
BELLEVUE FAMILY ORTHODONTICS 
Jacqueline Bunce, DDS, MS 
12600 SE 38th Street, Suite 225 
Bellevue, WA 98006 
(425) 401-2905           Thank you for your cooperation. 
www.justbeautifulsmiles.com   This information is kept confidential. 
 

Patient Information                                                                                                           PLEASE PRINT LEGIBLY 
PATIENT’S NAME          LAST FIRST MIDDLE                               TODAY’S DATE 

 
BIRTHDATE 
                     /                    / 

GENDER   
c MALE                     c FEMALE    

PREFERRED NAME 

STREET ADDRESS                                                                               CITY                                                              STATE                               ZIP 
 
 PHONE NUMBER (mom or dad’s  please cirlce) EMAIL 

 
PATIENT’S DENTIST (NAME AND CITY) WHOM MAY WE THANK FOR REFERRING YOU? 

 
IF PATIENT IS A MINOR, Mom’s Full Name:                                                                        Dad’s Full Name: 
                                                                                                                       
Mom prefers to go by:                                                                                                              Dad prefers to go by:      
 
WHO ELSE MAY BRING PATIENT TO APPOINTMENTS (AND RELATIONSHIP TO PATIENT) 
 

Responsible Party Information                                                                                                          
NAME          LAST FIRST MIDDLE                               MARITAL STATUS 

 
BIRTHDATE 
                      /              / 

SOCIAL SECURITY # RELATIONSHIP TO PATIENT 

MAILING ADDRESS                                                                               CITY                                                              STATE                               ZIP 
 
HOW LONG AT THIS ADDRESS 
c RENT                     c OWN     

HOME PHONE NUMBER WORK PHONE NUMBER 

EMPLOYER OCCUPATION 
 

YEARS EMPLOYED 
 

Primary Dental Insurance                                                                                                             
SUBSCRIBER’S  NAME            BIRTHDATE 

                      /              / 
EMPLOYER 

INSURANCE COMPANY NAME ID #  GROUP# 
 

INSURANCE ADDRESS 
 

PHONE NUMBER 

Secondary Dental Insurance                                                                                                           
SUBSCRIBER’S  NAME            BIRTHDATE 

                      /              / 
EMPLOYER 

INSURANCE COMPANY NAME ID #  GROUP# 
 

INSURANCE ADDRESS 
 

PHONE NUMBER 

Emergency Information                                                                                                            
NAME   PHONE NUMBER 

 
STREET ADDRESS                                                                               CITY                                                                         STATE                     ZIP 
 

I understand that, where appropriate, credit bureau reports may be obtained. 
                        Financially responsible person(s) will be asked to sign the financial agreement before treatment begins.                        
 

Signature (Parent or Guardian if patient is a minor) X_______________________________________________________________________ 
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