
A       B       C 
PATIENT INFORMATION 

Date___________________ 

Patient’s name____________________________________________________________________________________  
 Last First Middle 

Address _________________________________________________________________________________________  
 Street City Zip 

Home Phone______________________ Birthdate_______________ Social Security #___________________________  

If patient is a minor, give parent’s or guardian’s name _____________________________________________________  

Whom may we thank for referring you to our office?_______________________________________________________  

 
RESPONSIBLE PARTY INFORMATION 

Name___________________________________________________________________________________________  
 Last First Middle 

Residence _______________________________________________________________________________________  
 Street City Zip 

Mailing Address___________________________________________________________________________________  
 Street City Zip 
How long at this address?______ Home phone_________________________ Work phone __________________________________  

Cell/other phone_________________________ Email address _________________________________________________________  

Previous Address (If less than 3 years)_________________________________________________________________  

Social Security #_____________________________ Birthdate_________________ Relationship to Patient __________  

Employer_____________________________________ Occupation____________________ No. years employed _____  

Spouse’s Name_____________________________________________ Relationship to Patient____________________  

Employer_____________________________________ Occupation____________________ No. years employed _____  

Social Security # ___________________________ Birthdate _________________ Work Phone __________________  

 
DENTAL INSURANCE INFORMATION 

Insured’s Name___________________________________________ Insured’s Social Security # __________________  

Insurance Company_________________________ Group No._________________ Local No._____________________  

Insurance Co. Address_________________________________________________ Phone No. ___________________  

Do you have dual coverage?    Yes_____       No_____         If yes: 

Insured’s Name________________________________________ Insured’s Social Security # _____________________  

Insurance Company_________________________ Group No._________________ Local No._____________________  

Insurance Co. Address_________________________________________________ Phone No. ___________________  
 

EMERGENCY INFORMATION 

Name of nearest relative not living with you _____________________________________________________________  

Complete address _________________________________________________________________________________  
 Street City Zip 
Phone __________________________________________________________________________________________  

 
I understand that, where appropriate, credit bureau reports may be obtained. 

Signature (Parent’s signature if minor) _____________________________________________________________________

Updates (date & initial) _________________________________________________________________________________



MEDICAL HISTORY 
 

Physician_________________________________________________ Date of Last Visit _____________________________  
Address __________________________________________________ Phone _____________________________________  
Please circle Yes or No (If Yes, please fill in details)        
     
Yes No Are you taking any medication? ____________________________________________________________  
Yes No Are you allergic to any medication? _________________________________________________________  
Yes No Do you have a history of a major illness? _____________________________________________________  
Yes No Have you had any operations? _____________________________________________________________  
Yes No Have you ever been involved in a serious accident?_____________________________________________  
Yes No Have seen a physician in the last 12 months? Why? ____________________________________________  
 
Circle any of the medical conditions below that you have had or currently have.      
Abnormal bleeding/Hemophilia Diabetes Hepatitis/Liver problems Pneumonia 
Anemia Dizziness Herpes Prolonged Bleeding 
Arthritis Epilepsy High Blood Pressure Radiation/Chemotherapy 
Asthma or Hayfever Gastrointestinal Disorders HIV / Aids Rheumatic Fever 
Bone Disorders Heart Problems Kidney problems Tuberculosis  
Congenital Heart Defect Heart Murmur Nervous Disorders Tumor or Cancer   
Are there any medical conditions we have not discussed that you feel we should be aware of? _________________________  
____________________________________________________________________________________________________  

 
 

DENTAL HISTORY 
 

General Dentist ____________________________________________ Date of last visit ______________________________  
What concerns you most about your teeth? __________________________________________________________________  

