
WELCOME TO OUR OFFICE! 

PATIENT INFORMATION 

Patient's Name ________________ Preferred Name. ___________ Sex. ___ _ 

Malling Address. ___________ _ __ ___ Clty _________ State, ___ Zip ___ _ 

Blrthdate. ______________ Age. _______ SS# _____________ _ 

Home Phone. __________ Work Phone. __________ Cell/Other Phone. ________ _ 

Patient resides with: [ ) Mother [ ) Father [ ) Both [ J Other _____ ______________ _ 

Referred by __________ Do you know a patient currently In our practice? Whom _________ _ 

What would you like orthodontics to accomplish? __________________________ _ 

School _________ Grade. ___ lnterests _____________________ _ 

RESPONSIBLE PARTY INFORMATION 

Name ___________________ Blrthdate. ____________ Age. _____ _ 

Malling Address. _________________ City _________ State. ___ Zip ____ _ 

Home Phone __________ Work Phone __________ Cell/Other Phone _________ _ 

SS# __________ Relationship to Patient. _______ EmallAddress. ____________ _ 

Employer ________________ OCcupatlon, _________ No. of Years Employed. _ __ _ 

Spouse's Name. _____________________ Relationship to Patient _________ _ 

Blrthdate _____________ SS# ____________ Phone # __________ _ 

Employer ________________ Occupation _________ No. of Years Employed ___ _ 

DENTAL INSURANCE INFORMATION 

Primary 
Name of insured (Employee) _______________ SS#nD# ________ DOB. ______ _ 

Insurance Co. _ __ __ _ _ _ _ _ ____ Group # __ _ _ _ _ __ Ins.Phone #, __________ _ 

Insurance Co. Address. ________________ Clty _________ State. ___ Zip. ___ _ 

Employer. _____________________ _ 

Secondary 
Name of Insured (Employee} _______________ SS#nO# ________ DOB. ______ _ 

Insurance Co •. ______________ Group # ________ Ins.Phone #. __________ _ 

Insurance Co. Address. _______________ ____;Clty _________ State . ___ Zip. ___ _ 

Employer ____________________ _ 

EMERGENCY INFORMATION 

Name of Nearest Relative Not Living with You ________________ Phone #. __________ _ 

Address __________________ Clty __________ State, ___ Zip. ____ _ 






