
RESPONSIBLE PARTY INFORMATION 

WELCOME TO OUR OFFICE

 Date of Birth:  Social Security: 

 Insurance Company: 

Policy Number:  Effective Date: 

 Phone Number: 

n ure  Name: 

Em o er Name: 

rou  Number: 

e ation hi  to ub criber: 

n urance o  re :

Patient  u  e a  Name: 

ai in  re :

City:

Patient Emai :

O ARE E SEEIN  TODAY  

Date of irth:

e on ib e Part  u  Name:

ai in  re :

City:

Email:     Primar  Phone:  Secondary Phone:

o  ou  ou refer to be contacte ? Phone a  e t  or Emai ?  e ation hi  to Patient:

o  i  ou fin  out about u ?

Dentist: _________________________________________________   Last cleaning/ Check-Up: _____________________________

Type to enter 
text

Phone:

DOB: 

INSURANCE INFORMATION 

State: Zip:

State: Zip:



P  Select Y   N    F  

ave een a enti t in the a t i  month ? } yes    } no 

Do ou have cavitie  or um rob em  that nee  treatment or have been treate ? } yes     } no

f o  ea e e ain:  

ave ou ha  an  in urie  to the teeth  a  or hea ? } yes      } no

f o  ea e e ain:  

Do ou ee a h ician? } yes      } no

Do ou have a me ica  chiatric  h ica  or other hea th con ition that re uire  a t or on oin  me ica  octor vi it  an or treatment?  yes } no

f o  ea e e ain:  

Do ou have an  hi tor  of b ee in  rob em ? } yes   } no

f o  ea e e ain:  

Do ou ta e an  re cri tion or over the counter me ication ? } yes   } no

f o  ea e e ain:  

Do ou have an  a er ie  to me ication  foo  or environmenta  ub tance ? } yes   } no

f o  ea e e ain:  

re ou re nant or i  there a chance ou are re nant? } yes }    no

I              I   I      

EMER ENCY INFORMATION

Emer enc  ontact Per on:

e ation hi  to Patient:

Emai  re :

Phone Number:

SECONDARY INSURANCE INFORMATION 

 Date of Birth:  Social Security: 

 Insurance Company: 

Policy Number:  Effective Date: 

 Phone Number: 

n ure  Name: 

Em o er Name: 

rou  Number: 

e ation hi  to ub criber: 

n urance o  re :

Name: Date: 



PRIVACY NOTICE & CONSENT FORM 

This notice describes how medical information about you may not be used and disclosed and how you can get access 
to this information. Please review it carefully. 

Your protected health information (i.e., individually identifiable information, such as names, dates, phone/fax numbers, 
email/home addresses, social security numbers, and demographic data) may be used or disclosed in one or more of the 
following respects: 

o To other health care providers (i.e., your general dentist, oral surgeon, etc.) in connection with our rendering
orthodontic treatment to you (i.e., to determine the results of cleanings, surgery, etc.).

o To third party payers or spouses (i.e., insurance companies, employers with direct reimbursement,
administrators of flexible spending accounts, etc.) in order to obtain payment of your account (i.e., to determine
benefits, dates of payment etc.).

o To certifying, licensing, and accrediting bodies (i.e., the American Board of Orthodontics, state dental boards,
etc.) in connection with obtaining certification, licensure, or accreditation;

o Internally, to all staff members who have any role in your treatment;
o To other patient(s) and third parties who may see or overhear incidental disclosures about your treatment,

scheduling, etc.;
o To your family and close friends involved in your treatment; and/or,
o We may contact you to provide appointment reminders or information about treatment alternatives or other

health-related benefits and services that may be of interest to you.

Any other uses or disclosures of your protected health information will be made only after obtaining your written 
authorization, which you have the right to revoke.  

Under the new privacy rules, you may have the right to: 

o Request restrictions on the use and disclosure of your protected health information;
o Request confidential communication of your protected health information;
o Inspect and obtain copies of your protected health information through asking us;
o Amend or modify your protected health information in certain circumstances;
o Receive an accounting of certain disclosures made by us of your protected health information

This form is optional under the new patient privacy regulations recently issued by the U.S. Department of Health and 
Human Services. We have elected to use this form. Prior to commencing your orthodontic treatment, you should review, 
sign and date this form. 
Your protected health information (i.e., individually identifiable information, such as names, dates, phone/fax numbers, 
email/home addresses, social security numbers, and demographic data) may be used in connection with your treatment, 
payment of your account, or health care operations (i.e., performance reviews, certification, accreditation, and licensure). 
You have the right to request restrictions on the use of your protected health information. However, we are not required 
to, and may not, honor your request.  
We may amend the above privacy notice at any time. If we do, we will provide you with a copy of the changes, and the 
changes may not be implemented prior to the effective date of the revised notice.  
You may revoke this Consent at any time in writing. However, such revocation will not be effective to the extent that any 
action had been taken in reliance on the consent.  

Thank you for your cooperation. Please let us know if you have any questions. 

      DATE     ______________________________________ 

    PATIENT OR PARENT/GUARDIAN SIGNATURE  ________________________________________________________ 
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