        
Yes No Are you presently in any dental pain? ________________________________________________________  
Yes No Have you ever experienced any unfavorable reaction to dentistry? _________________________________  
Yes No Have you ever lost or chipped any teeth? _____________________________________________________  
Yes No Have there been any injuries to face, mouth, or teeth? ___________________________________________  
Yes No Is any part of your mouth sensitive to temperature? Where? ______________________________________  
Yes No Is any part of your mouth sensitive to pressure? Where? _________________________________________  
Yes No Do your gums bleed when you brush? _______________________________________________________  
Yes No Do you have any type of thumb or tongue habit? _______________________________________________  
Yes No Are you a mouth breather? ________________________________________________________________  
Yes No Have you ever seen an orthodontist? If yes, who and when? ______________________________________  
Yes No What is your attitude toward receiving orthodontic treatment? _____________________________________  
Yes No Has anyone in your family received orthodontic treatment? _______________________________________
  How did they feel about the result? __________________________________________________________  
Yes No Do your teeth or jaws ever feel uncomfortable when you awake in the morning?_______________________  
Yes No Are you aware of your jaw clicking or popping?_________________________________________________  
Yes No Are you aware of clenching your teeth during the day?___________________________________________  
Yes No Have you ever been told that you grind your teeth? _____________________________________________  
Yes No Do you have “tension” headaches? __________________________________________________________  
Yes No Have you ever experienced chronic ringing in your ears?_________________________________________  
Yes No If the patient is under age 16, height of parents? Mom______  Dad______ 
Yes No Are you aware that some appointments will be during school/work hours? ___________________________
  Please list some hobbies or interests ________________________________________________________  
  Female Patients only: 
Yes No Are you pregnant? _______________________________________________________________________  
Yes No Has menstruation started?_________________________________________________________________  

 
 
 

BENEFITS 
 
Benefits of Orthodontics:  Aesthetics, Health, and Function.  Orthodontics is a service that provides an improvement in the 
appearance of the teeth, in the general function of the teeth, and in general dental health. Teeth, gums, and jaws are an intricate 
body part and can fail to respond to treatment. If good oral hygiene is not practiced, tooth decay and enlarged gums can result. 
Joint discomfort and root shortening are observed in a small percentage of cases. Teeth change throughout our lifetime and 
there can be some movement of teeth and some change after treatment. I have read and understand this paragraph. I also 
understand that my diagnostic records and my name may be used for educational and promotional purposes. I have truthfully 
answered all the above questions and agree to inform this office of any changes in my medical or dental history.  In addition, I 
authorize Dr. ____________________ to perform a complete orthodontic evaluation. 
 

Signature: _____________________________________________Date: ____________________  

I have truthfully answered all the above questions and agree to inform this office of any changes in my medical or dental history. 
In addition, I authorize Dr. Morris to perform a complete orthodontic evaluation that may include radiographic and photographic 
diagnostic imaging. 
 
Signature: _____________________________________________________Date: __________________________________



HIPAA Notice of Privacy Practices 

This Notice Describes How Medical Information About You May Be Used And Disclosed And How You Can Get 
Access To This Information. Please Review It Carefully.

This Privacy Practice Notice describes how we may use and disclose your protected health information (PHI) to 
carry out treatment, payment or healthcare operations (TPO) and for other purposes that are permitted or 
required by law. It also describes your rights to access and control your protected health information. "Protected 
health information" is information about you, including demographic information, that may identify you and that 
relates to your past, present or future physical or mental health or condition and related health services.

Uses and Disclosures of Protected Health Information:
Your protected health information may be used and disclosed by your physician, our office staff and others 
outside of our office that are involved in your care and treatment for the purpose of providing health care 
services to you, to pay your health care bills, to support the operation of the doctor's practice, and any other use 
required by law.

Treatment:
We will use and disclose your protected health information to provide, coordinate, or manage your health care 
and any related services. This includes the coordination or management of your health with a third party. For 
example, we would disclose your protected health information, as necessary, to a home health agency that 
provides care to you. For example, your protected health information may be provided to a physician to who you 
have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment:
Your protected health information will be used, as needed, to obtain payment for your health care services. For 
example, obtaining approval for hospital stay may require that your relevant protected health plan to obtain 
approval for the hospital admission.

