
‭Please take a few minutes to thoroughly complete this form. Thank You.‬

‭Date ____________________‬
‭Patient Information‬

‬























   















   





‭Emergency Information‬

‭Name‬‭and‬‭relationship of nearest emergency contact‬‭not living with you _________________________________‬

‭Address _________________________________________Phone Number ______________________‬

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

‭Signature (Parent’s signature if patient is a minor) _________________________________________‬

‭Authorization to Release Information‬

‭During the course of treatment it may be necessary to provide treatment information and/or diagnostic‬
‭records to the family dentist, insurance companies, or other providers. Your signature is required to‬
‭authorize the release of this information.‬

‭Signature _____________________________________________________________________________‬

‭Dental Insurance Information‬

‭(‬‭If‬‭you do not have orthodontic coverage, there is‬‭no need to provide us with your dental insurance‬
‭information, nor do we need your medical insurance information.)‬

‬


































