
PATIENT INFORMATION

 Date_____________________
 Patient’s Name___________________________________________________      Sex:      Male      Female
 Address____________________________________________________ City_______________________ Zip_____________
 Home Phone________________________ Birthdate______________ Age____ Social Security #_______________________
 Patient’s Dentist_________________________________ Physician_______________________________________________
 If patient is a minor, give guardian’s name___________________________________________________________________
 Whom may we thank for referring you to our office?___________________________________________________________
 Name and ages of children in family________________________________________________________________________
 Do you have any family members that have received orthodontic treatment in our office?               Yes               No
 If yes, please list________________________________________________________________________________________

RESPONSIBLE PARTY INFORMATION

    üName______________________________________________________________ Marital Status______________________
 Mailing Address___________________________________________ City__________________________Zip_______________
 How long at this address?__________ Home Phone______________________ Work Phone__________________________
 Previous Address (if less than 3 years)______________________________________________________________________
 Social Security #_________________________ Birthdate_________________ Work Phone____________________________
 Employer_______________________________ Occupation____________________________ # of years employed_________ 
 Employer’s Address________________________________________ City_________________________ Zip__________________
    üSpouse’s Name_________________________________________________ Relationship to patient_____________________
 Social Security #_________________________ Birthdate_________________ Work Phone____________________________
 Employer_______________________________ Occupation____________________________ # of years employed_________
 Employer’s Address________________________________________ City_________________________ Zip______________

ORTHODONTIC INSURANCE INFORMATION

 Insured’s Name_______________________________________ Insured’s Soc. Sec. #________________________________
 Insurance Company_______________________________Group #_____________________ Ins. Benefit $_______________
 Insurance Company Phone #________________________________________________________
 Do you have dual coverage?        Yes         No       If yes:
 Insured’s Name_______________________________________ Insured’s Soc. Sec. #________________________________
 Insurance Company_______________________________Group #_____________________ Ins. Benefit $_______________
 Insurance Company Phone #______________________________________________________

EMERGENCY INFORMATION

 Who should we contact in case of an emergency?______________________________________________

 Phone Number___________________________

  ____________________      ___________________________________________________________________
  Date                   Signature of Patient, Parent, of Guardian 
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