
We are pleased to welcome you to our office. We hope you will find a kind and comfortable atmosphere here. Please take a few minutes to fill out 
this form as completely as you can. If you have any questions we’ll be glad to help. We look forward to having you here as a patient! 

PATIENT INFORMATION 

INSURANCE INFORMATION 

Primary Insurance Company ___________________________ 

Insured Name _______________________________________ 

Contact # __________________ Group # _________________ 

Subscriber # ______________ Employer __________________ 

Coverage Amount _______% up to ________ max. ______ded. 

Secondary Insurance Name ____________________________ 

Insured Name _______________________________________ 

Contact # __________________ Group # _________________ 

Subscriber # ______________ Employer __________________ 

Coverage Amount _______% up to ________ max. ______ded. 

Third Insurance Name ________________________________ 

Insured Name _______________________________________ 

Contact # __________________ Group # _________________ 

Subscriber # ______________ Employer __________________ 

Coverage Amount _______% up to ________ max. ______ded. 

Orthodontics for kids of all ages! 

SPOUSE’S INFORMATION 

Name ______________________ Birthdate ____/_____/_____ 

Address ____________________________________________ 

City __________________ State ________ Zip ____________ 

Home # ___________________Work # ___________________ 

SSN ______________________ Cell # ___________________ 

Employer _____________________ Job Title ______________ 

Email ______________________________________________ 

PERSON FINANCIALLY RESPONSIBLE FOR 
THE ACCOUNT 

Name ______________________ Birthdate ____/____/_____ 

Address ____________________________________________ 

City __________________ State _______  Zip _____________ 

Home # _____________________ Work # ________________ 

Employer _____________________ Job Title ______________ 

No. years employed ___________ SSN ___________________ 

Please complete the dental and medical history on the back of this page. Thank you! 



DENTAL AND ORTHODONTIC HISTORY 

MEDICAL HISTORY 
Please check if you have a history of any of the following: 

Heart Disease or Conditions 
Heart Murmur 
Headaches 
Hepatitis 
Mitral Valve Prolapse 
Osteoporosis/Osteopenia 
Rheumatic/Scarlet Fever 
Rheumatoid or Arthritic Conditions 
Tonsillitis 
Tuberculosis 

Yes   No 
          AIDS/HIV 
          Allergies (latex, codeine, penicillin, metals, anesthetics, other) 
          Artificial Joints or Valves 
          Asthma or Hay fever 
          Blood Pressure Problems 
          Cancer, tumor, radiation treatment or chemotherapy 
          Convulsions, Epilepsy or Fainting Spells 
          Diabetes 
          Difficulty Breathing 
          Endocrine, Thyroid or Growth Problems 
          Excessive bleeding, anemia or bleeding disorder 

Yes   No 

AUTHORIZATION 
I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this 
information will be used by the orthodontist to help determine appropriate and helpful orthodontic treatment. I also understand that 
if there is any change to my, or the above named patient’s dental or medical status, it is my responsibility to inform the doctor. I also 
understand that where appropriate, credit bureau reports will be obtained. 

Signature: _______________________________________________________________ Date: _______________________ 


