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Personal Information
       
 Today’s 
Date: _________________
 Name: _______
_
_______
______
_________
_______________
__
_________
Preferred Name: ___
_____
__________
____
___
_ 
Date of Birth: __
______
__
____
____ 
 
Sex: M_
_
__
_ F_
_
___
_ 
Social
 Security Number: __
_
_
_-__
_
_
_-_
_
_
_
_
 
Address: _____
__
________________
_
_
__
____
_______ 
City: __________
__________________ 
Zip Code: ____
___
________ 
Home Phone: _____
_
__________
_
_________ 
Cell (1): _______
__
_
__
_____
__
____
_ 
 
(
Patient/Mother/Father)
 
Cell (2
): _______
__
___
____
_______
_ 
 
(
Patient/Mother/Father)
    
Email Address: _____________________________________
Employer/ Occupation: ________________
______________________
______________________________________________
Responsible Party Information 
  
Same as Above? Yes: ___
___No: ______ (If Yes, you may leave this section blank)
Person(s) Responsible for Account/ Relation: _____________________________________________________________
_____
Address: _____________________________________________________________ City: _____________________________ 
Zip Code: ___________ Home Phone: _____________________ Cell: _________________________ (Patient/ Mother/ Father) 
Patient/ Responsible Party Employer/ Occupation: ______________________________________________________________
Emergency Contact Information
Name: _______________________________ Phone: (Home/Cell
) _
__________
____
___ Relation: ________________
Dentist and Referral Information
Please list any family members who have been seen by Dr. Bocklet? ________________________________________________
_______________________________________________________________________________________________________
If you are the first, whom can we thank for referring you to our office? 
____________________________
_________________ Previous/
 Present Dentist: _____
___________________________________
_____
__
___ Last Cleaning Date: ___
_______
____
_
 
 
Do
 you take
 Pre-Med for dental cleanings?  
(Yes/ No)
 
    
Please list any other dental procedures planned: ___
_______________
_______________________________________________________________________________________________________
Orthodontic Insurance Information 
Covered? Yes_______ No_________ (If No, yo
u may leave this section blank
 & sign below)
           
Primary Insurance:
   
Insurance Company Name: _______________________
_
_
______ 
Phone Number: ______________ 
Insurance Address: _________________
___
___
_
_________ City: ____________
__
____State: _______ Zip Code: _______
__
__ 
Name of Policy Hol
der: ____________________
______ 
Policy Holder DOB: __
______
_
___ 
Policy Holder
 SSN: ________
______
Policy Holder Employer: ________
__
_
_________
___
___
______ 
Relation to Policy Holder: ___
___
______________
__
________
          
Secondary Insurance:
 
  
Insurance Company Name: _______________________
_
_
______ 
Phone Number: ____________ 
Insurance Address: _________________________________ City: __________________State: _______ Zip Code: _______
____ 
Name of Policy Hol
der: ____________________
______ 
Policy Holder DOB: __
______
_
___ 
Policy Holder
 SSN: ________
______
Policy Holder Employer: ___________
_________
___
_________ 
Relation to Policy Holder: ______
______________
__________
NOTICE: Payment is due in full at time of treatment, unless the financial coordinator has approved prior arrangements.
 
I understand that I am responsible for payment of services rendered and also responsible for paying and 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 rele
ase of any information, including the diagnosis and records of treatment or examinations, to my insurance company.
   
    Signature: ___________________________________________ Date: ___________________________
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I'Bocklet Orthodontics

YOUR SMILE IS OUR FOCUS





