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New Patient 



Patientʼs Name: ______________________________________________   DOB: ___________ Age: _____ Home Phone: _______________

Home Address:  ______________________________________________ City : _____________________ State: _____     ZIP Code: __________

Siblings Name: ________________________________ Age: ______     Siblings Name: ________________________________ Age: ______

Siblings Name: ________________________________ Age: ______     Siblings Name: ________________________________ Age: ______

School: __________________________________ Grade: _____   Hobbies / Sports: ___________________________________________

General Dentist: ________________________________________________________ Phone Number: ______________________________

Date of last physical:   _______________ Date of last dental exam:   _______________  Date of last dental x-rays:   _______________

Whom may we thank for referring you? _______________________________________________________________________________

Started teething early or late                                              
Baby teeth removed before lost
Permanent teeth removed
Chipped or injured permanent or baby teeth
Any congenitally missing teeth
Teeth sensitivity to hot or cold
Jaw fractures, cysts, mouth infections
Bleeding gums, bad tastes, odor
Any root canals
Food impaction between teeth

Abnormal swallowing or thrusting
Mouth breathing habit, or snoring
Canker or cold sores
Thumb, finger sucking habit
     If yes, until what age:      __________
History of speech problems
Tooth grinding, jaw clenching, clicking or locking
Any pain in jaw, ringing in ears
Gum problems
Any prior Orthodontic care

Late
No
No
No
No
No
No
No
No
No

Early
Yes
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes  

No
No
No
No

No
No
No
No
No

Yes
Yes
Yes 
Yes 
 
Yes 
Yes 
Yes 
Yes 
Yes  

DENTAL INFORMATION

Date: ____________

FINANCIALLY RESPONSIBLE PARTY INFORMATION

CONFIDENTIAL HEALTH HISTORY 

Patient resides with: ________________________ 

Mother/ Guardianʼs name: _____________________________________________________________________________   DOB: ____________ 

Address if different than patient:   __________________________________________    City:_____________    State: _____     ZIP: ____________

Primary phone: __________________     Home     Cell     Office        2nd phone: __________________     Home     Cell     Office

Occupation: __________________________________ Employer: ____________________________     Email : ________________________   

Father/ Guardianʼs name: _____________________________________________________________________________   DOB: ____________ 

Address if different than patient:   __________________________________________    City: _____________    State: _____     ZIP: ____________

Primary phone: __________________     Home     Cell     Office        2nd phone: __________________     Home     Cell     Office

Occupation: __________________________________ Employer: ____________________________     Email : ________________________   

Gary P. Benson, DDS, MS

LAST FIRST MIDDLE INITIAL

LAST FIRST MIDDLE INITIAL

LAST FIRST MIDDLE INITIAL



Is the patient taking any medicine(s) including non-prescription?
If yes, what medicine(s) are being taken:
Prescribed: _________________________________________ 
Over the counter: _____________________________________
Natural/ herbal preparations: _____________________________ 
Does the patient use tobacco (smoking, snuff, chew) ?
Is the patient allergic to or has had a reaction to:
Latex
Medication
Metals (specify)
Other (specify)
To yes responses, specify type of allergy. 
_______________________________________________
Has a physician or previous dentist recommended that you take
antibiotics prior to your dental treatment?
    If yes, please specify: _____________________________________
Name of physician or dentist: ______________________________
Phone number: ___________________________________
AIDS or HIV infection
Anemia
Arthritis
Birth defects/hereditary problems
   If yes, please specify: _____________________________________
Bone fractures/any major accidents
   If yes, please specify: _____________________________________
Cancer/Chemotherapy/Radiation Treatment
Cardiovascular disease
   If yes, please specify: _____________________________________
Chest pain or shortness of breath
Diabetes
   If yes, please specify: _____________________________________
Dry mouth
Endocrine or thyroid problems
Excessive bleeding, black and blue tendency, anemia 
or bleeding disorder
Epilepsy 

 

Eating disorder
   If yes, please specify: ______________________________________
Eye, ear, nose or throat problem
   If yes, please specify: ______________________________________
Frequent headaches, colds or sore throats
Fainting spells or seizures
Gastrointestinal disease
GE Reflux/persistent heartburn
Hay fever, asthma, sinus trouble, hives
Hepatitis, jaundice or liver disease
High or low blood pressure
Kidney 
Learning disabilities
Mental health disorders
   If yes, please specify: ______________________________________
Neurological disorders
   If yes, please specify: ______________________________________
Polio, mono, tuberculosis, pneumonia
Problems of the immune system
Respiratory problems
   If yes, please specify: ______________________________________
Rheumatoid or arthritic conditions
Severe headaches/migraines
Skin trouble
Sleep disorder
Substance abuse problems
Tires easily
Tonsil or adenoid problem
Operations
   If yes, please specify: ______________________________________
Hospitalization
   If yes, please specify: ______________________________________
Do you have any disease, condition or problem not listed above that you 
think the doctor should know about?
   If yes, please specify: ______________________________________  

NOTE: Both Doctor and patient are encouraged to discuss any and all patient health issues prior to treatment.
I certify that I have read and understand the above questions. I will not hold my orthodontist or any member of his staff responsible for any errors or omissions
that I have made in the completion of this form. If there are any changes to this history record or medical/ dental status, I will inform this practice.

