
 

 

 

Patient Information: 
 
Name:____________________________________________________________________________________  
  First    Middle    Last 

Date Of Birth: _____/_____/_____   Phone Number:__________________________________ 

Address:__________________________________________________________________________________ 
                     No.                               Street                                      City                                                             State                                  Zip Code 

Names/Ages of siblings if a minor:_____________________________________________________________ 

_________________________________________________________________________________________ 

 
Responsible Party Information: 
 
Name:_____________________________________________________  Married___   Divorced___ Single___ 
  First                              Middle                                           Last 

Custodial Parent: Mother____Father____Both____           E-mail Address:______________________________ 

Home Phone:  (____)______________Cell Phone: (____)________________Work Phone:( ____)___________ 

Employer:____________________________Occupation:_______________________ 

Social Security #: ____-___-_____ Date of Birth:____/____/____  Work Phone (____)_________________ 

Spouse’s Name:____________________________________________________________________________ 
                                  First                                                Middle                                                     Last 

Employer:____________________________Occupation______________________No. Years Employed:_____ 

Social Security #: ____-___-_____ Date of Birth:____/____/____  Work Phone (____)_________________ 

 
Dental Insurance Information: 
Primary       Secondary 
Policy Holder:______________________________               Policy Holder:_____________________________ 

SS# of Policy Holder:  ____-____-_____                                    SS# of Policy Holder:  ____-____-_____ 

Policy Holder Date of Birth:  ____/____/____                         Policy Holder Date of Birth:  ____/____/_____ 

Insurance Company:_________________________              Insurance Company:________________________ 

Insurance Group/Policy#______________________             Insurance Group/Policy#_____________________ 

Address___________________________________              Address___________________________________ 

 
I hereby authorize release of any information to other health care providers, insurance companies, and business associates, 
including personal health information as well as administrative date which is not strictly dental or medical in nature.  I additionally 
authorize payment directly to Hidden Smiles Orthodontics of the insurance benefits otherwise payable to me.  I am giving consent 
to your use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.  
I certify that the above information is complete and true to the best of my knowledge.   
 
Signature______________________________________________________________Date:________________________________ 

 

 

Mita A. Parikh, DMD 
Practice Limited To Orthodontics and Dentofacial 

Orthopedics 

864 W. Jericho Turnpike, Suite B 
Huntington, NY 11743 

(631)824-6353 



 

 

 

 
 

 


