
ADULT WELCOME FORM 
(Please Print) 

Today’s date: 

PATIENT INFORMATION 

Patient’s last name: First: Middle: � Mr.
� Mrs.

� Miss
� Ms.I prefer to be called: Single  /  Mar  /  Div  /  Sep  /  Wid 

Birth date:           /       / Age:   Sex: � M  � F Email: 

Home address: SSN: Home #: 

City: State: ZIP: Cell #: 

Occupation: Employer: Work #: 

How long there? Where & when are the best times to reach you? 

Whom may we thank for referring you? 

Previous/Present Dentist: 

Other family members seen here: Person Responsible for Account: 

SPOUSE INFORMATION 

His/Her Name: Birth date:          /        / SSN#: 

Employer: Work #: 

Emergency contact information: 

His/Her Name: Relation: 

Home #: Work #: 

ORTHODONTIC INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

PRIMARY INSURANCE: 

Orthodontic Coverage?    � Yes � No Dental Coverage?   � Yes � No

Insurance Company Name: Insurance Company Phone #: 

Insurance Co. Address: City: State: ZIP: 

Group #: Insured Name: Relation: Insured DOB: 

Insured’s ID #: Insured’s Employer: 

SECONDARY INSURANCE: 

Orthodontic Coverage?    � Yes � No Dental Coverage?    � Yes � No

Insurance Company Name: Insurance Company Phone #: 

Insurance Co. Address: City: State: ZIP: 

Group #: Insured Name: Relation: Insured DOB: 

Insured’s ID #: Insured’s Employer: 

Signature: Date: 

I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and deductibles that my 
insurance does not cover.  I authorize payment of my group insurance benefits to be made directly to this office.  I understand that I am 
responsible for all costs of orthodontic treatment.  I hereby authorize release of any information, including the diagnosis and records of treatment
or examinations, to my insurance company. 

Marital status (select one)

Brutus



MEDICAL HISTORY 

Do you have a personal physician? � Yes � No

Physician’s Name: 

Phone #: 

Your current physical health is:   � Good   � Fair   � Poor

Are you currently under the care of a physician? � Yes � No
Please explain: 

Do you smoke or use tobacco of any kind? � Yes  � No

Have you had any metal rods, pins or implants? � Yes  � No

Are you taking any prescription/over-the-counter 
drugs? � Yes  � No

Please list each one: 

For women: Are you taking birth control pills? � Yes  � No

Are you pregnant?           Week #: � Yes  � No

Are you nursing? � Yes  � No

Have you ever had any of the following diseases or medical problems: 

Y   N Abnormal bleeding/Hemophilia Y   N High Blood Pressure 
Y   N AIDS Y   N HIV 
Y   N Anemia Y   N Hospitalized for any reason 
Y   N Arthritis Y   N Kidney Problems 
Y   N Artificial bones/Joints/Valves Y   N Liver Disease 
Y   N Asthma Y   N Low Blood Pressure 
Y   N Blood Transfusion Y   N Lupus 
Y   N Cancer/Chemotherapy Y   N Mitral Valve Prolapse 
Y   N Congenital Heart Defect Y   N Pacemaker 
Y   N Diabetes Y   N Psychiatric Problems 
Y   N Difficulty Breathing Y   N Radiation Treatment 
Y   N Emphysema Y   N Rheumatic/Scarlet Fever 
Y   N Epilepsy Y   N Seizures 
Y   N Fainting Spells Y   N Shingles 
Y   N Frequent Headaches Y   N Sickle Cell Disease/Traits 
Y   N Glaucoma Y   N Sinus Problems 
Y   N Hay Fever Y   N Stroke 
Y   N Heart Attack/Surgery Y   N Thyroid Problems 
Y   N Heart Murmur Y   N Tuberculosis (TB) 
Y   N Hepatitis Y   N Ulcers 
Y   N Herpes/Fever Blisters Y   N Venereal Disease 

List any serious medical condition(s) that you have ever had: 

__________________________________________________________ 

__________________________________________________________
____
Are you allergic to any of the following? 

Y   N Aspirin Y   N Erythromycin Y   N Penicillin 

Y   N Codeine Y   N Jewelry/Metals Y   N Tetracycline 

Y   N Dental Anesthetics Y   N Latex Y   N Other 

List any other drugs/materials you are allergic to: _________________ 

__________________________________________________________
__

DENTAL HISTORY 
What are the main orthodontic concerns you would like to accomplish? 

__________________________________________________________________ 

Have you ever had or been evaluated for orthodontic 
treatment? � Yes  � No

Have you ever had previous orthodontic treatment?

If yes, when? _______________________________

� Yes  � No

Do you now or have you ever experienced pain or discomfort 
in your jaw joint (TMJ/TMD)? 

