
WELCOME TO OUR OFFICE 

PATIENT INFORMATION: 

Patient’s Full Name: _____________________________________________________Male/Female 

Nickname (if preferred): ____________________ Age: ___________ Birthdate:__________________ 

Address: _________________________________________________________________________ 

City: _____________________________ State: __________________ Zip: ____________________ 

Cell (18+): _______________________Home: _____________________ Work:_________________ 

Email (18+):_________________________________Dentist:________________________________ 

Date of last dental cleaning_________________________            Marital Status:    Single       Married     
                                                                                                                                             Divorced    Separated     

Please list ALL allergies (including penicillin)_____________________________________________ 

Please list any medications or medical/dental information that needs to be brought to our attention: 
________________________________________________________________________________ 
 
Please list any immediate family members who are currently or have previously had treatment at our 
office  ___________________________________________________________________________ 

How did you hear about our office:  ____________________________________________________ 

Emergency Contact: ____________________________ Phone number: ______________________ 

 

CONTACT INFORMATION (IF PATIENT IS UNDER 18):  

Mothers Full Name: ______________________________________ Birthdate:__________________ 

Address: _________________________________________________________________________  

Cell: ______________________ Home: __________________ Email: ________________________ 

 

Fathers Full Name: _______________________________________Birthdate:__________________ 

Address: _________________________________________________________________________ 

Cell: ______________________ Home: __________________ Email: ________________________ 
 
Parents Marital Status:   Single    Married    Divorced    Separated     
 
Do you have dental insurance:    yes/ no 
 

AUTHORIZATION: 

I agree that the information I have given is correct to the best of my knowledge.  I understand that it is my responsibility to 
inform this office of any changes in the patient’s medical or dental status.  I understand that my/my child’s diagnostic 
records and name may be used for educational and promotional purposes. 

Signature of patient/parent/other: _______________________________ Date: _________________ 









 

 

Privacy & Photographic Consent 

Privacy Consent (HIPAA) 

Your protected health information (i.e., individually identifiable information such as names, dates, phone/fax 

numbers, email addresses, home addresses, social security numbers, and demographic data) may be used in 

connection with your treatment, payment of your account or health care operation (i.e., performance reviews, 

certification accreditation and licensure). 

You have the right to review our office’s privacy notice prior to signing this Consent (see back page), if you 

would like a copy of the Consent please notify the front desk. 

You have the right to request restrictions on the use of your protected health information. However, we are 

not required to, and may not honor your request. We may amend the attached privacy notice at any time.  If 

we do, we will provide you with a copy of the changes, and the changes may not be implemented prior to the 

effective date of the revised notice. 

You may revoke this Consent at any time in writing. However, such revocation will not be effective to the 

extent that any action has been taken in reliance on the Consent. 

 

Signature (Responsible Party) _________________________________________________ Date:_______________ 

 

Photographic Consent 

 

(self) 

I hereby give permission to Boley Braces to use my name, photographic likeness, in media for marketing, 

advertising, trade, and any other lawful purpose. 

Signature___________________________________________________________________Date: ______________ 

 

(minor) 

I hereby give permission to Boley Braces to use my child’s name, photographic likeness, in media for 

marketing, advertising, trade, and any other lawful purpose. 

Parent/Guardian Signature___________________________________________________________Date: ______________ 

 

o I decline to have photos used    

 
Signature________________________________________________________Date:____________ 

 



INSURANCE INFORMATION         Date of Visit:  ________________________________ 

 

Patient Name:  __________________________________________ Patient’s DOB:  ______________ 

 

Policy Holder’s Name: ___________________________________________   Date of Birth:  _____________ 
  

Policy Holder’s Address: _________________________________________________________________________________ 

 

City: _______________________________________________ State: ___________________  Zip: _____________ 

 

Relationship to Patient: _______________________________Phone Number: ________________________ Cell/Home 
                

Social Security #:  ________________________________   Subscriber ID #: ________________________________ 

 

Employer:  _____________________________________   Group #: ________________________ 

 
Dental Ins. Co.: _________________________________ Ins. Co. Phone: ______________________ 

 

For SECONDARY Insurance Only: 
 
Policy Holder’s Name: __________________________________________   Date of Birth:  _____________  

 

Policy Holder’s Address: ________________________________________________________________________________ 

 

City: ______________________________________________ State: ______________________ Zip: ______________   

 
Relationship to Patient: _________________________________Phone Number: ________________________ Cell/Home 

 

Social Security #:  ________________________________   Subscriber ID #: _____________________________    

 

Employer:  ___________________________________   Group #: _________________________ 
 

Dental Ins. Co.: ______________________________ Ins. Co. Phone: _________________________ 

 

 

*******************************************FOR OFFICE USE ONLY********************************************* 

 
Ins Co:  ________________________________   Phone #: ___________________   Spk w/:_________ 
 

ID#:___________________________   Grp#: __________________________ %:  ______    Lifetime Max: ___________ 

 

SUB/SP/DEP CH/ Age Limit: _______ Deductible: _________ Waiting Period:  _____   Amt used: ____________ 
 

AM  AQ  ASA/M   Q   SA   Mail Claims to: _______________________________________________________________ 

Can we FAX CLAIMS?  Fax #: ______________________  

 

 
SECONDARY Insurance: Standard Nondup 

 
Ins Co:  ________________________________   Phone #: ___________________   Spk w/:_________   

          

ID#:___________________________   Grp#: __________________________ %:  ______    Lifetime Max: ___________ 
 

SUB/SP/DEP CH/ Age Limit: _______ Deductible: _________ Waiting Period:  _____   Amt used: ____________ 

 

AM  AQ  ASA/M   Q   SA   Mail Claims to: _______________________________________________________________ 

Can we FAX CLAIMS?  Fax #: ______________________  
 

NPI #: 1962623819        

Tax ID #: 465630289      
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