
Patient’s Name:_________________________________________________________________________________

Preferred Name:_____________________________________

Date of Birth:______________________Age:_____________SSN:_______________________________________

Address:___________________________________________________________________________________

                  ___________________________________________________________________________________

Female:         Male:         Prefer not to Identify:         

Cell Phone:________________________Home Phone:________________________Email:________________________
Can we communicate via text?        YES:            NO: 

Guardian 1 Name:________________________________________________________________________________

Relationship to Patient:_____________________________________

Date of Birth:______________________Age:_____________SSN:_______________________________________

Address:___________________________________________________________________________________

                  ___________________________________________________________________________________

Cell Phone:________________________Home Phone:________________________Email:________________________
Can we communicate via text?        YES:            NO: 

City                                                    State                                                           Zip Code

Guardian 2 Name:________________________________________________________________________________

Relationship to Patient:_____________________________________

Date of Birth:______________________Age:_____________SSN:_______________________________________

Address:___________________________________________________________________________________

                  ___________________________________________________________________________________

Cell Phone:________________________Home Phone:________________________Email:________________________
Can we communicate via text?        YES:            NO: 

City                                                    State                                                           Zip Code

How did you hear about our office?_________________________

City                                                    State                                                           Zip Code

New Patient Information

Responsible Party



Have you ever taken any medications for osteoporosis?                    YES                    NO

Date of last menstrual cycle:_______________________________________

Please list current medications: ____________________________________________________________________________________________

Please explain any special needs or concerns:______________________________________________________________________________

Is there pending treatment?                 YES                    NO

Practice Name:______________________________________________________Dentist Name:__________________________________________

Date  of last cleaning:______________________________________________

Primary Subscriber’s Name:__________________________________________________________________________

Insurance Company:____________________________________Employer:__________________________________

Date of Birth:______________________SSN:_______________________________________

Address:___________________________________________________________________________________

                  ___________________________________________________________________________________
City                                                    State                                                           Zip Code

Insurance ID#:__________________________Employer ID#:__________________________Group#__________________________

Secondary Subscriber’s Name:__________________________________________________________________________

Insurance Company:____________________________________Employer:__________________________________

Date of Birth:______________________SSN:_______________________________________

Address:___________________________________________________________________________________

                  ___________________________________________________________________________________
City                                                    State                                                           Zip Code

Insurance ID#:__________________________Employer ID#:__________________________Group#__________________________

Primary Dental Practice Information

Insurance Information

Medical History
Please check all that apply:

Scarlet Fever

Metal Allergies

Jaw Clicking

Handicaps/Disabilities Hemophilia

Convulsions/Epilepsy

Asthma

Abnormal Bleeding Allergies to any Drugs

Cancer

Diabetes

Hearing Impaired

Hepatitis A, B, or C

Kidney/Liver Problems

Pregnant

Smoking/Tobacco

Anorexia/Bulimia

Congenital Heart Defect

Finger/Thumb Sucking

Heart Murmur

HIV Positive/AIDS

Latex Allergy

Rheumatic Fever

TuberculosisSnoring





Email: rummelorthodontics@smiledoctors.com

Signature of Responsible Party Printed Name Date

I have reviewed/received a copy of Rummel Orthodontics Notice
of Privacy Practices.



Relationship to Patient

Relationship to Patient

Relationship to Patient

Relationship to Patient

Relationship to Patient

Name of Authorized Person

Name of Authorized Person

Name of Authorized Person

Name of Authorized Person

Name of Authorized Person

Signature of Responsible Party Printed Name Date

Patient Information Release 

I do not give Rummel Orthodontics permission to discuss financial OR
treatment information with any other parties. 

I give Rummel Orthodontics permission to discuss financial and/or
treatment information with the following individuals:


