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----TO OUR ORTHODONTIC OFFICE---- 
Please fill out this form completely. 

The better we communicate, the better we can care for you. 
 

 
CONFIDENTIAL- ADULT 

 

Todays Date:____________________ 

Patient Name:________________________________________ 

Nickname: _____________________________ 

Home Address:___________________________APT#:_________  

City:____________________________ Zip:__________________ 

How long at this address?:_____________________________ 

Email:___________________________@________________________ 

Facebook:_____________________ Instagram:___________________ 

Birth Date: _____/_____/_____ Age:__________ ❒ Male ❒ Female 

Social Security Number:_____- ____-_____ 

Home Phone #:______________ 

Mobile#:_____________________ 

School (If applicable)___________________________________  

Emergency Contact Information:_____________________ 

Whom may we thank for referring you to our office? 

_________________________________________ 
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General Dentist:_______________________________  

Patients Employer:__________________________ 

No. Years Employed:___________ 

Work Contact #:_______________________ 

 

Person financially responsible for this account: 

Father__________________  Mother____________________  Self  

Marital status: Single  Married  Divorced  Widowed  Other  

 

Orthodontic Insurance Information: 

Do you have orthodontic coverage?  Yes  No 

Insurance Company Name:_____________________  

Primary Insured’s Name:________________________ 

Subscriber/Member ID#:__________________ 

Group #: ________________  

Birth Date _____/_____/_____ SSN ______ - _____ - ________ 

Employer:__________________ 

Insurance Contact #:_________________________ 

Insurance Address:________________________________________ 

City:____________________________________ 

State:____________________ Zip:______________ 

 


