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— FOR OFFICE USE ONLY —
Date ins. checked:_______________	 Effec. date: ____________________

Life max:_______________________ 	 %_____________________________

Age limit:_______________________ 	 Any used?_____________________

Deduct:_ _______________________ 	 Wait period?_ __________________

Non-dup. clause:________________________________________________

Updates:_______________________________________________________

— FOR OFFICE USE ONLY —
Date ins. checked:_______________	 Effec. date: ____________________

Life max:_______________________ 	 %_____________________________

Age limit:_______________________ 	 Any used?_____________________

Deduct:_ _______________________ 	 Wait period?_ __________________

Non-dup. clause:________________________________________________

Updates:_______________________________________________________

About You

Date:_____________  E-mail address:__________________________________

Name:_ ____________________________________________________________
	 LAST	 FIRST	 M.I.	 MR  MRS  MS  DR

 I prefer to be called:_________________________________________________

Birthdate: _____/_____/_____     Age: _______        Male    Female

SS #:_ _____________________________________________________________

Home address: _____________________________________________ #_______

City:_____________________________   State: ________  ZIP: ______________

  Single      Married      Divorced      Separated      Widowed

Hm #: (_____)______________________  Pager/cell #: (_____) ______________

Wk #:(_____)____________________________________________   Ext. _______                      

Employer:__________________________________________________________

Employer’s address:_________________________________________________

How long there? __________  Occupation:______________________________

Where & when are the best times to reach you?________________________

Whom may we thank for referring you?________________________________

Other family members seen by us:____________________________________

General dentist:_____________________________________________________

Last visit date:______________________________________________________

PRIMARY

Orthodontic coverage?   Yes   No   Dental coverage?   Yes   No

Insurance Co. name:_____________________________________________

Insurance Co. address:__________________________________________

Insurance Co. phone: (______)____________________________________ 	

Group # (plan, local or policy #)___________________________________

Insured’s name: _ _______________________________________________

Insured’s birthdate: _____/_____/_____  Relation:____________________

Insured’s SS #:__________________________________________________

Insured’s employer:______________________________________________
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Spouse Information

His/her name:___________________________________________________

Employer:______________________________________________________

Wk #:(_____)________________________________________   Ext. _______ 

2

Person Responsible For Account3

Orthodontic Insurance5

SECONDARY

Orthodontic coverage?   Yes   No   Dental coverage?   Yes   No

Insurance Co. name:_____________________________________________

Insurance Co. address:__________________________________________

Insurance Co. phone: (______)____________________________________ 	

Group # (plan, local or policy #)___________________________________

Insured’s name: _ _______________________________________________

Insured’s birthdate: _____/_____/_____  Relation:____________________

Insured’s SS #:__________________________________________________

Insured’s employer:______________________________________________

Name:________________________________________               

Wk #:(_____) _____________  Ext. _____  Hm #: (_____)_______________

Billing address:_________________________________________________

Relation: _________________  SS #:________________________________

Employer:______________________________________________________

Neighbor/Relative Not Living With You

Name:__________________________________Phone (____) ____________

Address:_______________________________________________________

City:_________________________  State: ________  ZIP: ______________ 
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Continued on Back Continued on Back 

W
e would like to welcome you to our office.   
We are committed to providing outstanding  
orthodontic care.  A beautiful smile  
enhances your life and wellbeing forever.  

Please fill out this form completely.  The better we 
communicate, the better we can serve you.

Check here if 
same as     above1



Consent

I verbally reviewed the medical/dental information above with the patient named herein.

