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Patient's Number:

Lucas E. Stevens, D.M.D., M.S., PA.

ORTHODONTIC PATIENT INFORMATION

Age: Birthday: Sex:

Patient’s Name:

Home Address:

STREET

Home Ph: Work Ph:

cITy STATE

Ext. Cell: SSN:

Person Responsible for Account:

Name:

ZIP CODE

Relationship:

Home Address:

STREET

Home Phone:

How Long at this address?

CITy STATE

Work Phone: Ext. SSN:

ZIP CODE

Date of Birth:

Previous Address (if less than 3 years):

Employer:

Occupation: Years Employed:

Spouse’s Name:

Employer:

SSN:

Patient lives with:

Birthdate: Work Phone:

Occupation: Years Employed:

Ext.

Other Family Members that have been seen by us:

Name and ages of brothers and sisters (if child):

Name and ages of children (if adult):

Dental Insurance Information:

Insured’s Name:

SSN:

Home Address:

Work Ph: Ext. Home Ph:

Insurance Company:

Employer: Group #:

Insurance Company Address:

Do you have dual coverage?: [ Yes

Insured’s Name:

0 No If yes, complete the following:
SSN:

Home Address:

Work Ph: Ext. Home Ph:

Insurance Company:

Employer: Group #:

Insurance Company Address:

Other Information:
Dentist:

Physician:

School:

Grade:

Have you ever been evaluated for Orthodontic Treatment?

(Please complete the reverse side of this form)






