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                           PATIENT HEALTH HISTORY UPDATE FORM 
 
Patient Name:___________________________________   Date of Birth: _________________ 
Address: _______________________  City ________________ State _______  Zip__________ 
Patient’s Dentist ____________________________ 
 
Mother/Guardian Name _______________________________________DOB_______________ 
Address: _______________________  City ________________ State _______  Zip__________ 
Phone Number ____________________    Email ______________________________________ 
 
 
Father/Guardian Name ________________________________________DOB______________ 
Address: _______________________  City ________________ State _______  Zip__________ 
Phone Number ____________________    Email _____________________________________ 
 
Insurance Carrier Name:_____________________ Social Security/ID # ___________________ 
Insured Name: ______________________________ Date of Birth _______________________ 
Relationship to Patient __________________________  
Name of Insurance _____________________________ Group # _________________________ 
Address: ____________________________________________ Phone # __________________ 
 
 
Has patient started taking any new medication?  Yes/No 
If so please list_________________________________________________________________ 
 
Has patient been diagnosed with any new conditions or allergies?  Yes/No  
If so, please list________________________________________________________________ 
 
Please list any additional updated medical information we should be aware of? 
If so please list ________________________________________________________________ 
 
The information that I have given is correct to the best of my knowledge.  I understand that it will be held in the strictest confidence, and it is my 
responsibility to inform this office of any changes in my/my child’s medical status or medications.  I authorize the orthodontic staff to perform 
the necessary dental/orthodontic service for me/my child.  I certify that the patient is covered by the insurance given, if any, otherwise payable to 
the office for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I also understand 
that responsibility for payment for dental/orthodontic services provided in the office for me/my child is mine, due and payable at the time of 
services unless financial arrangements have been made in advance.  I hereby authorize Coconut Kids Dentistry & Orthodontics / Braces By 
Grant, to release all information necessary to secure the payment of benefits.  I authorize the use of my signature on all my insurance 
submissions, whether manual or electronic.  I further understand that it is my responsibility to inform this office of any changes in my/my child’s 
insurance coverage. 
 
Signature: _______________________________________ Date _____________________________ 
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