
BAUER ORTHODONTICS 
DR. BRAD BAUER D.M.D. 

Specialist in Orthodontics 
8096 E. Market Street   Warren, OH  44484  (330) 856-5711    

Date__________________ 
Patient Information 

 
Patient’s Name_________________________________________________________ Sex (  ) Male (  ) Female 
                                        Last                            First                    Middle 
Address__________________________________________________________________________________ 
                                        Street                                       City                          State                 Zip           Apt.# 
Home Phone(     )________________Birthdate_________________Age______SSN_____________________ 
E-Mail Address _______________________________________________ 
School_______________________________________________________________Grade_______________ 
Names and Ages of Brothers/Sisters____________________________________________________________ 
Has any family member had orthodontic treatment?________________________________________________ 
Whom may we thank for referring you?_________________________________________________________ 

Responsible Party/Primary Custodial Parent /Guardian Information 
Name______________________________________________________________Marital Status___________ 
                                       Last                             First                    Middle 
Residence_________________________________________________________________________________ 
                                     Street                                     City                           State                  Zip              Apt.# 
Home Phone(     )__________________Work Phone(     )_______________Cell Phone(     )________________ 
E-Mail Address______________________________ 
How long at this address?_____ Previous Address (if <3 years)_______________________________________  
                                                                                                               Street             City       State          Zip 
Employer______________________________Occupation_______________No.Years Employed___________       
Social Security#________________________Birthdate_________________Relationship to Patient__________                                                                                                 
 
Spouse’s Name__________________________________________________Relationship to Patient_________ 
                                        Last                               First                     Middle 
Employer_______________________________Occupation______________No.Years Employed___________ 
Social Security#__________________________Birthdate________________Work Phone(     )_____________ 

Dental Insurance Information 
Insured’s Name_____________________________________________Home Phone(     )__________________ 
Insured’s SSN________________________Birthdate_______________Relationship to Patient_____________ 
Insured’s Mailing Address____________________________________________________________________ 
Insured’s Employer________________________________Employer’s Phone(    )________________________ 
Insurance Company___________________________Group Number_____________Local Number__________ 
Insurance Co. Address__________________________________Ins. Co. Phone(     )______________________ 
Do you have dual coverage?    Yes or No        If yes, please complete below: 
Insured’s Name_____________________________________________Home Phone(     )__________________ 
Insured’s SSN________________________Birthdate_______________Relationship to Patient_____________ 
Insured’s Mailing Address____________________________________________________________________ 
Insured’s Employer________________________________Employer’s Phone(    )________________________ 
Insurance Company___________________________Group Number_____________Local Number__________ 
Insurance Co. Address__________________________________Ins. Co. Phone(     )______________________ 

I understand that where appropriate, credit bureau reports may be obtained. 
 
Signature (Parent/Guardian signature if minor)____________________________________________________ 
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