
How did you hear about our office? 

Personal Information 

Name                                                            Nickname                              Birth Date  

Spouse’s Name                                    If patient is a minor, Parent or Guardian’s name 

Home Phone # Work Phone # Cell Phone #

Email Address 

Home Address City Zip

Driver’s License # State   Social Security #

Employer Occupation

Emergency Contact Phone #

Relationship 

Insurance Information                                                                  No Dental Insurance

PRIMARY Insurance Company                                                                     Group #

Name of Insured SSN Insured Birth Date

Employer ID Number 

Relationship to Insured 
 
SECONDARY Insurance Company                                                                     Group #

Name of Insured        SSN         Insured DOB

Employer ID Number 

Relationship to Insured 

Patient Signature

Print Name Date





Authorization to Release Information 

Dr. Robert Nielson is hereby authorized to release and/or request any medical/dental or 
incidental information that may be necessary for either dental care or in the process of an 
application for financial benefit. 

The following family members or close persons are authorized to receive my medical/dental 
information: 

Patient or Responsible Party’s Signature: Date:



Financial Policy Form

Thank you for choosing My Dentist as your personal dental team. To encourage
a long-term mutually satisfying relationship, we have listed our office policies regarding 
treatment, insurance, appointments and fees. PLEASE read this carefully, and ask any 
questions or concerns you may have BEFORE treatment is rendered. 

Treatment: Our entire staff is dedicated to helping you improve your dental health as 
professionally and quickly as possible. Our goal is to make sure your appointment is as 
comfortable and pleasant as possible. Please feel free to discuss your treatment with the 
Doctor at anytime. 

Insurance: As a courtesy to you, our office files a claim with your insurance. If our office is 
able to accept your insurance company’s assignment, the patient is still FULLY 
RESPONSIBLE for the charges of treatment rendered.  Your insurance may not cover the 
services or may only partially cover them and any estimate given by this office is considered a
guideline until the final insurance payment is received and the patient’s account is reconciled. 
Our office can make NO GUARANTEE of the actual payment by your insurance company. For
services that have been predetermined, the amount the insurance company may pay may be 
subject to maximums, deductibles, limitations, and non-payment due to employment status. 

Missed Appointments: When we schedule your appointment, the time is reserved 
exclusively for you and the Doctor. When you fail to notify us of your inability to keep an 
appointment, another patient in need of dentistry is unable to receive treatment. We request 
that you kindly give our office at least 24 hours notice when you cannot keep your 
appointment. When the requested notice is not given, a fee may be charged. 

PAYMENT IS DUE AT THE TIME OF SERVICES: We accept cash, personal checks, Master 
Card, Discover, American Express, and Visa. When insurance applies we may collect any 
deductible and estimated co-payment at time of service rendered. There is also a $25 fee for 
returned checks. The check must be picked up personally and cash must be paid to cover the
check and the fee. 

Prosthetics: Crowns, Dentures, Bridges etc. Failure by patient to return for the delivery of 
these items is subject to Doctor’s time and lab fee charges. 

Monthly Billing: Even though an insurance claim has been filed, you may receive a 
statement each month. If there is a balance due on your account you, not the insurance 
company, are responsible for the payment on your account. 

Collection Fees: Fees incurred to enforce payment required by this agreement will be 
charged to the patient. 

Signature: Date: 

Patient/Parent or Legal Guardian if patient is a minor
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