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Patient Information

Patient’s Name ______________________________________________________________________________________________________________________

Home Phone __________________________________ Birthdate __________________ Sex _______ Social Security # _______________________________

Address ____________________________________________________________________________________________________________________________

If patient is a minor, give parent’s or guardian’s name _____________________________________________________________________________________

Whom may we thank for referring you to our office? ___________________________________ General Dentist ____________________________________

Family members in or out of orthodontic treatment ______________________________________________________________________________________

Responsible Party or Guardian’s Name _______________________________________________________________________________________  _________

Residence __________________________________________________________________________________________________________________________

Mailing Address _____________________________________________________________________________________________________________________

How long at this address ______________ Home Phone ___________________ Work Phone ____________________ Cell Phone ____________________

Email (for appointment reminders) _____________________________________________________________________________________________________

Social Security # _______________________________ Birthdate ___________________________ Relationship to Patient ____________________________

Employer _____________________________________________ Occupation ________________________________________ No. Years Employed _______

Spouse’s Name __________________________________________________________________ Relationship to Patient ______________________________

Employer _____________________________________________ Occupation ________________________________________ No. Years Employed _______

Social Security # ___________________________ Birthdate _____________ Work Phone ______________________ Cell Phone _______________________

Subscriber’s Name __________________________________________________________________ Subscriber’s Soc. Sec. # __________________________

Insurance Company _____________________________________________ Contract No. __________________________ Group No. ___________________

Insurance Co. Address _______________________________________________________________________________________________________________

Subscriber’s Employer _____________________________________________________________________ Subscriber’s Birthdate _____________________

Do you have dual coverage?  Yes  q  No  q  If yes:

Subscriber’s Name __________________________________________________________________ Subscriber’s Soc. Sec. # __________________________

Insurance Company _____________________________________________ Contract No. __________________________ Group No. ___________________

Insurance Co. Address _______________________________________________________________________________________________________________

Subscriber’s Employer _____________________________________________________________________ Subscriber’s Birthdate _____________________

Name of nearest relative not living with you _____________________________________________________________________________________________

Complete Address __________________________________________________________________________________________________________________

Phone ___________________________________________

Last                                   First                                                      Name Prefer to be Called                                                     Middle Init.

Street                                                                                         City                                                                                State                                                                          Zip

Responsible Party Information

Orthodontic Insurance Information

Emergency Information

Last                                   First                                                                    Middle                                                    Marital Status 

Street                                                                                             City                                                                                           State                                                                         Zip

Street                                                                                             City                                                                                           State                                                                         Zip

I understand that where appropriate, credit bureau reports may be obtained.

Signature (Parent’s signature if minor) ___________________________________________________________________________ Date _______________________

Please Complete the other side.

Hoover        ●        Mountain Brook        ●        Leeds          ●          Pell City          ●          Hueytown 
205.699.6244 205.979.9480  205.879.5216 205.338.6244 205.979.9480 
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