
Eligible for any financial subsidy or benefits?  Y____     N____

Elig. Date _________________   Lifetime Max__________________  

Co Pay ___________________   Last Date Checked_____________ 

Date______________________   Remaining Balance____________  

Primary ___________________   Secondary____________________

What Type of Reminders Would You Like to Receive? 

o Phone ________________________________________________ 

o Email_________________________________________________ 

o Text messages Cell Phone # _____________________________ 

Carrier (i.e. Verizon, AT&T, etc.) ___________________________ 

PERSON RESPONSIBLE FOR ACCOUNT 

Name:___________________________________________________ 

Address: ________________________________________________ 

City: ____________________________ State:______ Zip:_________ 

SSN: ____________________________________________________ 

Home Phone: ________________ Work Phone:_________________ 

Cell Phone: ______________________________________________ 

Employer: _______________________________________________ 

Email: ___________________________________________________ 

Marital Status: ____________________________________________ 

Relationship to Patient: ____________________________________

OTHER PARENT INFORMATION 

Name:___________________________________________________ 

Address: ________________________________________________ 

City: ____________________________ State:______ Zip:_________ 

SSN: ____________________________________________________ 

Home Phone: ________________ Work Phone:_________________ 

Cell Phone: ______________________________________________ 

Employer: _______________________________________________ 

Email: ___________________________________________________ 

Marital Status: ____________________________________________ 

Relationship to Patient: ____________________________________

SECOND DENTAL INSURANCE CARRIER INFORMATION

DENTAL INSURANCE INFORMATION:

Cell Phone: ______________________________________________

Email: ___________________________________________________



_____ Are you currently taking Bisphosphonates?       Yes          No

Any x-rays taken at another orthodontist?  Yes   No  Date of x-rays taken:___________________________

(type_____________)

Patient Name:__________________________________


