
Town Center Dentistry and Orthodontics 
 

Patient Information Sheet 
 
Whom may we thank for referring you to our dental and orthodontic practice? _______________________ 
 
Name _________________________________________________________ � Married � Single � Minor  
                    Last                                             First                                                          MI 
 
Address_________________________________________________________ Date of Birth ___/___/___ 
        Street               Apt. #                                 City                               State     Zip                                  Month   Day   Year 
 
Telephone   Home: (     ) _____-_______ Work: (     ) _____-______ E-Mail ________________________ 
 
Place of Employment _______________________ Dental Insurance Co. ___________________________ 
  
Group # _____________ If Full Time Student, Name of School __________________________________ 
 
Has any member of your family been treated in our practice?  � Yes � No 
Insured Information                                                  Acknowledgement and Authority                      
               

• The Information on this page and the dental/medical histories 
are correct to the best of my knowledge. 

• I hereby authorize the Dentist to administer such medications 
and perform such diagnostic and therapeutic procedures as 
may be necessary for proper dental care. 

• I grant the right to the dentist to release my dental/medical and 
other information about my dental treatment to third party 
payers and/or other health professionals, as appropriate under 
the circumstances. 

• I also acknowledge full responsibility for the payment of fees 
for such services and agree to pay for them, in full, AT THE 
TIME OF SERVICE, unless other arrangement have been 
made in writing with a practice representative. 

• I have received a copy of the HIPAA Privacy Policy as 
required by law. 

• I grant the dental office permission to use the email address 
given above to contact me with respect to my dental care. 

 
                   X ___________________________________________  
                       �  Adult Pt. �  Father/ Mother  �  Guardian 
 
                 Person to Contact in Case of Emergency   
              

Name____________________________ 
                
              Address___________________________  
 

 Telephone # (____)______-___________ 
 
  

Primary                                                                                                                       
________________________________               
Name:  Last                                   First                        MI 
 
________________________________________________  
Address: Street                      City                State    Zip 
 
________________________________________________  
Home Telephone #                               Work Telephone # 
 
________________________________________________  
Date of Birth                                             SS# 
 
________________________________________________  
Employer                                                 Group # 
 
________________________________________________  
Dental Insurance Co.                         Insurance Telephone # 
 
Secondary 
________________________________ 
Name:  Last                                   First                        MI 
 
________________________________________________  
Address: Street                      City                State    Zip 
 
________________________________________________  
Home Telephone #                               Work Telephone # 
 
________________________________________________  
Date of Birth                                             SS# 
 
________________________________________________  
Employer                                                 Group # 
 
________________________________________________  
Dental Insurance Co.                         Insurance Telephone # 
 



 


