
Welc  me 

Welcome! 

Thank you for selecting Strickland Orthodontics for your orthodontic treatment need! We are proud to 
welcome you and your family to our practice to provide you with outstanding personalized care in a 
friendly and caring environment! We will always strive to provide you with the absolute best in 
orthodontic care to ensure you have an experience that exceeds your expectations!  

Your initial visit will include a comprehensive orthodontic examination where we will take orthodontic 
records which include photographs and X-rays.  During our visit, you will have plenty of time to discuss 
your concerns with Dr. Strickland and, if treatment is recommended, we will be able to discuss a plan 
that will allow you to achieve your best smile!  We will also be able to discuss the estimated treatment 
length and fees associated with your care. 

Please find the included forms which provide us important information to allow us to provide the best 
care for you and your family.  If able, please complete the forms ahead of time and bring them in with 
you at your next appointment. Or, if more convenient, these forms are also digitally fillable that can be 
filled out on your computer, saved and sent to Smile@StricklandOrthodontics.com.  
Thank you for the opportunity to help provide you and your family with excellent care to achieve 
beautiful and healthy smile! Please call our office (251.928.9292 or 251.272.3232) or visit our website 
at www.StricklandOrthodontics.com for directions and more information about our practice.  We look 
forward to welcoming you to the Family of Strickland Smiles! 

 

Sincerely, 

Dr. H. Len Strickland 

Dr. Stephen Strickland 

And the Strickland Orthodontics Team 

Fairhope | Spanish Fort | Bay Minette | Foley 

sm;)eSO

H. L. Strickland Jr, DDS 
Stephen Strickland, DMD, MS

Diplomate, American Board of Orthodontics



Hist  ry 
H. L. Strickland Jr, DDS 

Stephen Strickland, DMD, MS
Diplomate, American Board Orthodontics 

Fairhope | Spanish Fort | Bay Minette | Foley Improving Life, One Smile at a Time

Date:________________ 

PLEASE PRINT IN INK 

Or fill out online at:  

StricklandOrthodontics.com 

PATIENT INFORMATION (minor under 18 years old) 
First Name: _____________________ Last Name: __________________________ Preferred Name: ________________________ Gender: ______________  

Birthdate: ______________________ Age: ___________ School: ___________________________________________________ Grade: __________________ 

Mailing Address: ______________________________________________________City: ________________________ State: ________ Zip: _______________  

Physical Address: _____________________________________________________ City: ________________________ State: ________ Zip: _______________  

Home Phone: __________________________________Cell Phone: ___________________________________ Cell Carrier: ___________________________ 

Email: ______________________________________________________________________________________________________________________________ 

What is the primary concern of the patient's smile? ______________________________________________________________________________________ 

What was your deciding factor to give us a call?_________________________________________________________________________________________ 

How did you hear about our office? Please list all that apply:  Dentist  Patient  Newsletter  Yellow Pages Internet  Other: _____________ 

Name of personal referral. We would like to say THANK YOU! : ___________________________________________________________________________ 

Relatives or friends that currently are, or have previously been, in our care: _________________________________________________________________ 

PARENT / GUARDIAN INFORMATION  
Mother/Guardian Name: __________________________________________________Home Phone: _____________________ Birthdate: ________________ 

Cell Phone: _______________________________ Cell Carrier: _______________ Email: ________________________________________________________ 

Address (if different from patient’s): _____________________________________ City: ____________________________ State: ______ Zip: ____________ 

Employer: _______________________________________________________________________________ Work Phone: _______________________________  

Employer’s Address: ____________________________________________City: ______________________________ State: _________ Zip: _______________ 

Father/Guardian Name: _________________________________________________ Home Phone: _____________________ Birthdate: ________________ 

Cell Phone: _______________________________ Cell Carrier: _______________ Email: ________________________________________________________  

Address (if different from patient’s): _____________________________________ City: ____________________________ State: ______ Zip: ____________ 

Employer: _______________________________________________________________________________ Work Phone: _______________________________  

Employer’s Address: ____________________________________________City: ______________________________ State: _________ Zip: _______________ 

Are the parents  Married   Divorced    Separated   Other:______________________________________________________ 

If divorced, who is the custodial parent? ___________________________   The patient lives with: _______________________________________________ 

I give permission to release medical/dental information to the following persons: ___________________________________________________________ 

Who will usually bring the patient in for appointment?____________________________________________________________________________________ 

