
 
                                         Medical Consultation for Montana City Dental, PC    
                                        Sent to:  ______________________________________________       Date Sent:  _______________________ 
 
                                  Please complete the information below and return this form to Montana City Dental, PC. 
 
                                                                             Montana City Dental, PC 
                                                                                  2 Market Street 
                                                                                Clancy. MT 59634 
                                                                            Phone:  406-443-5130 
                                                                               Fax:  406-443-5131 
 
                                  
Patient Name:  ___________________________________________________                 Date of Birth:  ___________________________ 
 
 
Medical Condition/Procedure: 
 
 
 
Are there any contraindications to routine dental treatment using local anesthetic with epinephrine (routine treatment includes but is not 
limited to fillings, extractions, root canals, deep cleanings)? 
 
Yes  ______                 No  ______ 
 
If yes, please comment: 
 
 
 
 
Is antibiotic prophylaxis required? 
 
Yes  ______              No  _______              If yes, for how long?  _________________________________________________________ 
 
 
 
Is there a waiting period prior to having dental treatment? 
 
Yes  ______            No  _______               If yes, for how long?  _________________________________________________________ 
 
 
 
 
 
________________________________________      ______________________________________      ____________     _________________________ 
 
     Medical Provider Name, please print                               Medical Provider Signature                          Date                     Phone Number 
 











 
 
                                                      Montana City Dental, PC                                                                                                                                 
                                 Payment Policy 
 
 
                                           Patients with Dental Insurance 
 
If a patient has dental insurance, we will file a claim when services are rendered.  We typically 
receive payment within 2-4 weeks.  We will bill the patient for the remaining balance.  If a claim 
is denied or there is no response from the insurance company, it is the patient's responsibility to pay 
the full balance to Montana City Dental, PC.   
 
 
                                                     Cash Paying Patients 
 
Payment in full is required at the time of service.  If paying by cash or check, patients will receive 
a 10% discount.  We also accept credit card payment. 
 
 
                                                           Lab Work 
 
One half of the fee for any procedure requiring lab work must be paid by the patient on the first day 
of treatment.  Lab work includes, but is not limited to crowns, implant crowns, bridges, full dentures, 
and partial dentures.  The fee for night guards must be paid in full at the time of treatment.   
 
 
                                                   Past Due Accounts 
 
Our office will contact a patient by phone or mail if payment on an account is 90 days past due. 
It is the patient's responsibility to pay the balance of this account in full.  If the payment is 
not received within 14 days after the 90 day past due notice was sent the account will be sent to 
collections.  All patients on an account that has been sent to collections will have future appointments 
canceled and will not be scheduled for any more appointments in our office.    
 
  
 
        I, the undersigned, have read and agree to Montana City Dental, PC's payment policy. 
 
 
 
    __________________________           ________________________         __________ 
                  Patient Name (please print)                                               Patient Signature                                            Date 
 



Required Insurance Information


Subscriber's Name (If not patient, provide name and date of birth):


Subscriber ID #:


Group #:   


Group (Employer) Name:


Claims Mailing Address:


Payor ID#:


Customer Service Phone #: 
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