
Adult Hea th History Form 

1. About You

Primary

Secondary 

4. Orthodontic Insurance

3. Dentist Information

2. Spouse Information

5. Emergency Contact

His/Her Name: _______________________________  

Relationship: _________________________________  

Work #: _____________________________________ 

Home#: _____________________________________  

608 McCarthy Blvd. • New Bern, NC 28562

Phone Email Text Mail

http://www.webbortho.com/�
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*We recommend that you have seen your dentist within the past year prior to starting orthodontic treatment*
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