
    First Name: ____________________  Last Name: ________________ MI: ___ Preferred Name: ____________

    Birthdate: __________________ SS #: __________________ Gender:      M      F     Married:      Y      N

    Work Phone: ___________________________  Cell Phone: ______________________________

    Email: _____________________________________________________

    Preferred contact method

    Preferred contact method for confirmations

        Preferred contact method for recall

    Student status if dependent over 19 (for ins)

    What is your ethnicity?

    ___________________________________

        Medicaid # __________________________

    Check box if same for entire family

        Address: __________________________________________________________________________

    Address 2: __________________________________________________________________________

    City_______________________  State__________________  Zip Code_____________________

    Home Phone: __________________________

                           INSURANCE POLICY 1    

    Your relationship to subscriber:   Self  Spouse  Child

    Subscriber Name: _____________________________  Subscriber ID#: _____________________________

        Insurance Company: __________________________________ Phone: _________________________

    Employer: ________________________ Group Name: _________________________ Group #: _________________

                           INSURANCE POLICY 2

    Your relationship to subscriber:   Self  Spouse  Child

    Subscriber Name: _____________________________  Subscriber ID#: _____________________________

    Insurance Company: __________________________________ Phone: _________________________

    Employer: ________________________ Group Name: _________________________ Group #: _________________

HmPhone   WkPhone   WirelessPh   Email

HmPhone   WkPhone   WirelessPh   Email

HmPhone   WkPhone   WirelessPh   Email

Non student   Fulltime   Parttime

DENTISTRY IN LUXURY

tell us a little about you

Printed Name: ________________________________       Signature: _______________________________________  Date: ______________________



Health History

DENTISTRY IN LUXURY

Asthma
Bleeding Probelms
Cancer
Diabetes
Heart Murmur
Heart Trouble
HHigh Blood Pressure
Joint Replacement
AIDS
Alzheimer’s Disease
Anaphylaxis
Artificial Heart Valve
Artificial Joint
ChemotherapyChemotherapy
Convulsions
Cortisone Medicine
HIV
Anemia
Kidney Disease
Liver Disease

Sinus Trouble
Stroke
Ulcers
Rheumatic Fever
Drug Addiction
Easily Winded Heart
EEmphysema
Frequent Cough
Frequent Diarrhea
Hemophilia
Hepatitis A
Hepatitis B or C
Chest Pains
Cold Sores/Cold Sores/Fever Blisters
Angina
Arthritis
Blood Disease
Blood Transfusion
Breathing Problem

Hives/Rash
Irregular Heartbeat
Kidney Problems
Low Blood Pressure
Stomach/Intestinal Disease

Thyroid Disease
TTonsillitis
Tuberculosis
Tumors
Veneral Disease
Hypoglycemia
Leukemia
Congenital Heart Disorder
EExcessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Genital Herpes
Mitral Valve Prolapse
Paint in Jaw Joints

Scarlet Fever
Shingles
Lung Disease
Parathyroid Disease
Renal Dialysis
Spina Bifida
SSwelling of Limbs
Yellow Jaundice
Radiation Treatments
Recent Weight Loss
Sickle Cell Disease
Rheumatism
Glaucoma
Hay Hay Fever
Heart Pacemaker
Herpes
Pregnancy
Psychiatric Treatment
Bruise Easily

Anesthetic
Aspirin

Penicillin
Sulfa

Iodine
Latex

Codeine
Ibuprofen



Unless you are a minor, Mint Dentistry cannot discuss or share information about your dental  
    treatment with any third party unless we have permission/consent in writing from you to do  
    so. In section “A” please list any person you give Mint Dentistry permission/consent to 
discuss or share with your protected health information, information such as x-rays, account 
information, treatment,etc 

If If you do not wish to give consent to any person, please check section “B” below, sign and date 
the bottom portion of this form. You must choose one option. 
If the patient is a minor, we will discuss dental treatment with either parent or guardian.

    I hereby give permission/consent to Mint Dentistry to discuss any and all dental information 
with the named individuals below. 

Name: _________________________ Date of Birth: _____________ 

Name: _________________________ Date of Birth: _____________ 

         I do not wish Mint Dentistry to discuss any of my dental treatment with anyone    
other than me.                

who can we discuss your
treatment with?

DENTISTRY IN LUXURY

Printed Name: ____________________

Signature of Patient/Responsible: _______________________

Date: ____________________



Office Financial Policy
In an effort to maintain treatment fees at a minimum while maintaining a high level of professional care, we have established 
the following financial policy for our office. Please feel free to discuss our fees with us at any time. Before any dental treatment 

has begun, the patient and/or responsible party will receive a consultation regarding treatment plan and cost.

WWe require payment in full for the portion, not covered by dental insurance, of dental services to be rendered. For procedures 
that take multiple appointments to complete, payment may be split up over the number of appointments required. We accept 
Cash, American Express, Visa, MasterCard, Discover, and outside financing through Care Credit. Outside financing credit 

applications to help assist with the cost of your dental treatment are available upon request. Personal checks are not accepted 
at Mint Dentistry.  

BBy signing below the Patient agrees, there is an understood “Assignment of Benefits” to Mint Dentistry (and affiliated 
companies).  In some instances, the assignment of benefits is sometimes mistakenly overlooked by insurance companies and 
mailed to patients; and in that scenario the patient is responsible for signing the check over to Mint Dentistry.  And the balance 

will be the patient’s responsibility.  

As a couAs a courtesy to our patients with insurance, we will file your insurance claim, allowing you to pay only your deductible and/or 
estimated co-payment as services are rendered. Please remember that the contract is between you and you insurance 
company. We make every effort to give you an accurate estimate of what your portion of our fees will be, based on the 

information provided to us. However, we have no way to guarantee the actual terms of your policy. Any dispute coverage or the 
amount of reimbursement is between you and your insurance carrier. By agreeing to this policy you agree to all such 

conditions. 

At At Mint Dentistry we schedule our appointments to provide each patient with our undivided attention. In order to accomplish 
this, we require a 24 hour confirmation on all appointments. Please be advised that you will be charged for cancellations 
with less than 24 hours’ notice at the rate of $50.00 for examination/hygiene appointments and $75.00 for dental procedures 
appointments. Also note that payment for services that are provided by patients for Mint Dentistry will be applied to patient 
balances.  Should the patient change their mind for whatever reason during treatment, patient will still be responsible for full 
payment.  payment.  Mint Dentistry guarantees cosmetic crowns and posterior crowns from breaking with a replacement crown for as 

long as the patient returns every six months for their regular cleaning.

We appreciate your confidence in choosing our practice. Please do not hesitate to inquire with a staff member should you have 
any questions regarding this policy.

I have read, understood and agree to the Office Financial Policy stated above.

Signature: _______________________________________  Date: ______________________

everything you need to know
about paying us
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ASSIGNMENT OF BENEFITS

DENTISTRY IN LUXURY

Printed Name: ____________________

Signature of Patient/Responsible: ____________________

Date: ____________________



ARBITRATION AGREEMENT

DENTISTRY IN LUXURY

Printed Name: ____________________
Signature of Patient/Responsible: ____________________
Date: ____________________