NAME OF PARENT OR LEGAL GUARDIAN
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CONFIDENTIAL HEALTH HISTORY  - CONTINUED



Gary P. Benson, DDS, MS

PLEASE INITIAL EACH STATEMENT BELOW

PRIMARY ORTHODONTIC INSURANCE COVERAGE

 Patient s̓ Name: _______________________________________________________________ ____   Patient s̓ DOB: ____________________

 

Subscriber name: _________________________________________________________________________      DOB: ____________________

Social Security: ____________________________________________        Dental ID:  ______________________________________________

Address:  __________________________________________   City: _______________________ State: _________  ZIP Code: ____________

Primary Phone: __________________     Home     Cell     Office        2nd Phone: __________________     Home     Cell     Office

Employer: _____________________________________________________________________________________________________ ____ 

Insurance Company: ________________________________________________________________________________________________

Ins. Co. Address: _______________________________________   City: _______________________ State: ______  ZIP Code: ____________

Ins. Company Phone Number: _______________________________________________       Group Number: ______________________________

Lifetime Maximum: ________________________________________________ _____                                                                       Adult Coverage               Yes              No

Is the patient covered by any other dental policies?                  Yes              No

If you answered yes, please provide us with a copy of both dental cards.

I have read the above and agree that I have provided the most correct insurance information. If any insurance coverage should change during the
course of treatment, it is my responsibility to update this office.

Name : ________________________________________________________________________        

 

LAST FIRST MIDDLE INITIAL

LAST FIRST MIDDLE INITIAL

Expected insurance coverage is not a guarantee of benefit. All financial obligations to our office are the responsibility of the account holder/ subscriber.

If you have any changes to your insurance coverage during treatment, it is your responsibility to supply updated information to our office.

Dental insurance coverage must be maintained until the orthodontic lifetime maximum is reached. Please be advised that insurance payments for
orthodontic coverage are typically paid out over time of treatment as a percentage of the down payment and monthly charges until the lifetime 
maximum is reached.

 

____

____

____

INSURANCE AUTHORIZATION





NOTICE OF PRIVACY PRACTICES - CONTINUED

Correctional Institution: Should you be an inmate of a correctional 
institution, we may disclose to the institution, or agents thereof, health information 
necessary for your health and the health and safety of other individuals.
  
Law Enforcement Purposes / Serious Threat to Health 
or Safety: We may disclose your health information to enforcement officials 
for law enforcement purposes under certain circumstances and subject to certain 
conditions. We may also disclose your health information to prevent or lessen a 
serious and imminent threat to a person or the public (when the disclosure is made 
to someone we believe can prevent or lessen the threat) or to identify or 
apprehend an escapee or violent criminal.
  
Victims of Abuse, Neglect, and Domestic Violence: In 
certain circumstances, we may disclose your health information to appropriate 
government authorities if there are allegations of abuse, neglect, or domestic 
violence.

Judicial and Administrative Proceedings: We may disclose 
your health information in a judicial or administrative proceeding if the request 
for the information is through an order from a court or administrative tribunal. 
Such information may also be disclosed in response to a subpoena or other 
lawful process if certain assurances regarding notice to the individual or a 
protective order are provided.
  
Essential Government Functions: We may disclose your health 
information for certain essential government functions (e.g., military activity and 
for national security purposes). The following uses and disclosures will be made 
only with your authorization: (i) with limited exceptions, uses and disclosures of 
your health information for marketing purposes, including subsidized treatment 
communications; (ii) disclosures that constitute a sale of your health information; 
and (iii) other uses and disclosures not described in this notice. You may revoke 
your authorization at any time in writing, except to the extent that we have 
taken action in reliance on the use or disclosure indicated in the authorization.

      You may request that we not use or disclose your health information for a 
particular reason related to treatment, payment, our general healthcare operations, 
and/or to a particular family member, other relatives or close personal friend. We 
ask that such requests be made in writing. Although we will consider your 
request, please be aware that we are under no obligation to accept it or to abide 
by it, except as provided below.
  
      If you have paid for services out-of-pocket in full, you may request that we 
not disclose information related solely to those services to your health plan. We 
ask that such requests be made in writing. We are required to abide by such a 
request, except where we are required by law to make a disclosure. We are not 
required to inform other providers of such a request, so you should notify any 
other providers regarding such a request.
  
      You may request to inspect and/or obtain copies of health information about 
you, which will be provided to you in the time frames established by law. If we 
maintain your health information electronically in a designated record set, you 
may obtain an electronic copy of the information. If you request a copy (paper   
or electronic), we will charge you a reasonable, cost-based fee.
  
      You have the right to be notified following a breach of your unsecured 
protected health information.

      If you believe that any health information in your record is incorrect, or if you 
believe that important information is missing, you may request that we correct the 
existing information or add the missing information. Such requests must be made 
in writing, and must provide a reason to support the amendment. 
  
