
 
 

  
      Dr. Russell J. Guymon DDS, MS       Dr. Myron D. Guymon DDS, MS 

 

Patient Information 
 

Patient’s Name __________________________________________ ____________________ Date______________ 
         LAST     FIRST          NICKNAME 
 

Male / Female  Birthdate _______________ Age ________ Email Address ___________________________ 
 

Residence _____________________________________________________________________________________ 
   STREET       CITY   STATE      ZIP CODE 
 

Home Phone _____________________ Cell Phone ____________________ Patient’s SSN _____________________ 
 

If patient is a minor, accompanying parent/guardian name: ____________________________________________________ 
                 Last         First  Relationship to Patient 
 

Whom may we thank for referring you to our office? _____________________________________________________ 
  

Responsible Party Information 
 

Name _________________________________________________________________________________________ 
    LAST   FIRST      MARITAL STATUS 
 

Residence _____________________________________________________________________________________ 
   STREET     CITY   STATE  ZIP CODE 
 

Mailing Address ____________________________________________ Email Address _________________________ 
 

Home Phone ______________________ Cell Phone _____________________ Work Phone ____________________ 
 

Social Security # ________________ Birthdate ___________________ Relationship to Patient ___________________ 
 

Employer ______________________________ Occupation ______________________ No. Years Employed _______ 
 

Spouse’s ____________________________________________________ Relationship to Patient _________________ 
   LAST   FIRST 
 

Employer ______________________________ Occupation ______________________ No. Years Employed ________ 
 

Social Security # ________________ Birthdate ___________________ Work Phone_____________________________ 
 

Is anyone else responsible for treatment?   Y / N  If yes, fill out the following with their information:  
 

Name: ________________________________________ Relationship: _______________________________________ 
Address: ______________________________________ Home Phone: ___________________ Birthday: ____________ 
Employer: _____________________________________ Work Phone: ____________________ SSN: ______________ 
 

Orthodontic Insurance Information 
 

Insured’s Name ________________________________________________ Insured SSN ________________________ 
         LAST       FIRST  
 

Insurance Company _______________________________ Group No. __________________ Phone _______________ 
 

Insurance Company Address _________________________________________________________________________ 
     STREET    CITY  STATE  ZIP CODE 
 

Insured’s Employer ______________________________________________ Insured’s Birthdate ___________________ 
 

Do you have dual coverage?  Y / N    If yes, fill out the following insurance information: 
 

Insured’s Name ________________________________________________ Insured SSN ________________________ 
   LAST   FIRST  
 

Insurance Company _______________________________ Group No. __________________ Phone _______________ 
 

Insurance Company Address _________________________________________________________________________ 
 

Insured’s Employer ______________________________________________ Insured’s Birthdate ___________________ 
 
 
 

Hobbies: _________________________________________________________________________________________ 
 
School: _____________________________________ Grade: ____________ Favorite Color: ______________________ 


