
Please	 print	 clearly.Today’s	 Date:

Patient’s	 Name: Patient’s	 Nickname:

Date	 of	 Birth: Age: Social	 Security	 #:

School: Grade:

Sex:

Patient’s	 Siblings:

Primary	 Residence	 (Home	 Address):

Telephone:

Best	 number	 to	 call	 to	 
confirm	 appointments:

Patient’s	 Dentist: Address:

Phone	 Number: Date	 of	 Last	 Cleaning:

Patient’s	 Physician: Phone	 Number: Date	 of	 Last	 Visit:

How	 did	 you	 hear	 about	 our	 office?	 Please	 circle	 all	 that	 apply.

Patient	 Referral: TV

Doctor	 Referral: Yellow	 Pages

Insurance: Internet/Website

Print	 Ad: School	 Program

Other: Coupon

Emergency	 Contact

Relationship	 to	 patient:

Name:

Best	 contact	 number:

Welcome to Our Practice!

First Middle Last

Home

Cell

Street City Zip	 Code

Name Age Name Age Name Age

If	 responsible	 party	 is	 other	 than	 the	 patient,	 please	 provide	 the	 following	 information:	 Not	 Applicable
Financial	 Responsible	 Party	 Name: Date	 of	 Birth:

Relationship	 to	 Patient: Do	 you	 have	 legal	 custody	 of	 this	 child?

Marital	 Status: Single Married Divorced Widowed

Billing	 Address:
Street City Zip	 Code

Telephone:
Home Cell Work	 +	 ext

E-mail	 Address:

Employer: Occupation: #	 of	 years	 at	 current	 employer:

Driver’s	 License	 State	 and	 Number: 	 Social	 Security	 Number:

Yes No

Who	 is	 responsible	 for	 making	 appointments?
Name Best	 Contact	 Phone	 Number

E-mail	 Address:



Insurance	 Information

Do	 you	 have	 orthodontic	 coverage?

Name	 of	 Primary	 Insurance	 Company:

Insurance	 Address:
Street City Zip	 Code

Insurance	 Phone	 Number: Group/Policy	 #: ID	 #:

Policy	 Holder’s	 Name: Relationship	 to	 Patient:

Policy	 Holder’s	 Date	 of	 Birth:

Policy	 Holder’s	 Employer:

Policy	 Holder’s	 SSN:

Yes No

State

Name	 of	 Secondary	 Insurance	 Company:
Insurance	 Address:

Insurance	 Phone	 Number: Group/Policy	 #: ID	 #:

Policy	 Holder’s	 Name: Relationship	 to	 Patient:

Policy	 Holder’s	 Date	 of	 Birth:

Policy	 Holder’s	 Employer:

Policy	 Holder’s	 SSN:

Street City State Zip	 Code

Policy	 Holder’s	 Address:

Policy	 Holder’s	 Address:

Street City State Zip	 Code

Street City State Zip	 Code



Dr. Michael F. McCarthy, DMD 

Dr. Erika B. Hartman, DDS 

 

 
 

Name:  

Date:  

1. What is your main concern? 

 

Overjet (Buck teeth) 

 

Spaced teeth 

 

Crooked/Crowded teeth 

 

Other (please fill in)  

 

2. What style of treatment would you prefer? 

 

   Metal Braces        Clear Braces      Invisalign Removable Clear Aligners 

 

3. Do you have Orthodontic Insurance?  Yes  ____  No  ____ 

 

4. Do you have a Group/Work/Insurance Discount Plan?       Yes  ____        No  ____ 

 

5. If yes, please list Group/Work/Insurance and Discount:   
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