
Adult Patient Information 

Patient’s Name ________________________________________________________________________ 

Address______________________________________________________________________________ 
Street City Zip 

Home Phone _________________Cell Phone ___________________Other ________________________ 

Birthdate ________________Age_________ Social Security# ___________________________ Sex M/F 

Whom may we thank for this referral? ______________________________________________________ 

School Attending ______________________________________________________________________ 

Emergency Contact (Not living with patient) _____________________________ Phone__________________ 

Employer ____________________________ Occupation ____________________ How long? _________ 

Work Phone _______________E-Mail Address ______________________________________ 

Marital Status: Single Married Separated Divorced Domestic Partner 

Spouse’s Name: ____________________________________Relationship to Patient _________________ 

Employer____________________________ Occupation______________________ How long? ________ 

Social Security# _____________________ Birthdate ______________ Work Phone_________________ 

Dental Insurance Information 

Policy Holder’s Name____________________________________________________________________ 

Birthdate ___________________________________Social Security______________________________ 

Insurance Co.__________________________ Group # _____________ Phone #___________________ 

Insurance Co. Address__________________________________________________________________ 

Privacy Practices Acknowledgement 

I have received a copy of the Notice of Privacy Practices of Team Memphis Orthodontics.

________________________________________ _______________________________________ 

Please Print Full Name Signature Date 


