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                     

                 

                  

             

                   

               

                  

                  

                   

 

  

                       

                 

                        

                         

                  

                     

                 

                               

                                      

                      

                     

                    

                      

                 

      

  

                     
 

             

                          

                          

                          

                          

                  

                             

                             

                             



•	 I fully understand that I am financially responsible for any and all charges regardless of the outcome of my insurance. My 
insurance coverage is a relationship that I have with my insurance company and Majestic Dentistry has no part of that 
relationship. My insurance company does not guarantee benefits or payments and because of this, it is my responsibility 
to know my insurance coverage and benefits. Majestic Dentistry cannot guarantee any coverage or payments made by 
my insurance company and assume no responsibility regarding my insurance benefits or coverage.

•	 Cash, personal checks, Mastercard, Visa, American Express, Discover and Care Credit are all acceptable forms of pay-
ment. All payments and/or estimated copayments are required in full at the time of service.

•	 Any returned checks are subject to a $35.00 processing fee and must be resolved prior to scheduling future appoint-
ments. Only cash, credit cards or Care Credit will be accepted after a second occurrence.

•	 I understand if my balance remains unpaid, I will be responsible for any collection fees and/or legal fees associated with 
non-payment, including interest charges of 1.5% per month on my outstanding balance.

•	 I understand that my appointments are reserved exclusively for me and real costs are associated with this time. It is my 
responsibility to provide a minimum of 2 business days notice if I am unable to keep my appointment. Failure to do so 
may result in a $100 late cancelation fee.

•	 I hereby consent to the use of anesthetics, sedatives, photography and x-rays.
•	 I hereby consent, if I give a testimonial, to the use of my image and statements, and all audio, video and photographic 

recordings of my image and statements in any promotional material relating to Majestic Dentistry.

I am aware that Majestic Dentistry will, as a courtesy to me, call my insurance company and obtain a breakdown of my ben-
efits and submit all claim forms on my behalf. I understand Majestic Dentistry will act as an advocate on my behalf and will 
wait up to a maximum of 30 days for reimbursement from my insurance carrier. By deferring my payment, I agree to keep a 
credit card on file and Majestic Dentistry will contact me in advance before charging my card for any unpaid balance. 



Majestic Dentistry 
 
 

PATIENT CONSENT FOR USE AND DISCLOSURE  
OF PROTECTED HEALTH INFORMATION 

 
 

With my consent, Majestic Dentistry may use and disclose protected health information (PHI) 
about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to 
Majestic Dentistry Notice of Privacy Practices for a more complete description of such use and 
disclosures.  
 
Majestic Dentistry reserves the right to revise its Notice of Privacy Practices at anytime.  A 
revised Notice of Privacy Practices may be obtained by forwarding a written request to Majestic 
Dentistry, 42104 N. Venture Ct. Suite B134, Anthem, Arizona 85086. 
 
With my consent, Majestic Dentistry may call my home or other designated location and leave 
a message on voice mail or in person in reference to any items that assist the practice in carrying 
out TPO, such as appointment reminders, insurance items and any call pertaining to my clinical 
care.  
 
With my consent, Majestic Dentistry may mail to my home or other designated location any 
items that assist the practice in carrying out TPO, such as appointment reminders cards and 
patient statements.  
 
With my consent, Majestic Dentistry may e-mail or text me to notify me of my appointments. I 
have the right to request that Majestic Dentistry restrict how it uses or discloses my PHI to 
carry out TPO.  However, the practice is not required to agree to my requested restrictions, but if 
it does, it is bound by this agreement.  
 
By signing this form, I am consenting to Majestic Dentistry use and disclosure of my PHI to 
carry out TPO. I may revoke my consent in writing except to the extent that the practice has 
already made disclosures in reliance upon my prior consent. If I do not sign this consent, 
Majestic Dentistry may decline to provide treatment to me.  
 
 
___________________________ 
Signature of Patient or Legal Guardian 
 
 
___________________________ 
Patient’s Name 
 
 
___________________________                                       ___________________ 
Print Name of Patient or Legal Guardian                                     Date 
 
 


