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ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You may refuse to sign this acknowledgment

I,                                                          , have received a copy of the Dr. Jackson’s Big Sky Orthodontics Notice of Privacy Practices.

                                                                                                                          
Please Print Name
                                                                                                                           
Signature
                                                            
Date

We attempted to obtain written knowledge of receipt of Big Sky Orthodontics Notice of Privacy Practices, but acknowledgment could not be obtained because: 
· Individual refused to sign 
· Communication barriers prohibited obtaining the acknowledgment
· An emergency situation prevented us from obtaining acknowledgment 
· Other (Please specify) 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FOR OFFICE USE ONLY

Authorization to Release Information
I ________________________________ (responsible party/ guardian) hereby authorize this office to release to any company which has issued to me a request for insurance information, all information regarding treatment by this office, and I further assign benefits to this office under said policy and I further agree to pay this office for any chargers for professional Services.
SIGNATURE: ____________________________________________    DATE: _________________________

[image: C:\Users\User\Desktop\Logos\Big Sky Logo.jpg]Dental / Health History
                                                                                                                                       YES/ NO                                                                                    
Has anyone in the family had orthodontic care?                                 		    (     )   (     )   
Does patient’s mouth resemble any other’s in family? 			    (     )   (     )   
Would patient mind wearing braces if necessary? 				    (     )   (     )   
Are you aware that treatment success is dependent on patient’s cooperation?	    (     )   (     )   
Do you anticipate a transfer or move in the near future? 		                 (     )   (     )   
Have tonsils and/ or adenoids been removed? 				                 (     )   (     )   
Date Removed: _____________________	
History of injury to the face, head, or teeth? 				                 (     )   (     )   
History of mouth breathing? 						                 (     )   (     )   
Thumb/ Finger sucking? 						                 (     )   (     )   
Nail Biting? 								                 (     )   (     )   
Is the patient under a doctor’s care or taking medication? 			    (     )   (     )

  YES/ NO                                                                                    

Allergies? 			              (     )   (     )              Please Briefly Describe Any of the Above: 
Bleeding disorders? 		              (     )   (     )            
Hepatitis?                                                     (     )   (     )             _____________________________________
Autoimmune deficiency?	              (     )   (     )   
Epilepsy? 			              (     )   (     )            _____________________________________
Endocrine Disorders? 		              (     )   (     )   						
History of heart trouble?                        (     )   (     )            _____________________________________
History of liver problem?                        (     )   (     )   
Diabetes?                                                      (     )   (     )           ______________________________________
Rheumatic fever?                                        (     )   (     )   


ACKNOWLEDGEMENT OF RECIEPT OF NOTICE OF PRIVACY PRACTICES 
*You may refuse to sign this acknowledgment 

I, ______________________________________, have received a copy of the Big Sky Orthodontics Notice of Privacy Practices. 


Please Print Name 

Signature
Date 
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 Patient Information
Patient’s name __________________________________________ Date of Birth______________ Age _________
Mailing Address__________________________________________ Email________________________________
City, State, Zip ___________________________________________Gender ______M _______F
(H) Phone ___________________________ (W) Phone _____________________ (Cell) _____________________
Please include cell phone carrier for text message reminders ______________________________ (Verizon, ATT, etc.) 

Would you prefer appointment reminder via:           Phone Call         E-mail            Text (Please Circle One) 




Responsible Party Information
Parent’s Marital Status:           [image: ] Single  [image: ] Married  [image: ] Widowed [image: ] Separated  [image: ] Divorced
(If divorced, please circle custodial parent)
 Name ______________________ Address_____________________________ (C) Phone________________________
Employer_______________________ SS# ________________________________ DOB: _____________________
Name  ______________________ Address_____________________________ (C) Phone________________________
Employer_______________________ SS# ________________________________DOB: _____________________

Patients under 18 years old 
Patient’s School ______________________________________ Grade ____________________________________
Describe patient’s temperament___________________________________________________________________
Brother’s of Patient:     Ages   (     )     (     )     (     )              Sister’s of Patient:   Ages    (     )     (     )     (     ) 
What are the patient’s hobbies and sports? __________________________________________________________

All Patients
Who may we contact in case of emergency? _____________________________Phone___________________________
Who (or what media) referred you to this office? ________________________________________________________
Patient’s Dentist _______________________________                
Date of last dental visit? ___________________________ Has Dentist removed any teeth? _______________________
Describe orthodontic problem and main concerns in your own words _______________________________________
___________________________________________________________________________________________________
Have you had any previous orthodontic consultation or treatment? _________________________________________
If so, what is your reason for seeking advice or services from another orthodontist? ___________________________
Dental Insurance Information
Insured’s Name________________________________ Insured’s Social Security # _____________________________
Insurance Company _______________________ Policy No. ________________ Group No. _____________________
Insurance Company Address _________________________________________  Phone No. _____________________
Do you have Duel Coverage?    Yes __________ No ___________      If yes: 
Insured’s Name:________________________________ Insured’s Social Security # _____________________________
Insurance Company: _______________________ Policy No.: ________________  Group No. ___________________
Insurance Company Address: _________________________________________ Phone No. _____________________
*We bill your insurance for records we take. We are happy to share any xrays with your dentist.
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