      You may request that we provide you with a written accounting of all disclosures 
made by us during the time period for which you request (not to exceed six years), 
as required by law. We ask that such requests be made in writing. Please note that 
accounting does not include all disclosures, e.g., disclosures to carry out treatment, 
payment, or healthcare operations and disclosures made to you or your legal 
representative or pursuant to an authorization. You will not be charged for your 
first accounting request in any 12-month period. However, for any requests that you 
make thereafter, you will be charged a reasonable, cost-based fee.
  
      You have the right to receive confidential communications from us by alternative 
means or at an alternative location. Such a request must be made in writing, and 
submitted to the Privacy Officer. We will attempt to accommodate all reasonable requests.
  
      You have the right to obtain a paper copy of our Notice of Privacy Practices 
upon request.

Although your health record is the physical property of this office, you have the following rights with respect to your health information:

You have the right to complain to us and to the Secretary of the U.S. Department of Health and Human Services (HHS) if you believe we have violated your privacy rights. 
We will not retaliate against you for filing a complaint. For more information or to file a complaint with us, contact our Privacy Officer by phone or mail. To file a 
complaint with the Secretary of HHS, send your complaint to: U.S. Department of Health and Human Services, 999 18th Street, Suite 417, Denver, CO 80202
If you have any questions or want more information about this Notice of Privacy Practices, please contact our Privacy Officer.

Acknowledged By: Date:
Signature of Patient or Personal Representative

YOUR HEALTH INFORMATION RIGHTS

FOR MORE INFORMATION OR TO REPORT A PROBLEM



THE QUESTION  
When is the best time to begin orthodontic treatment? This is a question
that is often asked by parents, especially as they see other young
children in orthodontic appliances.
  
THE ANSWER  
All orthodontists are trained to treat problems occurring in children,
teen-agers, and adults. The goal of orthodontic therapy is to complete
treatment of each patient with a full set of permanent teeth, which is not
present until age 12-14. If braces are placed when a child is 7 or 8,
either the patient will have braces for many years, or the braces will
be removed and placed a second time.

Many different schools of thought exist as to the best time to begin
treatment, but the research contained in the orthodontic literature
is becoming very clear. Whether treatment is done early, in 2 distinct
phases, or in a single phase in the more traditional early teen years,
the final result is the same. Combining this information with new wire
and appliance technology, it is best to delay treatment until most,
if not all of the permanent teeth are in for the vast majority
of patients.               
    
THE REASONS

Five major advantages and benefits of waiting are:

Decreased time in braces and fewer appointments, resulting in
•Less chance of enamel decalcification and root shortening
•Less time absent from school or work
•Less opportunity for broken braces

Bone growth is occurring more rapidly during the adolescent years,
increasing the treatment effectiveness 

Understanding and cooperation are better when a patient is
more mature 

Completing treatment in one phase is less expensive than a
2-phase program 

No need for ongoing retainers between phases

The most optimal time to realize these benefits will vary somewhat
with the individual child, but for most children it is between the ages
of 12 and 14. Orthodontic treatment begun during this window of
opportunity will usually result in braces for 18 to 24 months instead
of 3 to 4 years or more.       

EXCEPTIONS  
There are a few orthodontic conditions that do warrant a brief period of
early treatment either because the same correction is not possible later,
or additional damage will occur while waiting. These include:

• Cross bites (especially those causing the lower jaw to shift)
• Severe jaw growth imbalances (such as an upper jaw that is too far back)
• Protruding upper front teeth that are at risk for injury
• Space maintenance for early loss of primary (baby) teeth
• Excessive crowding or deep bites causing damage to teeth and/or gums

Additionally, if a young patient is suffering psychologically or socially 
from crooked upper front teeth, a brief period of partial braces can 
improve both the smile and self-image dramatically. Braces will typically 
still be needed later when all of the permanent teeth erupt.
  
PARTING WORDS  
Needless to say, the timing of orthodontic treatment is an important issue
that can make orthodontics either a rewarding and enjoyable experience or
one that is prolonged and tedious.  I hope that you can see that waiting is
often the “best treatment”.  Most orthodontists prefer to examine children
at age 7 or 8 to make sure the patient does not fall into the above excep-
tions, then re-evaluate yearly to continue to evaluate for the most efficient
and effective time to begin treatment.
  
If you have additional questions about this or other topics related to
orthodontic treatment, please feel free to contact our office:
  
Dr. Gary Benson DDS MS
3200 Cherry Creek South Drive, #420
Denver, CO 80209
303-722-1202
Office Manager: Dione   
  
REFERENCES  
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assessment ratings (PAR) from 1-phase and 2-phase teatment protocols for
Class II malocclusions. Am J Orthod Dentofacial Orthop 2003; 123:489-496.
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ORTHODONTIC TREATMENT TIMING
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Before getting braces I was 
embarrassed about my teeth, 
now I can’t stop smiling. 
  Thanks Dr. Benson
  Annie

Gary P. Benson, DDS, MS

PATIENT TESTIMONIALS

I’m happy with my new smile,
and I feel more confident. 
  Thank you, 
  Taylor

ANNIE’S BEFORE PHOTO

TAYLOR’S BEFORE PHOTO
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