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Dear Patient:

Thank you for choosing our dental office for your dental care.
We would like to take this opportunity to welcome you to our practice.

The practice was established in 1972 by Dr. Frank Martin and has been

operated by Dr. Todd Martin since 1987. Our ability to grow has been based

on providing very high quality dentistry with an emphasis on exceptional cosmetic
dentistry. We appreciate the opportunity to provide you with the finest, most
attractive dentistry that modern technology and a commitment to excellence

can offer.

We trust that you will find our entire staff to be friendly, knowledgeable, and
willing to help you in any way. They are board certified in their areas of expertise.
If you have any questions before or during your visit, please feel free to let us
know how we might be of assistance.

The doctor and staff are always looking for ways to make your visit with us
as pleasant as possible. We look forward to seeing you in our office.

Sincerely,

Toded 770k SO

Todd Martin, D.D.S.




Patient Information

Date

WELCOME

SS/HIC/Patient ID #

Patient Name

Dental Insurance
Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
el i Wi K Is patient covered by additional insurance? []Yes [ No
Address
Subscriber's Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance Co.
Sex OM [OF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[] Married [] Widowed [ Single ] Minor | certify that |, and/or my dependent(s), have insurance coverage with
[ Separated [] Divorced [] Partnered for years and assign directly to

Name of Insurance Company(ies)
Occupation

Dr. all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

Patient Employer/School

Employer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Employer/School Phone ( )

Spouse’s Name

Signature of Patient, Parent, Guardian or Personal Representative

Birthdate SS#

Spouse’s Employer

Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Date

Relationship to Patient

Phone Numbers

Home ( ) Work ( ) Ext Cell Phone ( )

Spouse’s Work ( )

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) Work Phone ( )

Dental History
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Reason for today's visit Chew on one side of mouth [JYes [JNo Mouth breathing (OYes [JNo
Cigarette, pipe, or cigar Mouth pain, brushing [IYes [JNo
smoking LlYes LINo  orthodontic treatment [(IYes [INo
Estryse ottt Clicking or popping jaw LYes [INo  pain around ear [IYes [JNo
City/State Dry mouth [lYes [INo  periodontal treatment [(lYes [1No
Date of last dental visit Fingamall bi,t e [IYes LINo  sensitivity to cold UYes [INo
Date of last dental X-rays F?p?ﬁ t(:;ltlﬁctlon petuieen [OYes [ No Sens!thfty e UYes LINo
. Sensitivity to sweets [JYes [ No
Place a mark on “yes” or “no” to indicate if Foreign objects OYes [ONo Senisitivity when bitinig FlYes [INo
you have had any of the following: Grinding teeth OYes [ No Sores or growths in your
Bad breath [lYes [INo Gums swollen or tender COYes CONo  mouth CYes [No
Bleeding gums [JYes [ONo Jaw pain or tiredness [Yes [No
Blisters on lips or mouth [JYes [ONo Lip or cheek biting OYes [No How olen 40 you finsss
Burning sensation on tongue []Yes [JNo Loose teeth or broken fillings []Yes []No How often do you brush?
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Health History

Physician’s Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin
(brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes [ No

Place a mark on “yes” or “no” to indicate if you have had any of the following:

Phone ( )

U p d ates (To be filled in at future appointments)
Has there been any change in your health since your last dental appointment? []JYes [ No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date

Has there been any change in your health since your last dental appointment? [JYes [J No

For what conditions?

Are you taking any new medications? If so, what?

AIDS/HIV [JYes []No Epilepsy [JYes [JNo Radiation Treatment [dYes [No
Anemia [1Yes [[JNo Fainting or dizziness [lYes [JNo Respiratory Disease [JYes [JNo
Arthritis, Rheumatism [JYes [JNo Glaucoma [JYes []No Rheumatic Fever [OYes []No
Artificial Heart Valves [JYes [[INo Headaches [JYes [[INo Scarlet Fever [JYes []No
Artificial Joints [OYes [JNo Heart Murmur [JYes []No Shortness of Breath [JYes [ No
Asthma [JYes [[JNo Heart Problems [JYes [[JNo Sinus Trouble [JYes [ No
Back Problems [JYes [[JNo Hepatitis Type [JYes [[JNo Skin Rash [JYes []No
Bleeding abnormally, with Herpes [JYes [ No Special Diet [dYes [No '

