






SMILE QUESTIONNAIRE 

1. HOV,' HIGH ON YOUR LIST OF PRJORITIES IS YOUR DENT AL CARE?
HIGH MEDIUM LOW 

2. IS YOUR MAIN REASON FOR C01\1ING TO THE DENTIST ....... .. 
HYGIENE COSMETIC TOOTHACHE 

3. DO YOU LIKE THE APPEARANCE OF YOUR TEETH, YOUR SJ\1ILE?
YES NO IF NOT, PLEASE EXPLAIN _________ _ 

4. DOYOULIKETHE COLOR OFYOUR TEETH? YES NO

IF NOT, PLEASE EXPLAIN ___________________ _

5. DO YOU LIKE THE SHAPE OF YOUR TEETH? YES NO

PLEASE EXPLAIN _______________________ _

6. DOYOU HAVE SPACES THATYOU DONOTLIKE? YES NO 

PLEASE EXPLAIN
------------------------

7. ARE THERE OLD FILLINGS OR DENTAL WORK THAT YOU DO NOT LIKE?
YES NO PLEASE EXPLAIN _____________ _ 

8. IS THERE ANYTHING SPECIFIC YOU WOULD LIKE TO CHANGE IN THE

A PPEARANCE OF YOUR TEETH? _________________ _

9. HOW WOULD YOU LIKE YOUR TEETH TO LOOK? _________ _

10. HOV,' COMFORTABLE ARE YOU COMING TO THE DENTIST?
SCALE 1 TO 10



Hilton Head Dental Dr Daniel P Lawless 222 Pembroke Dr., Ste 102 HHI, SC 29926 843-681-6200 

PAYMENT POLICY 
• As a courtesy, we will file in-network insurance claims, therefore we will request a copy of your insurance card at the time of each 

visit.
• Patients are responsible for any deductible, co-payment, or charges not reimbursed or allowed by insurance. 
• If the patient is a minor (18 years or younger), the parent or guardian is responsible for payment of the account, in accordance with 

the outlined policy above. 
• You will receive statements. Any account not paid in full within 45 days, will be considered past due and will be subject to 8% 

interest charges, added every 45 days. If past due accounts are not paid, they will be subject to court, or collections, where there 
will be additional fees, such as administration, court fees, collection fees and you will be responsible for all Hilton Head Dental 
attorney fees. 

• You will be required to either maintain a credit or have a credit card on file with us. For insured patients, your credit card will be 
charged once your EOB arrives and there is a balance. 

• Please be aware we will add a $100 fee for returned checks. 
• Patients having dental insurance will be expected to contact their insurance carrier if there is a delay in payment. Please 

understand that insurance is a contract between you and your carrier, therefore, you are responsible for your bill.
• If you have difficulty paying your account, please contact our billing department. 
• Credit Card payments made over the phone are subject to a 5% processing fee and if a signature is required on the merchant 

receipt, the below signature signifies you agree to pay the total amount in accordance with the issuers agreement. (Visa, 
MasterCard)

• In case of divorce, the parent who brings the child/children in for treatment is responsible for payment; There are no exceptions.
• Patient is responsible for maintaining current address and phone number with our office. 

ACKNOWLEGEMENT AND AUTHORIZATION 

I have read, understand and agree to the above policies. I understand the charges not paid by my insurance company, for any reason as well as 
co-payments and deductibles are my responsibility. I authorize and assign my insurance benefits to be paid directly to Hilton Head Dental.                                                                                                        
I authorize Hilton Head Dental to release any dental or other information to my insurance company when requested. 

_____________________________________________________________________________________________________________________ 
Patients Signature                                                                                                                        Todays Date 

MULTIPLE INSURANCES 

If there are multiple insurances, in network or not, the primary insurance company will be the only insurance company that has any “write-
offs / adjustments” if applicable. We will then file the second insurance claim for you at that time. The remaining balance will be the patients’ 
responsibility. 

_____________________________________________________________________________________________________________________ 
Patients Signature         Todays Date 

INSURANCE CLAIM APPEAL 

We provide as a courtesy to our patients, the initial submission of a claim at no cost to you. However, if insurance companies need a re-
submission of a claim, a $36 service fee may be required to cover each appeal we send to the insurance company. You may also decide to deal 
directly with the insurance company yourself. Please check either box and provide a signature stating that you have read the above policies 
and agree to follow them accordingly. 

_____ YES, I agree to pay a $45 service fee for each claim appeal that is sent to my insurance company

_____ NO, I choose not to pay a $45 service fee for claim appeals and will deal directly with my insurance company. 

MISSED APPOINTMENT POLICY 

Should you need to cancel your appointment, please notify our team 48 hours prior to your scheduled appointment.  Our office policy requires 
a $75 fee be charged to you for missed appointments without this notice. 

_____________________________________________________________________________________________________________________ 
Patients Signature        Todays Date 
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X-ray DUPLICATING POLICY 

X-rays will be provided to a single email address, only after a signed records release has been received. We will include a nominal fee of 
$25.00 for the duplication of x-rays to any and all additional email addresses. This office is not responsible for X-rays sent to unencrypted 
email addresses. Any x-rays provided in the form of films from other dentists will be returned to you, if necessary.

_____________________________________________________________________________________________________________________ 
Patients Signature        Todays Date 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICE 

I have reviewed a copy of the notice of privacy practices for HHD.  

_____________________________________________________________________________________________________________________ 

Patients Signature        Todays Date  

CREDIT CARD AUTHORIZATION 

Please Sign ,stating that you have read the below policies and agree to follow them accordingly. 

I will keep a credit card on file with Hilton Head Dental. I authorize Hilton Head Dental to  generate charges to my credit card for any unpaid 
balance without further permission or notice should my account fall into a 45 day or later(after the date of service)category. A receipt with 
detail explanation for any charges will be mailed to me at my home address. All personal information is protected by HIPAA and can only be 
used for purpose of treatment, payment or healthcare operations. 

_____________________________________________________________________________________________________________________ 

Patients Signature        Todays Date 

EMERGENCY NUMBER
Emergency Number does NOT send or receive Texts. This line is ONLY monitored after business hours for phone calls, only

_____________________________________________________________________________________________________________________ 

Patients Signature        Todays Date 




