
 

    

 
WELCOME TO HI 5 ORTHODONTICS!  

 

Date: ______________         ____ male   ___ female 

             

Patient’s name: ___________________________________________________________________________________ 
   last                                                     first                                        middle 

address: _________________________________________________________________________________________ 
                    street                                                                 city                                               state                                  zip 

Phone: (___) _____-____________     ___ cell  ___ home      birth date: ____/_____/____  
 
 

Patient’s Dentist: _________________________________ date of last visit: ________________________________ 
 

Responsible party email: __________________________________________________School: ___________________ 
 

************************************************************************************************************************************** 

Required - Responsible party information 
 

Name: ____________________________________________________________________________________________ 
                                                       Last                                                                    first                                                    middle                                         martial status          

 

mailing address: ________________________________________________________________________________ 
street                                                                 city                                               state                                  zip 
 

how long at this address? __________  phone: (____) ______- _____________    _____ cell  _____ home 
 

ss #: __________________________ birth date: ___________________  relationship to patient: ________________ 
 

employer: _______________________________ occupation: _________________________  no. years empl: _______ 

 

?? ___ Teacher      ___ Military   ___ Police   ___ Fire ?? 
 

************************************************************************************************************************************** 

Spouse’s name: ____________________________________________________________________________________ 
                                                                      Last                                                                    first                                                    middle                                          
 

Spouse’s employer: ______________________________ Occupation: ______________________ no. years: ________ 
 

Spouse’s ss#: _______________________ spouse’s birth date: __________________  PH: (_____)________________ 

 
 

?? ___ Teacher      ___ Military   ___ Police   ___ Fire ?? 
************************************************************************************************************************************** 

Required - Insurance information 
 

Insured’s name: ________________________________  dob: __________________   ss #: ________________________ 

Insurance co: ________________________________________  group #: _____________________   

Insurance co. address: _____________________________________________________________________________ 

Insured’s employer: _______________________________________________________________________________ 

Do you have dual coverage?   ___ yes   ___ no    if yes, please continue,      

Insured’s name: ________________________________  dob: __________________   ss #: ________________________ 

Insurance co: ________________________________________  group #: _____________________   

Insurance co. address: _____________________________________________________________________________ 

Insured’s employer: ________________________________________________________________________________ 
 

 



 

    

 

 

In your own words, what is the problem? 

_________________________________________________________________________________________________ 

Have you seen another orthodontist? _________ WHO? _____________________ any treatment? ______________ 

family members treated here? _______________ who? _________________________________________________  

Relationship to patient: ____________________________________________________________________________ 

 

 

To the best of my knowledge, all of the preceding information is true and correct. If my (or my child’s) health 

changes, or my medications change, I will inform the office as soon as possible. 

 

Signature (guardian if patient is a minor): __________________________________________________  date: __________ 


