Robert Perlot, D.M.D., M.S.

(360) 786-1600

Practice Limited to Orthodontics

Patient Information

Patient's Name = o — Sex Today's Date
Address City State Zip
Home Phone Birthdate Age E-Mail
Check Appropriate Box: OMinor QSingle UMarried QDivorced QOSeparated QWidowed
Patient's Social Security #
Has anyone in your family been a patient in our office? Qyes Ono Name(s):
Whom may we thank for referring you to our office?
Family Dentist Family Physician

Responsible Party Information
Name e P 2 Relationship to Patient
Address City State Zip
Social Security # - - Birthdate _/ /  Home Phone:
Employer: Cell/Work Phone:
Employers Address: City State Zip
Insurance Company: Group No. ID No.
Insurance Co. Phone: Union/Local No.
Insurance Co. Address
Does your plan have orthodontic coverage? Qyes no Lifetime Benefit Amount
Name e iy o Relationship to Patient
Address City. State Zip
Social Security # - - Birthdate __/__/ _ Home Phone:
Employer: Cell/Work Phone:
Employers Address: City State Zip

Insurance Company:

Group No.

Insurance Co. Phone:

Union/Local No.

Insurance Co. Address

Does your plan have orthodontic coverage? Qyes Ono Lifetime Benefit Amount

Name of nearest relative not living with you

Emergency Information

Phone

Signature (Parent's signature if minor)

PLEASE TURN OVER




Have you had a previous orthodontic consultation? _____

Does the patient have any of the following habits? Thumb sucking Mouth breathing ___ Teeth grinding ___ Other
Please describe other:
Section IV (all patients) MEDICAL HISTORY

Has the patient been under a physician’s care in the last five years for any major illness?

Is the patient taking any medication? Please list:

Is the patient allergic to any drug? Please list:

Does the patient have a history of any of the following?
AStMA; w6 s somen & O Yes O No Heart disease ....... O Yes O No T.M.J problems . ..... O Yes O No
Convulsions ........ 0O Yes O No Permanent tooth loss .00 Yes O No Speech problems .. ..0 Yes O No
Allergies: .« vum waiaas ¢ O Yes O No Nasal obstructions ...0 Yes O No Epilepsy : s v ssvies O Yes O No
Rheumatic fever .. ... O Yes O No Operations ......... 0O Yes O No Bleeding disorders ...0 Yes OO No
Scarlet fever ........ O Yes O No HBIPES: 5 vas s v e O Yes O No Test positive to HIV .. .0 Yes OO No
Heart murmur ....... O Yes O No Diabetes ........... O Yes O No Faciidle:
Hepatitis' .csis vas s O Yes O No Tuberculosis ........ O Yes O No Menstrual Cycle ...0OYes ONo

Please list any significant medical or dental problems:

Please Do Not Write Below This Line

Name Age Sex Number

Fee for TX: Est. Mo.sof TX: 6 8 12 18 24 30 36 Phase of TX: Limited Misc | Il F

Financial:

___ Adjustments
___Insurance
__ Down
______Monthly
__ Payment

Date Next Visit




PERLOT ORTHODONTICS

2968 Limited Ln NW Ste A = Olympia, WA 98502 « Phone 360-786-1600
www.PerlotOrthodontics.com * Fax 360-705-2116

Orthodontic Insurance

As a courtesy towards your orthodontic care, our office will bill your insurance provider. We recommend that

you contact your insurance prior to your appointment to confirm that there is orthodontic coverage for the
patient.

Be sure to ask:

1. What is my lifetime orthodontic benefit amount?
2. Is there coverage for spouses and/or dependents?
3. Isthere an age limit for orthodontic coverage?

Due to high call volumes and automated systems we may be unable to contact your insurance company
during your initial exam.

In order for our office to determine orthodontic benefits, we will need accurate information requested by
insurance companies. Please have the following information available for your orthodontic consult:

1. Dental Insurance card (if you do not have a dental card, they are available for print on the insurance
website)
2. *Subscriber information
e Name

e Date of Birth

e  Subscriber ID# or SSN
e Group Number

e Name of Insurance Company
e Insurance Company Phone

Secondary Insurance (if applicable)
Name

Date of Birth

Subscriber ID# or SSN

Group Number

Name of Insurance Company
Insurance Company Phone

0 -0 0.0 0. "0 %0

*Please note that the subscriber may or may NOT be the patient!

If you have any questions, please do not hesitate to contact our office at (360) 786-1600. We look forward to
your visit!

Thank you,

The Team at Perlot Orthodontics
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