




               Pain Contract Disclosure 

Yes______I am currently or have been taking/prescribed Narcotic Medication in 

the past 30 days. 

No_______I am not currently taking/prescribed or have taken Narcotic 

Medication in the past 30 days. 

I ________________________________ am currently being treated at a pain 

management facility and am under a pain contract. 

  

Name of Pain Contract Facility, address and phone 

number:__________________________________________________________________________

___________________________________________________________________________________

____________________________ 

 

Treating Dr:___________________________________________________ 

 

Name of 

Medication:_______________________________________________________________________

______________________________________________ 

Dr. Scheller would like to thank you for your cooperation on this important 

matter. The information requested will help him to identify what medications to 

prescribe and treatment to be given.  

Failure to disclose may result in dismissal from the practice. DEA reports may 

be pulled on Patients requiring Narcotic pain medication. 

Patient Signature:__________________________________Date:______________ 



 Viewmont Family Dentistry 
2782 2nd St. NE 

Hickory, NC 28601 

Telephone: 828-267-6858 

 

 

      Notice of Privacy Practices 

 

 Your privacy is very important to us at Viewmont Family Dentistry. We  promise to 
take every  precaution to protect your rights to having your health  care information 
secure. Our formal  notice of privacy practices is located in the  waiting area. You can read 
this while waiting for  your visit. You are  entitled to copy of our Notice of Privacy 
Practices, which will be located at  the reception area. 
 
 We also need to ask our patients how they wish to be notified about future 
 appointments for  check ups and restorative treatment. Usually, we try calling  our 
patients to confirm the appointments at least 24 Hours in advance. If  we are unable to 
contact you, we leave a message  on your answering  machine, with a family member, 
or co-worker. 
 
 Please answer the following so that we may comply with your wishes  concerning 
appointment  notification: 
 

 1- Viewmont Family Dentistry may call my home/workplace to confirm                        
 future appointments:  YES __________       NO __________ 

 
 2- If I am not able to be reached Viewmont Family Dentistry may leave a 
 message on machine,  with family member or co-worker. 
 YES ___________     NO________ 
 
  

 

 Patient/Guardian Signature ____________________________________ 

 

 Date: ____/_____/______ 



 

 

 

 

 

Viewmont Family Dentistry 
 

Polices and Agreement for Patients with Medicaid and NC Health Choice 
 

Unfortunately, it has been our experience that patients with Medicaid and NC Health Choice 

have had an extremely high number of broken appointments. The result of those numerous 

broken appointments have been unnecessary and sometimes painful to other patients in need of 

treatment. Therefore, the following policies have been implemented to eliminate broken 

appointments and to treat motivated patients in a more timely manner. 

 

1. We will attempt to call you to remind you of your appointment up to 2 business days 

prior to your appointment date. If a message is left and we do not receive a call back, we 

will assume that your appointment is confirmed. 

 

2. Copayments must be paid before you are seen for your appointment. Failure to pay the 

required amount will result in cancellation of your appointment for that day. 

 

3. You must be on time for your appointment. If you arrive more than 10 minutes late 

without prior notice, your appointment may be cancelled. 

 

4. We do require a 24 hour notice for all cancellations. Appointments cancelled in less than 

24 hours or “no shows” will result in dismissal from our practice. 

 

5. We try to accommodate families to the best of our ability. Unfortunately, we will only 

schedule 2 family members on the same day. 

 

 

 

I,__________________________, have read and agree to my obligations as a patient of 

Viewmont Family Dentistry. I understand that failure to adhere to these policies will result in 

dismissal from this practice. 

 

 

Patient/Guardian Signature:____________________________________________ 

 

 

Date____/______/______ 


