
TREATMENT FEE: $ _____________
INSURANCE: $ _____________
PERSONAL: $ _____________

DOWN PMT: $ _____________

MONTHLY PMTS: $ _____________

Consult: Dr B C
TMJ _______________

U - TYPE: Mini Ice
L - TYPE: Mini Ice

FOR OFFICE USE ONLYDIAG RECORDS: $ _____________

PATIENT’S NAME: _________________________________________________ BIRTHDAY: ___________ AGE IN YRS: _____ MOS: ______

TODAY’S DATE: ______________ SEX: ______ HEIGHT: _______ E-MAIL: __________________________________________________

ADDRESS: ___________________________________________________ CITY: ______________________STATE: _____ ZIP:____________

PARENTS ARE: �� MARRIED     �� WIDOWED     �� DIVORCED     �� SEPARATED     PATIENT LIVES WITH? ____________________________

PLEASE    CIRCLE     EITHER YES OR NO TO THE FOLLOWING:

YES   NO – HAS THIS PATIENT EVER BEEN SEEN FOR ANY OTHER ORTHODONTIC CONSULTATION?

IF YES, WHO WAS THE ORTHODONTIST? _______________________________________ DATE: ________

YES   NO – HAS THIS PATIENT EVER HAD PREVIOUS ORTHODONTIC TREATMENT?

WHO WAS THE ORTHODONTIST? ______________________________________ CITY: ________________

YES   NO - HAS ANYONE IN YOUR FAMILY HAD ORTHODONTIC TREAMENT IN OUR OFFICE?
�� BROTHER/SISTER   �� MOM/DAD   �� AUNT/UNCLE   �� COUSIN   �� OTHER ___________

FAMILY MEMBER’S FIRST & LAST NAME:_________________________________________________

PLEASE PRINT & COMPLETE BOTH THE FRONT & BACKWELCOME TO BRODSKY ORTHODONTICS

MOTHER’S NAME ______________________________________________

SOCIAL SECURITY # __________________________ DOB________

�� HOME # ______________________

�� WORK # ______________________

�� CELL # ________________________

EMPLOYED BY: ________________________________________

BUSINESS ADDRESS: ____________________________________

CITY: _______________________ STATE: ______ ZIP: ________

PATIENT’S BROTHERS? Name___________________ Age______

Name___________________ Age______

FATHER’S NAME ________________________________________________

SOCIAL SECURITY # __________________________ DOB________

�� HOME # ______________________

�� WORK # ______________________

�� CELL # ________________________

EMPLOYED BY: ________________________________________

BUSINESS ADDRESS: ____________________________________

CITY: _______________________ STATE: ______ ZIP: ________

PATIENT’S SISERS? Name_____________________ Age ______

Name_____________________ Age ______

� Please check which 
number is the best to 
reach you during the day

� Please check which 
number is the best to 
reach you during the day

PRIMARY INSURED INFORMATION
Name of Insured:_____________________________________________

Insured’s DOB: ___________ Insured’s SSN or ID: __________________

Relationship to Patient: _______________________________________

Address of Insured: __________________________________________

City: ____________________________ State: ______ Zip: ___________

Employed by: _______________________________________________

Work Address: ______________________________________________

City: ____________________________ State: ______ Zip: ___________

Dental Ins Co. Name:__________________________________________

Ins Address: _________________________________________________

City: ____________________________ State: ______ Zip: ___________

Ins Group # ______________________ Ins Phone: __________________

How does the insured’s name appear on the insurance card?

MM/DD/YY

mother, stepfather, grandmother, etc.

write same if same as patient’s address

Complete name Ex: Cigna include here if this plan is HMO/PPO

SECONDARY INSURED INFORMATION
Name of Insured:_____________________________________________

Insured’s DOB: ___________ Insured’s SSN or ID: __________________

Relationship to Patient: _______________________________________

Address of Insured: __________________________________________

City: ____________________________ State: ______ Zip: ___________

Employed by: _______________________________________________

Work Address: ______________________________________________

City: ____________________________ State: ______ Zip: ___________

Dental Ins Co. Name:__________________________________________

Ins Address: _________________________________________________

City: ____________________________ State: ______ Zip: ___________

Ins Group # ______________________ Ins Phone: __________________

How does the insured’s name appear on the insurance card?

MM/DD/YY

mother, stepfather, grandmother, etc.

write same if same as patient’s address

Complete name Ex: Cigna include here if this plan is HMO/PPO

write same if you have written on this page already write same if you have written on this page already

HOW WERE YOU REFERRED?
�� DENTIST     �� FAMILY �� FRIENDS

�� DRIVE-BY �� WEBSITE �� INVISALIGN

�� OTHER _____________________

↓↓ REFERRAL’S FULL NAME 

_____________________________

Treatment: Full

Phase    1

Appliance(s): Limited

Surgical

Invisalign

Extraction(s): __________




