
      

ABO Board Certified 
Orthodontic Specialists 

Offices in Layton and 
Clinton Utah 

INSURANCE INFORMATION ___Y ___N 
Primary insurance company_______________________ 
Insured name ____________________________________ 
Contact # ______________________ Group # _________ 
Subscriber # _______________ Employer ____________ 
Coverage amount _____% up to _____ max _____ deduct 
Secondary insurance company ____________________ 
Insured name ________________ Birth date ___/___/___ 
Contact # ______________________Group # __________ 
Subscriber # _______________ Employer ____________ 
Coverage amount _____% up to _____ max _____ deduct 
Third insurance company ________________________ 
Insured name ____________________________________ 
Contact # ______________________ Group # _________ 
Subscriber # _______________ Employer ____________ 
Coverage amount _____% up to _____ max ______deduct 
 
I have been informed of the treatment plan and fees.  I agree to be 
responsible for all charges for dental services and materials not paid by 
my dental benefit plan, unless prohibited by law or the treating dentist or 
dental practice has a contractual agreement with my plan prohibiting all 
or a portion of such charges.  To the extent permitted by law, I consent to 
your use and disclosure of my protected health information to carry out 
payment activities in connection with this claim. 
 
X_________________________________________________________ 
Patient/Guardian signature                                                  Date 
 
I hereby authorize and direct payment of dental benefits otherwise 
payable to me, directly to Coombs Orthodontics. 
 
X_________________________________________________________ 
Subscriber signature                                                             Date 
 

FATHER’S INFORMATION 
Dad ________ Step Dad________ Guardian________ 
Name _____________________ Birth date ____/____/____ 
Address _________________________________________ 
City _______________ State _____ Zip code ____________ 
Home # ________________ Work # ___________________ 
Employer ___________________ Job title ______________ 
No. of years employed ___________  
SSN _____________________ Cell # __________________   
E-mail address ____________________________________ 
 

PERSON FINANCIALLY RESPONSIBLE FOR 
ACCOUNT 

Name __________________ Relationship ______________ 
Address __________________________________________ 
City _______________ State ______ Zip code ___________ 
Home # __________________ Work # _________________ 
Employer ___________________ Job title ______________ 
SSN ______________________ Birth date _____________ 

 
Welcome to our office.  We do whatever it takes to put a smile on your face.  Please help us get to know you by filling 

out the following information. 

WHO REFERRED YOU TO OUR OFFICE 
___   Dentist ______________________________________ 
___   Friend ______________________________________ 
___   Yellow pages _________________________________ 
___   Internet _____________________________________ 
___   Other _______________________________________ 

MOTHER’S INFORMATION 
Mom________ Step Mom ________ Guardian________ 
Name ______________________ Birth date____/____/____ 
Address __________________________________________ 
City __________________ State ______ Zip code ________ 
Home # _________________ Work # __________________ 
Employer _____________________ Job title ____________ 
No. of years employed ____________  
SSN _________________________ Cell # ______________ 
E-mail address ____________________________________ 
 

PATIENT INFORMATION  
Name ____________________Today’s Date ___/___/___ 
Nickname_______________________________________ 
Birth date _____/_____/_____ Age______   M___ F___ 
Address ________________________________________ 
City _______________ State______ Zip code_________ 
How long at this address___________________________ 
Home phone ____________________________________ 
Dentist-First and Last name   ____ 
Last visit _______________________________________ 
Favorite sports or hobbies __________________________ 
School __________________________ Grade _________ 
Parent or legal guardian ___________________________ 
Patient’s residence:  both parents___ mother___ father___ 
Are parents M____ S____ D____ W____ 
Other__________________________________________ 
Incase of emergency contact ________________________ 
Phone # ________________ Relationship _____________ 

Do you participate in the following? 
Facebook ___ Twitter ___ Blog ___ LinkedIn ___ Other___ 
 

We would love to connect with you online! 
 

www.coombssmiles.com 
www.facebook.coombsorthodonticsutah.com 
www.coombsorthodonticsutah.blogspot.com 
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