
ADULT PATIENT INFORMATION                                   PLEASE PRINT                                 Today’s Date:__________________ 

(circle one):  Mr. Mrs. Miss Ms. Dr. Rev. Prof. 

Patient’s Name:___________________________ SS#______-___-______ Sex____ DOB____/____/________ Age______ 

Address: _________________________________ Apt#_______ City______________ State______ Zip Code__________ 

Home Phone ( _____) ______-______ Cell Phone (______) ______-______ Email:________________________________ 

Employer’s Name: _______________________________________________ Your Work Phone (______) ______-______ 

Names of Family Members Treated Here: ________________________________________________________________ 

Dental Provider: DR. _____________________ Address: __________________________ Phone (______) ______-______ 
                                                   (first & last name) 
Who referred you to our office? __________________________________________ Are they our patient? (YES)  or (NO) 

How would you like to receive appointment reminders? Please choose 1 

Phone call (_____) _____-_____ ,  Email ___________________________ Text Message (_____) _____-_____, US MAIL 

RESPONSIBLE PARTY BILLING INFORMATION 
(Complete this section if an additional person will be financially responsible on your account) 

(circle one):  Mr. Mrs. Miss Ms. Dr. Rev. Prof. 
Second Responsible Party Name: _______________________________________________________________________ 
Relationship to the patient: _________________________________SS# ______-____-______ DOB____/____/________  
Address: _________________________________ Apt#_______ City______________ State______ Zip Code__________ 
Home Phone ( _____) ______-______ Cell Phone (______) ______-______ Email:________________________________ 
Employer’s Name: _______________________________________________ Your Work Phone (______) ______-______ 

 
INSURANCE INFORMATION 

Please provide us with your CURRENT orthodontic insurance information and we will be happy to assist you in filing your 
insurance claims. Please note that all payments are the responsibility of the patient, and an account will NOT be placed 
on hold awaiting benefits. In addition to this policy, our practice does NOT accept No-Fault insurance. 
 

FINANCING OPTIONS 
Our practice offers interest-free financing as well as free online pay for your orthodontic care. We accept all major credit 
cards and CARE CREDIT. 

RECORDS RELEASE AUTHORIZATION 
I consent to the examination and treatment by Dr. John Duthie and the staff of Duthie Orthodontics. I authorize DUTHIE 
ORTHODONTICS to release any and all of my diagnostic records, including but not limited to; records of office visits and 
treatment rendered, x-rays and photographs. Such records may be released to another dentist or orthodontist, or any 
other health care professional, for the purposes of discussing my condition, consulting on my case, or reviewing my 
dental records.  These records may also be released to any governmental agencies, insurance companies, any managed 
care organizations which contract with my insurer for the purpose of pursuing payment, insurance reimbursement, 
submitting claims for services rendered or to be rendered. This authorization shall remain in effect for fifteen years from 
the below said date. 

Signature of First Responsible Party: __________________________________________  Today’s Date: _____________ 

Signature of Second Responsible Party: ________________________________________ Today’s Date: _____________  
                  (if applies) 

OFFICE USE ONLY 

OFFICE WHERE PATIENT WILL BE TREATED:___________  ACCOUNT#_________________ DATE UPDATED:______________ INITIALS: ___________ 
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