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	Eric a. Martin periodontics and dental implants








PATIENT INFORMATION    (please print)








Name _______________________________________________________________________ Birthdate ________________________________


Parent’s name if patient is minor __________________________________________________________________________________________


Address _____________________________________________________________________________________________________________


		(street)					      (city)				      (zip)


Home telephone __________________________Work telephone _____________________________Cell _______________________________


Best time and number to call _____________________________________________________________________________________________





ACCOUNT AND DENTAL INSURANCE INFORMATION


Person responsible for account ___________________________________________________ Birthdate________________________________


       (if different from patient)


Address______________________________________________________________________________________________________________


		(street)					      (city)				      (zip)


Home telephone __________________________Work telephone _____________________________Cell _______________________________


Best time and number to call _____________________________________________________________________________________________


PRIMARY INSURANCE COVERAGE


Insured’s Name _______________________________________________________________ Birthdate ________________________________


Relationship to patient:  Self ______ Spouse_______ Child________ Other(describe)________________________________________________


Social Security or ID# ______________________________ Employer ____________________________________________________________


Dental Insurance Company _______________________________________________Group Number ___________________________________


Address______________________________________________________________________________________________________________


Insurance   Telephone _____________________________ Fax _____________________________ Website ____________________________


SECONDARY INSURANCE COVERAGE


Insured’s Name _______________________________________________________________ Birthdate ________________________________


Relationship to patient:  Self ______ Spouse_______ Child________ Other(describe)________________________________________________


Social Security or ID# ______________________________ Employer ____________________________________________________________


Dental Insurance Company _______________________________________________Group Number ___________________________________


Address______________________________________________________________________________________________________________


Insurance   Telephone _____________________________ Fax _____________________________ Website ____________________________





Consent


The undersigned consents to periodontal examination and any additional diagnostic aids and/or services including surgical procedures that may be advised by Dr. Martin.  I understand that responsibility for payment for periodontal services provided in this office for myself or my dependents is mine; due and payable by me at the time these services are rendered unless financial arrangements have been made.  I further understand that a 12% annual (1% per month)  finance charge  will be added  to any charges  not paid  after 60 days.   If these charges are  not paid  after  90  days, I promise to pay this finance charge plus collection costs and attorney fees as may be required to settle this debt.





Patient or Responsible Party ___________________________________________________Date___________________________








