
Boyles Orthodontics 
 
Patient's Name ________________________________________________________  Male __  Female __ 
                          Last                                          First                                               Middle Initial 
 
Date of Birth______________________ If Child: Parent's Name ___________________________________ 
 
Address ________________________________ City ______________________State______Zip ________ 
 
Telephone: Home ____________________ Cell _____________________ Work _____________________ 
 
email _________________________________ 
 
Responsible Party ______________________________  Cash/Check __   Credit Card __   Insurance __ 
 
General Dentist _________________________________ Gen Dentist Location ______________________ 
 
Parent's Employer _______________________________ Position ________________________________ 
 
Spouse's Employer ______________________________ Position _________________________________ 
*************************************************************************************************************************** 
DENTAL INSURANCE - Primary Coverage 
 
Employee Name ________________________________ Date of Birth _____________________________ 
 
Employer Name ________________________________ Yrs _______ SSN _________________________ 
 
Insurance Company _____________________________ Tel ______________ Group # _______________ 
**************************************************************************************************************************** 
DENTAL INSURANCE - Secondary Coverage 
 
Employee Name ________________________________ Date of Birth _____________________________ 
  
Employer Name ________________________________ Yrs _______ SSN _________________________ 
  
Insurance Company _____________________________ Tel ______________ Group # _______________ 
**************************************************************************************************************************** 
Consent: 
I consent to the diagnostic procedures and treatment deemed necessary by the orthodontist. I consent to the 
orthodontist's use and disclosure of my records (or my child's records) to carry out treatment, to obtain 
payment and for those activities and health care operations that are related to treatment or payment. 
My consent to disclosure of records shall be effective until I revoke it in writing. 
I authorize payment directly to the orthodontist or orthodontic group of insurance benefits otherwise payable 
to me. I understand that my dental care insurance carrier or payor of my dental benefits may pay less than 
the actual bill for services, and that I am financially responsible for payment in full of all accounts. By signing 
this statement, I revoke all previous agreements to the contrary and agree to be responsible for payment of 
services not paid by my dental care payor. I attest to the accuracy of the information on this page. 
 
SIGNATURE OF PATIENT/GUARDIAN ________________________________ DATE _________________ 
 

Welcome to Boyles Orthodontics! 
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MEDICAL HISTORY  
 

Patient's Name _____________________________________________ Date of Birth__________________ 
 
General Dentist __________________________________ Who Referred? __________________________ 
 
Pediatrician/Physician ____________________________________________________________________ 
 
Date last seen by Pediatrician/Physician ______________________________________________________ 
 
Pediatrician/Physician's Findings ____________________________________________________________ 
 
______________________________________________________________________________________ 
 
List of Medications presently taking __________________________________________________________ 
 
  
______________________________________________________________________________________ 
 
  
______________________________________________________________________________________ 
 
Do you have any of the following? 
 

_____ Heart Disease                    _____ Blood Disease 
_____ Rheumatic Fever                _____ High Blood Pressure 
_____ Hepatitis                             _____ Tumors 
_____ Kidney Disease                  _____ Liver Disease 
_____ Thyroid Disease                 _____ Venereal Disease 
_____ Asthma                               _____ AIDS 
_____ Anemia                               _____ Diabetes 
_____ Epilepsy                              _____ Any Surgery 
 
 

Details of the above conditions _____________________________________________________________ 
 
  
______________________________________________________________________________________ 
 
  
______________________________________________________________________________________ 
 
Medication allergies ______________________________________________________________________ 
 
  
______________________________________________________________________________________ 
 
Are you pregnant? ____________________ Date of last tooth extraction ____________________________ 
 
Do you smoke or use tobacco products? ______________________________________________________ 
 
 
 



Please note that we are not obligated to: 
 
- Honor any request by you to restrict the use or disclosure of your protected health information; 
- Amend your protected health information if, for example, it is accurate and complete; or, 
- Provide an atmosphere that is totally free of the possibility that your protected health information may be 
incidentally overheard by other patients and third parties. 
 
This privacy notice is effective as of the date of your signature. If you have any questions about the 
information in this Notice, please ask for our Privacy Contact Person or direct your questions to this person at 
our office address. Thank you. 
 
 
PATIENT ACKNOWLEDGEMENT 
 
I hereby acknowledge that I have received and reviewed a copy of this Privacy Notice. 
 
_________________________________          __________________________________ 
Patient                                                                 Date 
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