extractions or surgery [Yes [INo  High Blood Pressure [IYes [JNo Stroke (OYes [ONo
Blood Disease LYes [INo jaundice [lYes [1No Swollen Feet or Ankles [JYes []No
Cancer [lYes [JNo jaw Pain [IYes [INo Swollen Neck Glands CYes [INo
Chemical Dependency ClYes [JNo Kidney Disease [JYes [JNo Thyroid Problems OYes [No
Chemotherapy UYes [INo  |jver Disease OYes [INo Tonsillitis CYes [INo '
Circulatory Problems [JYes [INo | qow Blood Pressure [JYes []No Tuberculosis [OYes [JNo
Congenital Heart Lesions LlYes [JNo \pitral Valve Prolapse [OYes [1No Tumor or growth on head
Cortisone Treatments [OYes [ONo Nervous Problems [Yes [No or neck [OYes []No
Cough, persistent or bloody [JYes [INo pacemaker ClYes [No Ulcer [OYes [ No
Diabetes [JYes []No Psychiatric Care [JYes [JNo Venereal Disease [JYes [ No
Emphysema [dYes [JNo Weight Loss, unexplained [JYes [JNo
Do you wear contact lenses? [OYes [INo
Women:
Are you pregnant? [JYes [INo  Due date Are you nursing? []Yes [JNo
Taking birth control pills? [dYes [INo

Medications ~Allergies
List any medications you are currently taking and the c':orrelating [[] Aspirin [ Local Anesthetic
diagnosis:
9 [] Barbiturates (Sleeping pills) [] Penicillin '
[J Codeine [ Sulfa
[] lodine [] Other

Pharmacy Name L] Latex '

Patient’s Signature Date

Doctor's Signature Date




NEW PATIENT QUESTIONAIRE

Is your main concern about dental treatment: time, expense, or fear of pain?

. What is your main dental problem or complaint?

Why did you leave your last dentist and what can we do better?

If it has been a long time since you have been to the dentist, why?

Are you interested in dental treatment that will help you keep your teeth
forever?

Are you aware of periodontal disease (bleeding gums, bad breath, loose teeth,
etc.)?

How do you feel about your smile?

Do you wish your teeth were whiter?



ART DENTISTRY, Dr. Todd Martin DDS

Acknowledgement of Receipt of
Notice of Privacy Practices

* You May Refuse to Sign This Acknowledgment*

l, , have read or requested a copy of this
office’s Notice of Privacy Practices.

Print

Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)




PAYMENT POLICY

We require that payment in full be secured on the day services are initiated.

We accept several payment options for your convenience:
Cash, Checks, Mastercard, Visa, Discover, American Express, Dental Insurance and

Wells Fargo Financing.

For our patients with dental insurance, we require only your estimated portion at the time services
are rendered. (This is a courtesy that very few offices continue to extent to their patients). We
can only estimate what your portion is, and you will typically owe a little more after your insurance
company's payment is processed.

Our patients who prefer installment payment plans can fill out a brief Well's Fargo financial form
for six months of interest-free monthly payments.

Our office charges a 1.5% monthly finance charge on all accounts not paid in full after 60 days.

If you feel that our destistry and customer service have met your approval, we ask that you refer
your friends and family to our practice.

To prevent any misunderstandings, if | have any questions about fees, | take full responsibility to
ask these questions prior to any treatment.

| have completely read the above payment policy. | understand it and agree to follow it.

Signature

Date




A.R.T. DENTISTRY
DR. TODD MARTIN D.D.S.

Patient Date

We are glad that you are here; please let us know how you found out about us:

1. Dental Provider

A. Aetna/ Assurant I. Express Dental
B. Ameritas J. Guardian

C. Anthem/ Unicare 100 K. Humana

D. BCBS L. Metlife

E. Cigna M. Principal

F. Connection Dental N. United Concordia
G. Delta Dental O. United Healthcare
H. DenteMax

2. Our Website or Facebook/ Twitter

3. New Resident Letter/ NP Flyer

4. www.livingsocial.com

5. Referral from one of our patients

6. Referral from one of our staff members

7. Other (Please Elaborate)