Orthodontist’s or Treatment Coordinator’s comments:_ _____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________   Initials: __________  Date: ________________  

Update:__________________________________________________________________________________________________________________________________

______________________________________________________________________________________________   Initials: __________  Date: ________________ 

— FOR OFFICE USE ONLY —    — FOR OFFICE USE ONLY —    — FOR OFFICE USE ONLY —

Medical History

Do you have a personal physician?    Yes    No

Physician’s name:__________________________________________________

Phone #: (_____) ___________________  Date of last visit:_______________

Your current physical health is:   Good   Fair   Poor

Are you currently under the care of a physician?    Yes    No

If yes, please explain:_______________________________________________

Are you taking any prescription/over-the-counter drugs?    Yes  No

If yes, please list each one:_________________________________________

(Women) Are you pregnant?   Yes   No    If yes, week #:__________

Have you ever had any of the following diseases or medical problems?
	 YES    NO		  YES    NO

Abnormal bleeding.......................   	 Heart surgery/Pacemaker....   	

Anemia..........................................   	 Hemophilia...........................  

Artificial bones/joints/valves.........   	 Hepatitis...............................  

Arthritis.........................................   	 High/Low blood pressure.....  

Asthma..........................................   	 HIV+/AIDS............................  

Blood transfusion.........................   	 Hospitalization (any)............  

Cancer/Chemotherapy..................   	 Kidney problems..................  

Congenital heart defect................   	 Mitral valve prolapse............  

Diabetes........................................   	 Osteopenia/Osteoporosis....  

Difficulty breathing........................   	 Radiation treatment.............  

Drug/Alcohol abuse......................   	 Rheumatic/Scarlet fever......  

Emphysema..................................   	 Severe/Frequent headaches	  

Epilepsy/Seizures/Fainting...........   	 Shingles...............................  

Fever blisters/Herpes....................   	 Sinus problems....................  

Glaucoma......................................   	 Tonsil/Adenoid condition.....  

Heart attack/Stroke.......................   	 Tuberculosis (TB).................  

Heart murmur................................   	 Ulcers/Colitis........................  

Please list any serious medical condition(s) that you have ever had:

_ _________________________________________________________________

Are you allergic to any of the following:
	 YES    NO		  YES    NO

Aspirin...........................................   	 Erythromycin........................  

Any metals/plastics.......................   	 Latex.....................................  

Codeine.........................................   	 Penicillin...............................  

Dental anesthetics........................   	 Tetracycline..........................  

Please list any other drugs/materials that you are allergic to:____________

_ _________________________________________________________________

6 Dental History

What are the concerns that you would like orthodontic treatment to  

accomplish?____________________________________________________

_______________________________________________________________

_______________________________________________________________

Have you ever had or been evaluated

for orthodontic treatment?.............................................   Yes    No

Have you ever had a serious/difficult problem associated with any 

previous dental work?....................................................   Yes    No

Do you now or have you ever experienced

pain/discomfort in your jaw joint (TMJ/TMD)?..............   Yes    No

Your current dental health is:....................   Good    Fair    Poor

Do you like your smile?..................................................   Yes    No

Do your gums ever bleed?.............................................   Yes    No

Have you ever had an injury to your....   Mouth    Teeth    Chin

Any speech problems?..................................................   Yes    No

  If yes, what?__________________________________________________

Do you generally breathe through your mouth?............   Yes    No

  If yes, when?................................   While awake    While asleep

Any missing or extra permanent teeth?.........................   Yes    No

Do you need antibiotic premedication/coverage prior to

dental procedures?........................................................   Yes    No

7

I understand that the information that I have given is correct to the best 
of my knowledge, that it will be held in the strictest of confidence, and 
that it is my responsibility to inform this office of any changes in my 
medical status.

I hereby authorize insurance payments to my attending orthodontists.  
I understand that I am financially responsible for any charges not cov-
ered by this authorization.  I also authorize release of any information 
relating to claims.  I understand that, where appropriate, credit bureau 
reports may be obtained.

Signature:______________________________________________________

Date: ___________________
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Our office is committed to meeting or exceeding the standard of infection control mandated by OSHA, the CDA and the ADA, 
as well as adhering to the privacy policies set forth by the HIPAA Act of 1996.

	 YES    NO		  YES    NO

	 YES    NO		  YES    NO