Healthcare Operations:
We may use or disclose, as needed, your protected health information in order to support the business activities 
of your physician's practice. These activities include, but are not limited to, quality assessment activities, 
employee review activities, training of dental or dental assisting students, licensing and conducting or arranging 
for other business activities. For example, we may disclose your protected health information to dental school 
students that see patients in our office. In addition, we may use a sign-in sheet at the registration desk where 
you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting 
room when your doctor is ready to see you. We may disclose your protected health information, as necessary, to 
contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. 
These situations include: as Required by Law, Public Health issues as required by law, Communicable 
Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Activity: Military 
Activity and National Security: Workers' Compensation: Inmates: Required Uses and Disclosures: Under the law, 
we must make disclosures to you when required by the Secretary of the Department of Health Services to 
investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, authorization or 
Opportunity to Object unless required by law.

You make revoke the authorization, at any time, in writing, except to the extent that your physician or the 
physician's practice has taken an action in reliance on the use or disclosures indicated in the authorization.

Your Rights
Following is a statement of your rights with respect to your health information.

You have the right to inspect and copy your protected health information.
Under federal law, however, you may not inspect or copy the following records: psychotherapy notes; 
information compiled in reasonable anticipation of, or use in, a civil, criminial, or administrative action or 



proceeding and protected health information that is subject to law that prohibits access to protected health 
information.

You have the right to request a restriction of your protected health information
This means you may ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment or healthcare operations. You may also request that any part of your protected health informatin 
not to be disclosed to family members or friends who may be involved in care or for notification purposes as 
described in this Notice of Privacy Practices. Your request must state the specific restriction and to whom you want 
the restriction to apply.

Your doctor is not required to agree to a restriction that you may request. If your doctor believes it is in your best 
interest to permit use and disclosure of your protected health information, your protected health information will not 
be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to recieve confidential communications from us by alternative means or at an 
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have 
agreed to accept this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information.
If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may 
prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to recieve an accounting of certain disclosures we have made, if any, of your protected health 
information.

Complaints
You may complain to us or to the Secretary of Health  and Human Services if you believe your privacy rights have 
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not 
retaliate against your for filing a complaint.

This notice was published and becomes effective August 8, 2011.

We are required by law to maintain the privacy of and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information. If you have any objections to this form, please ask to 
speak with your HIPAA compliance officer in person or by phone at our main phone number.

Signature below is only acknowledgment that you have recieved this Notice of our Privacy Practices:

Print Name_____________________________Signature_______________________Date____________

It is ok to leave messages:  _______email    _______fax    ______SMS   ______voicemail
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
++++

A "good faith effort" was made to get a signature from the patient, guardian or caretaker. It was not obtained 
because:

(  ) The parent, guardian or caretaker refused to sign or ( ) other (specify) ______________________________



INFORMATION CONSENT FORM

I, __________________________, as the Account Holder and Responsible Party for patient 
__________________________, do hereby give permission to Morris Orthodontics to share 
information regarding the above named patient to the following people:

First and Last Name Relationship to Patient Financial       Treatment

__________________________ ____________________ _______        _______

__________________________ ____________________ _______        _______

__________________________ ____________________ _______        _______

__________________________ ____________________ _______        _______
            

__________________________ ____________
Signature of Account Holder/Responsible Party Date

__________________________ ____________
Signature of Witness Date



!

!

!

!

!

!

WE!WANT!TO!KNOW!ALL!ABOUT!YOU!

!

Name:!______________________________________________!

!

What!school!do!you!go!to:!________________________________________!!!Your!grade:!________!

Favorite!school!subject:!__________________________________________!

What!do!you!want!to!be!when!you!grow!up:!_________________________!

!

What!are!your!hobbies:_______________________________________________________________!

What!are!you!most!proud!of:!__________________________________________________________!

!

Favorite!color:!______________________________!

Favorite!food:!______________________________!

Favorite!animal:!____________________________!

!

Favorite!time!of!day:!______________________________!

Favorite!holiday:!_________________________________!

Favorite!time!of!year:!_____________________________!

!

Favorite!sport:!________________________________!

Favorite!song:!_________________________________!

Favorite!TV!show:!______________________________!

!

!

!