� Yes  � No

Your current dental health is:       � Good   � Fair   � Poor

Mouth     Teeth     Chin 

Do you have any speech problems? � Yes  � No

Do you generally breathe through your mouth? � Yes  � No

      If yes, please circle:      While Awake     While Asleep 

Are you happy with the way your smile looks? � Yes  � No

If not, what would you change? _______________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

I understand that the information I have given today is correct to the best of my 
knowledge.  I also understand that this information will be held in the strictest 
confidence and that it is my responsibility to inform this office of any changes in 
my medical status.  I authorize the dental staff to perform any necessary dental 
services that I may need during diagnosis and treatment, with my informed 
consent.  This office reserves the right to verify the credit status of potential 
patients and/or parents of patients prior to extending credit for treatment fees 
and may, at the discretion of the office, use the services of credit reporting
services. 

___________________________________________________________________________ 
Signature  Date 

Doctor’s Comments: ________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

This office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA. 

Acknowledgment of Receipt of Notice of Privacy Practices

I have read the 1otice of privacy practices for the aEove named practice�

Signature     Date: _____________________________________ 

OFFICE USE ONLY 

Have you ever had a serious/difficult problem associated 
with any previous dental work? � Yes  � No

Have you ever had injury to your (select one):


	checkbox_1vjkz: 
	checkbox_1vjkz: Off

	checkbox_2yi: 
	checkbox_2yi: Off

	checkbox_3rsyf: 
	checkbox_3rsyf: Off

	checkbox_4zrsx: 
	checkbox_4zrsx: Off

	checkbox_5nshk: Off
	checkbox_6oyys: Off
	checkbox_7vggi: Off
	checkbox_8ctbf: Off
	checkbox_9ungm: Off
	checkbox_10xrvz: Off
	checkbox_45yilo: 
	checkbox_45yilo: Off

	checkbox_46btas: 
	checkbox_46btas: Off

	checkbox_47omri: 
	checkbox_47omri: Off

	checkbox_48bvap: 
	checkbox_48bvap: Off

	checkbox_49ntph: 
	checkbox_49ntph: Off

	checkbox_50lawn: 
	checkbox_50lawn: Off

	checkbox_51pdqw: 
	checkbox_51pdqw: Off

	checkbox_52gmrk: 
	checkbox_52gmrk: Off

	checkbox_53hhpq: 
	checkbox_53hhpq: Off

	text_164msjj: 
	text_166bskx: 
	text_167hkxz: 
	text_169xlda: 
	text_170xci: 
	text_170xci: 

	text_173jxxw: 
	text_175wxel: 
	text_176lgof: 
	text_177edif: 
	text_177edif: 

	text_178qjgb: 
	text_178qjgb: 

	text_179skdj: 
	text_179skdj: 

	text_180htjl: 
	text_181avff: 
	text_181avff: 

	text_182wiwg: 
	text_183rofz: 
	text_185zkom: 
	text_186imom: 
	text_187ovre: 
	text_188khuh: 
	text_189diyk: 
	text_190pbcf: 
	text_191fkvj: 
	text_192ghye: 
	text_193kxee: 
	text_194dzgu: 
	text_195dr: 
	text_196uzk: 
	text_197eaah: 
	text_198oppw: 
	text_199njmy: 
	text_200oqhk: 
	text_201jcas: 
	text_202ykrh: 
	text_203agio: 
	text_204xhie: 
	text_205gdjx: 
	text_206cbaf: 
	text_207xhaj: 
	text_208dadj: 
	text_209ct: 
	text_210yq: 
	text_211fsio: 
	text_212ohu: 
	text_213jehi: 
	text_214xcnw: 
	text_215szze: 
	text_216cjtp: 
	text_217kbrt: 
	text_218ztbx: 
	text_219anwb: 
	text_220dhnx: 
	text_221lj: 
	text_222qzxr: 
	text_223yeqg: 
	text_224vywx: 
	text_225rvhg: 
	text_226zgiw: 
	text_227inyu: 
	text_228zeck: 
	text_229jarl: 
	text_230gcry: 
	text_231recm: 
	checkbox_11jpdb: 
	checkbox_11jpdb: Off

	checkbox_12vfls: 
	checkbox_12vfls: Off

	checkbox_13ivfg: 
	checkbox_13ivfg: Off

	checkbox_14hwey: Off
	checkbox_15wucx: Off
	checkbox_16wsg: Off
	checkbox_17ielt: Off
	checkbox_18zcs: Off
	checkbox_19pxqn: Off
	checkbox_20adgi: Off
	checkbox_21azma: Off
	checkbox_22oifc: Off
	checkbox_23icqq: Off
	checkbox_24mggj: Off
	checkbox_25bubo: Off
	checkbox_26pcuj: Off
	checkbox_27jqcb: Off
	checkbox_28ooma: Off
	checkbox_29mzzd: Off
	checkbox_30dh: Off
	checkbox_31bgdm: Off
	checkbox_32boik: 
	checkbox_32boik: Off

