
Stuart D. Greenberg, D.D.S.
ORTHODONTIST PATIENT INFORMATION

MI
BIRTH DATE: _

E-MAIL ADDRESS:

State
BEST TIME TO CALL: _

REFERRAL INFORMATION

SPOUSE OR RESPONSIBLE PARTY INFORMATION

, EMPLOYMENT INFORMATION

EMPLOYER NAME: _

EMPLOYER ADDRESS:

INSURANCE INFORMATION
Primary
NAME OF INSURED:

Last First MI
INSURED'S BIRTH DATE: 10 #: GROUP #:

INSURED'S ADDRESS:
Street City State Zip

INSURED'S EMPLOYER NAME:

ADDRESS:
Street City State Zip

PATIENT'S RELATIONSHIP TO INSURED: D SELF D SPOUSE D CHILD D OTHER

INSURANCE PLAN NAME:

ADDRESS:
Street City State Zip

Secondary
NAME OF INSURED:

Last First MI
INSURED'S BIRTH DATE: 10 #: GROUP #:

INSURED'S ADDRESS:
Street City State Zip

INSURED'S EMPLOYER NAME:

ADDRESS:
Street City State Zip

PATIENT'S RELATIONSHIP TO INSURED: D SELF D SPOUSE D CHILD D OTHER

INSURANCE PLAN NAME:

ADDRESS:
Street City State Zip

. PLEASE COMPLETE REVERSE SIDE



HEALTH QUESTIONNAIRE

PLEASE "X" EACH BOX IF THE ANSWER IS "YES", LEAVE BLANK IF "NO"
HAVE YOU HAD ...

o RADIATION TREATMENTS
o TONSILS REMOVED
o EPILEPSY
o KIDNEY PROBLEMS
o NERVOUS PROBLEMS
o TUBERCULOSIS
o EXCESSIVE BLEEDING
o CEREBRAL PALSY
o SCARLET FEVER
o TAKEN DIET PILLS

fenfluramine/phentermine or
dexfenflurmine (Redux)

o HEART PROBLEMS
o HIGH BLOOD PRESSURE
o LOW BLOOD PRESSURE
o BLOOD DISEASE
o HEART MURMER
o CIRCULATORY PROBLEMS
o RHEUMATIC FEVER
o HEPATITIS
o LIVER PROBLEMS
o DIABETES

o MALIGNANCIES
o ASTHMA
o CHRONIC SINUS
o CHRONIC EAR PROBLEMS
o ANEMIA
o ARTHRITIS
o ADENOIDS REMOVED
o A.I.D.S.
o H.T.L.V.
o H.I.V.
o VENEREAL DISEASE/HERPES

ARE YOU ALLERGIC TO


