a different day or time.  We are committed to your oral health and keeping your 

scheduled appointments allows us to be partners in your dental care. 

We will not charge for your first missed appointment.  However, if you miss an appointment a second time 

you may be required to make a deposit when scheduling the next appointment and you will have a $50.00 no 

show/no call fee applied to your account.   If you keep the appointment the payment will be applied towards 

treatment.  However, if you fail to keep the appointment a second time, the payment will be applied towards 

lost production time. 

It is our philosophy to continue to put our patients first and to make your experience a positive one.  Thank 

you for allowing us to share our missed appointment policy with you and please let us know if you have any 

questions. 

 

Appointment Agreement 

o I acknowledge an appointment is a reservation 

o I agree to provide a minimum of 48 hours’ notice if I need to change my appointment for any 

reason.  There will be a charge of $50.00 if a 48-hour notice has not been given. 

 

_____________________________________ 

Patient Signature 

 

_____________________________________ 

Date 



PALMETTO SMILES OF CHARLESTON DENTAL HEALTH HISTORY 

 

LAST NAME: ___________________________________ FIRST NAME: _______________________ 

DATE OF BIRTH: ______________________ 

DO YOU HAVE ANY CONCERNS ABOUT PREVIOUS DENTAL CARE OR FOR THIS DENTAL VISIT? 

____________________________________________________________________________________________________________ 

ON A SCALE OF 1 TO 10 (10 BEING THE HIGHEST) HOW IMPORTANT IS IT FOR YOU TO KEEP YOUR TEETH THE REST OF YOUR LIFE? 

__________________ 

ARE YOU HAPPY WITH YOUR SMILE?   YES OR NO 

IF NO PLEASE EXPLAIN: ______________________________________________________________ 

DO YOU SNORE? YES OR NO 

DO YOU FEEL FATIGUED DURING THE DAY? YES OR NO 

DO YOU WAKE UP FEELING LIKE YOU HAVEN’T SLEPT?  YES OR NO 

HAVE YOU BEEN TOLD YOU STOP BREATHING AT NIGHT? YES OR NO  

DO YOU GASP FOR AIR OR CHOKE WHILE SLEEPING? YES OR NO 

DO YOU USE A CPAP MACHINE? YES OR NO 

DO YOUR GUMS BLEED?   YES OR NO 

ARE YOUR TEETH LOOSE?  YES OR NO 

HAVE YOU EVER BEEN TOLD THAT YOU HAVE BAD BREATH?  YES OR NO 

ARE YOUR TEETH SENSITVE TO:  SWEETS   COLD   HEAT   PRESSURE 

DO YOU LIKE THE COLOR OF YOUR TEETH?  YES OR NO 

DO YOU FEEL YOUR TEETH ARE STARTING TO GET LONGER?  YES OR NO 

DO YOU GET FOOD STUCK BETWEEN YOUR TEETH EASILY?  YES OR NO 

DO YOU EVER EXPERIENCE TOOTH PAIN THAT IS RELIEVED BY BITING DOWN ON THE AFFECTED AREA?  YES OR NO 

WHAT WOULD YOU CHANGE ABOUT THE CONDITION OF YOUR MOUTH?  ________________________________ 

I understand the need for these questions to be answered truthfully.  To the best of my knowledge, the answers that I have given 

are accurate.  I also understand that it is very important to report any changes or updates in my medical status.  I give permission to 

obtain from my physician any additional information regarding my medical history needed to provide me with the best treatment 

possible. 

Patient Signature: _____________________________________   Date: _______________________ 

Guardian Name: ______________________________ Guardian Signature: ________________________________ 
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