	checkbox_33jtcd: Off
	checkbox_34xkr: Off
	checkbox_35rcul: Off
	checkbox_36njkn: Off
	checkbox_37cibc: Off
	checkbox_38blux: Off
	checkbox_39vfbw: Off
	checkbox_40veur: Off
	checkbox_41bqnc: Off
	checkbox_42cqhr: Off
	checkbox_43cfls: Off
	checkbox_44npna: Off
	checkbox_54gjry: 
	checkbox_54gjry: Off

	checkbox_55rhfu: Off
	checkbox_56eqjo: 
	checkbox_56eqjo: Off

	checkbox_57zjeg: 
	checkbox_57zjeg: Off

	checkbox_58rkwm: Off
	checkbox_59emlg: Off
	checkbox_60ib: Off
	checkbox_61dbof: Off
	checkbox_62jlhs: Off
	checkbox_63hvyq: Off
	checkbox_64jbfs: Off
	checkbox_65pkhn: Off
	checkbox_66swdm: Off
	checkbox_67lxip: Off
	checkbox_68uoym: Off
	checkbox_69wvzw: Off
	checkbox_70ilrd: Off
	checkbox_71ewdh: Off
	checkbox_72humz: Off
	checkbox_73rtnx: Off
	checkbox_74wqs: Off
	checkbox_75rn: Off
	checkbox_76dnvj: 
	checkbox_76dnvj: Off

	checkbox_77hviq: 
	checkbox_77hviq: Off

	checkbox_78etgr: 
	checkbox_78etgr: Off

	checkbox_79mwcp: 
	checkbox_79mwcp: Off

	checkbox_80jfdm: 
	checkbox_80jfdm: Off

	checkbox_81flqn: Off
	checkbox_82irfh: Off
	checkbox_83mpeg: Off
	checkbox_84axua: Off
	checkbox_85uxob: Off
	checkbox_86liun: Off
	checkbox_87otwl: Off
	checkbox_88bfat: Off
	checkbox_89wpsi: Off
	checkbox_90iwsm: Off
	checkbox_91ilbq: Off
	checkbox_92cetu: Off
	checkbox_93chse: Off
	checkbox_94iwoz: Off
	checkbox_95gctv: Off
	checkbox_96zmqt: Off
	checkbox_97rsrg: Off
	checkbox_98wez: Off
	checkbox_99ksru: Off
	checkbox_100drgj: Off
	checkbox_101umru: Off
	checkbox_102rwjs: Off
	checkbox_103ilis: Off
	checkbox_104vwo: Off
	checkbox_105unkq: Off
	checkbox_106fyjm: Off
	checkbox_107zvka: Off
	checkbox_108dhxt: Off
	checkbox_109ukle: Off
	checkbox_110vsje: Off
	checkbox_111czrr: Off
	checkbox_112vqdv: Off
	checkbox_113esfo: Off
	checkbox_114tgnb: Off
	checkbox_115iorr: Off
	checkbox_116podq: 
	checkbox_116podq: Off

	checkbox_117veoe: 
	checkbox_117veoe: Off

	checkbox_118wtuf: 
	checkbox_118wtuf: Off

	checkbox_119xuer: 
	checkbox_119xuer: Off

	checkbox_120prou: Off
	checkbox_121srki: Off
	checkbox_122khev: Off
	checkbox_123rban: Off
	checkbox_124hoea: Off
	checkbox_125ymef: Off
	checkbox_126offi: Off
	checkbox_127xxwi: Off
	checkbox_128zrjw: Off
	checkbox_129dpuj: Off
	checkbox_130kthn: Off
	checkbox_131hpsi: Off
	checkbox_132udpj: Off
	checkbox_133eooi: Off
	checkbox_134gwdm: Off
	checkbox_135eiax: Off
	checkbox_136hnvo: Off
	checkbox_137wfzo: Off
	checkbox_138svnh: Off
	checkbox_139meeb: Off
	checkbox_140hfec: Off
	checkbox_141wkkl: Off
	checkbox_142igel: Off
	checkbox_143mkab: Off
	checkbox_144wogo: Off
	checkbox_145gegl: Off
	checkbox_146ydkn: Off
	checkbox_147icle: Off
	checkbox_148zfdb: Off
	checkbox_149tc: Off
	checkbox_150wosb: Off
	checkbox_151yrwo: Off
	checkbox_152nwur: Off
	checkbox_153doao: Off
	checkbox_154bnpz: 
	checkbox_154bnpz: Off

	checkbox_155udfd: 
	checkbox_155udfd: Off

	checkbox_156dezu: Off
	checkbox_157nzan: Off
	checkbox_158nrx: Off
	checkbox_159njci: Off
	checkbox_160eayk: Off
	checkbox_161btms: Off
	checkbox_162ejfr: Off
	text_232erkw: 
	text_233zdwi: 
	text_234oqfn: 
	text_235anjf: 
	text_236juut: 
	text_237irkx: 
	text_238owbv: 
	text_239janf: 
	text_240xfao: 
	text_241aknr: 
	text_242acta: 
	text_243cnyd: 
	text_244skit: 
	text_245xybs: 
	text_246gjgs: 
	text_247vrdf: 
	text_248njic: 
	text_249igul: 


