
Father’s Name

Father’s Employer

Father’s Employer Street Address

Street Address, City, State, Zip Home Phone #

Occupation Work Phone #

Cell Phone #City, State, Zip

Mother’s Name

Mother’s Employer

Mother’s Employer Street Address

Person Responsible for Payment, if Not Above

How Long Employed

Street Address, City, State, Zip

Street Address, City, State, Zip

Home Phone #

Occupation Work Phone #

Cell Phone #

Home Phone #

City, State, Zip

How Long Employed

IF THE PATIENT IS A MINOR OR STUDENT

PATIENT'S INFORMATION
Patient’s Name Date of Birth

/         /
Marital Status

S M W D SEP
Age Sex Social Security #

Street Address

Street Address

Home Phone #

Patient’s Employer

Employer’s Street Address

Spouse’s Name Spouse’s Employer Occupation Cell Phone #How Long
Employed

Occupation (Indicate if Student) Work Phone #How Long Employed

Cell Phone # Email

City, State, Zip

City, State, Zip

Spouse’s Employer’s Street Address

Referred By:

Name of Nearest Relative Not Living at Home Phone Relationship to Patient

City, State, Zip

City, State, Zip

Work Phone #

INSURANCE INFORMATION

Primary Insurance Co. _______________________________  Subscriber Name ________________________________ Subscriber Birthdate ____ / ____ / ____

Policy ID # ______________________________________________________________  Group # _____________________________________________________

Secondary Insurance Co. _____________________________  Subscriber Name ________________________________ Subscriber Birthdate ____ / ____ / ____

Policy ID # ______________________________________________________________  Group # _____________________________________________________

As a service to our valued patients, we submit to all insurance company plans and file all insurance claims for you electronically. The responsibility of the 
insurance company is to you and it is important that you ensure you are reimbursed properly. Fees for services provided to insured patients are the usual 
and customary fees charged to all patients for similar services. Your policy may base its allowance on a fixed fee schedule determined solely by your 
insurance company. The percentage of the fee paid may therefore be different than the percentage stated by your insurance company or different than 
the percentage listed in your benefit booklet. Majestic Dental has developed fees based on services provided and do not participate with insurance 
carriers in determining appropriate fees. In deciding whom they should serve, the doctors have selected you. We will do our very best to be certain that 
you receive all of the benefits due to you from your insurance carrier. If you have questions, please contact our insurance department at extension #5.

I have read the above and completely agree to the arrangements stated. SIGNED __________________________________________

DATE _______________________

Welcome to Majestic Dental
MEDICAL HISTORY AND CONSENT FORM 

NEW PATIENT

Father’s Name

Father’s Employer

Father’s Employer Street Address

Street Address, City, State, Zip Home Phone #

Occupation Work Phone #

Cell Phone #City, State, Zip

Mother’s Name

Mother’s Employer

Mother’s Employer Street Address

Person Responsible for Payment, if Not Above

How Long Employed

Street Address, City, State, Zip

Street Address, City, State, Zip

Home Phone #

Occupation Work Phone #

Cell Phone #

Home Phone #

City, State, Zip

How Long Employed

IF THE PATIENT IS A MINOR OR STUDENT

PATIENT'S INFORMATION
Patient’s Name Date of Birth

/         /
Marital Status

S M W D SEP
Age Sex Social Security #

Street Address

Street Address

Home Phone #

Patient’s Employer

Employer’s Street Address

Spouse’s Name Spouse’s Employer Occupation Cell Phone #How Long
Employed

Occupation (Indicate if Student) Work Phone #How Long Employed

Cell Phone # Email

City, State, Zip

City, State, Zip

Spouse’s Employer’s Street Address

Referred By:

Name of Nearest Relative Not Living at Home Phone Relationship to Patient

City, State, Zip

City, State, Zip

Work Phone #

INSURANCE INFORMATION

Primary Insurance Co. _______________________________  Subscriber Name ________________________________ Subscriber Birthdate ____ / ____ / ____

Policy ID # ______________________________________________________________  Group # _____________________________________________________

Secondary Insurance Co. _____________________________  Subscriber Name ________________________________ Subscriber Birthdate ____ / ____ / ____

Policy ID # ______________________________________________________________  Group # _____________________________________________________

As a service to our valued patients, we submit to all insurance company plans and file all insurance claims for you electronically. The responsibility of the 
insurance company is to you and it is important that you ensure you are reimbursed properly. Fees for services provided to insured patients are the usual 
and customary fees charged to all patients for similar services. Your policy may base its allowance on a fixed fee schedule determined solely by your 
insurance company. The percentage of the fee paid may therefore be different than the percentage stated by your insurance company or different than 
the percentage listed in your benefit booklet. Majestic Dental has developed fees based on services provided and do not participate with insurance 
carriers in determining appropriate fees. In deciding whom they should serve, the doctors have selected you. We will do our very best to be certain that 
you receive all of the benefits due to you from your insurance carrier. If you have questions, please contact our insurance department at extension #5.

I have read the above and completely agree to the arrangements stated. SIGNED __________________________________________

DATE _______________________

Welcome to Majestic Dental
MEDICAL HISTORY AND CONSENT FORM 

NEW PATIENT

RICHARD ORRICK, DMD, MSD 

Gateway Endodontics is a fee for service practice. A patient’s portion for treatment is due at the time of service. If insurance 
information is provided, an estimated copayment will be provided based off of the information collected from your insurance 
carrier. As a courtesy, our office will file an insurance claim with your carrier for services rendered. Insurance benefits are 
not a guarantee of coverage and any copayment provided by our practice is an estimate not a guarantee of payment. 
Gateway Endodontics accepts the following payment methods- cash, check, credit card, and/or CareCredit.

PATIENT’S INFORMATION

IF THE PATIENT IS A MINOR OR STUDENT

14377 Woodlake Dr. Suite 102, Town and Country, MO 63017        P: 636.681-ENDO        F: 314.455.7190        gatewayendo@gmail.com

Patient Name:          Date:


