
SUBSCRIBER LAST NAME:________________________FIRST NAME:_________________________

TITLE:_________MIDDLE NAME:__________________RELATION TO PATIENT:________________

HOME ADDRESS:________________________________CITY:____________________STATE:______

HOME PHONE:__________________WORK PHONE:__________________SS NO.:________________

DOB:_____/_____/_____ MARITAL STATUS:______________________SEX:__________________

EMPLOYER NAME:____________________________________________________________________

ADDRESS:_______________________________________CITY:____________________STATE:______

INSURANCE COMPANY NAME:_________________________________________________________

ADDRESS:_______________________________________CITY:____________________STATE:______

INSURANCE PHONE:_____________________________

GROUP NO.:____________POLICY HOLDER ID:____________________________________________

ORTHODONTIC COVERAGE?   YES   NO   MAXIMUM LIFETIME COVERAGE:________________

EMPLOYER NAME:____________________________________________________________________

ADDRESS:_______________________________________CITY:____________________STATE:______

INSURANCE COMPANY NAME:_________________________________________________________

ADDRESS:_______________________________________CITY:____________________STATE:______

INSURANCE PHONE:_____________________________

GROUP NO.:____________POLICY HOLDER ID:____________________________________________

ORTHODONTIC COVERAGE?   YES   NO   MAXIMUM LIFETIME COVERAGE:________________

NAME:_______________________________________________________________________________

SIGNATURE:___________________________________________________DATE:__________________

INSURANCE INFORMATION FORM

PRIMARY INSURANCE COVERAGE

SECONDARY INSURANCE COVERAGE

RESPONSIBLE PARTY FOR PATIENT

THE FOLLOWING INFORMATION AND HISTORY ARE NECESSARY FOR ADEQUATE TREATMENT AND 
UNDERSTANDING OF YOUR CHILD. THANK YOU FOR COMPLETING IT IN FULL.

Patient’s name _________________________________________Nickname______________________Age____________

Sex______ Date of Birth ___________School _____________________________________________Grade___________

Patient’s Interests and Hobbies__________________________________________________________________________

Father’s Name _____________________________________Mother’s Name_____________________________________

Home Address ______________________________________________________Home phone: _____________________

Father’s Occupation _______________Work Phone ______________Cell Phone ___________Email__________________

Mother’s Occupation _______________Work Phone ________________Cell Phone ___________Email_______________

Name and Ages of Other Children in Family _______________________________________________________________

Person Responsible For Payment of Account _________________SS #_____________Driver’s License #______________

Do you have a Dental Insurance Plan?  Yes ______ No ______

Insured’s Name _____________________________  Name of Plan ___________________ Policy #__________________

I hereby authorize assignment of my insurance rights and benefi ts directly to the provider for services rendered. I fully 

understand I am solely responsible for any balance not paid by my insurance company. 

Signature___________________________________________________________________   Date __________________

Whom may we thank for referring you? ___________________________________________________________________

                                                                                 MEDICAL HISTORY                                                                 YES NO                                                                                                   

Child’s Physician _________________________________________________ Phone______________________________

Is your child in good health? ……………………………………………………………………………………………………...___ ___

Does your child have regular medical examinations? ……………………………………………………………..........…....___ ___

Has your child any history of problems with: (X) any applicable—

(  ) Heart Condition or Murmur     (  ) Asthma                 (  ) Allergies     (  ) Kidney, Liver, or GI    (  ) ADD           (  ) Cancer

(  ) Tuberculosis                           (  ) Lung                     (  ) Diabetes    (  ) Epilepsy                     (  ) ADHD        (  ) AIDS                                 

(  ) Bleeding Disorders                 (  ) Rheumatic Fever  (  ) Hepatitis     (  ) Sickle Cell Anemia    (  ) Autism        (  ) Other

Has your child any diffi culties with hearing, speech, vision? Explain ……………………………...…….………..............

Has your child a cerebral or spastic condition? Explain ……………………………...………………………......................

Has your child any emotional, mental, or nervous disorders? Explain ……………………………...………………..........

Is your child presently taking any medications? Please List: ……………………………...………………………..............

Is your child allergic to any medications or latex? Please List: ……………………………...………………………...........

Is your child presently undergoing medical treatment? ………………………………………………………………............___ ___

Has your child ever been hospitalized since birth? ………………………………………………………………………........___ ___

       If so, Date: ____________________________ Reason: __________________________________________________

___ ___

___ ___

___ ___

___ ___

___ ___

TURN OVER