Emergency Contact: ______________________________________________ Phone Number:____________________________________________________ 

over  

 ACCOUNT AND INSURANCE INFORMATION
How would you prefer to receive appointment reminders? Email  Text  Home Phone Cell Phone 

What is the best daytime number?  Home Phone Cell Phone  Other:_______________________________________________________________ 
Person Responsible for Account:  ______________________________________________ Relationship to Patient: __________________________________ 

Birthdate: ________________ Email Address: _______________________________________________________SSN: ________________________________ 

Billing Address: ______________________________________________________ City: _____________________ State: _________ Zip: _________________ 

Home Phone: ______________________________ Cell Phone: ________________________ Work Phone + Ext:__________________________________ 

Employer: _____________________________________________________________________________________ # of Years at Current Employer: ________ 

Do you have orthodontic coverage? Yes No     Name of Primary Insurance Company: ____________________________________________________ 

Phone Number: ___________________________ Group Policy Number: ______________________________ ID Number: ___________________________ 

Insured’s Name: ___________________________________ Relationship to Patient: ______________________ Insured’s Date of Birth: _________________ 

Insured’s SSN: _____________________________________Insured’s Employer: _______________________________________________________________ 

Lifetime Max (if known): _____________________________  



PATIENT MEDICAL HISTORY (Please check all that apply)

Please provide more information on items checked “Y” to allow us to provide you with the best care: __________________________________________ 

____________________________________________________________________________________________________________________________________ 

List any medications the patient is currently taking: _______________________________________________________________________________________  

Name of Physician: ______________________________________  Date of Last Health Examination: ____________ Reason? _________________________ 

Has the Patient reached puberty?     Yes    No     

Girl: Has she started menstruation?  Yes    No  If Yes, Month/Year: ______________        Boy: Has his voice changed?    Yes    No 

PATIENT DENTAL HISTORY

General Dentist: ___________________________________________________________________ Date of Last Cleaning: _____________________________ 

Name and ages of children in family: ___________________________________________________________________________________________________ 

How often does your child brush:______________________   Floss:__________________________ 

Do you feel your child’s teeth are too:  Small/Short  Big/Long   Crooked/Crowded   Misshaped/Uneven   Other: ______________________ 

Do you feel your child’s front teeth are too:   Far Forward/ Proclined    Far Back/Upright   Other: ________________________________________ 

Has your child had previous orthodontic treatment?  Yes   No       If yes, when? __________________________________________________________ 

Are you interested in esthetic treatment options such as clear braces or aligners?  Yes   No 

If treatment is recommended, how soon would you prefer to begin? __________________________ 

What is the most important factor for you in considering orthodontics?  Speed of Treatment   Aesthetics During Treatment   Cost  Comfort 

Any other smile concerns you have or information you would like us to be aware of? ________________________________________________________ 

____________________________________________________________________________________________________________________________________  

Y   N 

  Is the Patient Adopted 
  Heart Disease/Disorder 

  Mitral Valve Prolapse 

  High / Low Blood Pressure 

  Anemia / Blood Disorders 

  Bone Disorders 

  Arthritis 

  Diabetes 
  Seizures 

 

Y   N 

  Earaches 

  Sinus Trouble 

  Asthma / Hay Fever 

  Respiratory Problems 

  Sleep Apnea  

  Fainting / Dizziness 

  Emotional Concerns 

  Psychiatric Care 

  Tobacco Use 

Y   N 

  Immune System Problems 

  HIV / AIDS 
  Hepatitis or Liver Disease 

  Kidney Disease 

  Endocrine Problems 

  Tumors / Growths 

  Cancer / Radiation Treatment 

  Tonsils / Adenoids Removed 

  Brain Injury / Seizures 

 

Does the patient have any allergies to the 

following:  

Y   N 

  Local Anesthetics  

  Penicillin or other Antibiotics 

  Any Metals (e.g. nickel, mercury, etc.) 

  Latex Rubber 

  Other (please list below) 

List any other illnesses: _________________ 

______________________________________ 

______________________________________

Y   N 

  Injuries to Face, Mouth or Teeth 

  Ever sucked a thumb / Finger.  Until what age?__________ 

  Joint Pain or TMD  

  Grinding or Clenching Teeth 

  Informed of Missing Teeth 

  Informed of Extra (Supernumerary) Teeth 

  Does the patient desire treatment? 

  Speech Difficulties 

 

Y   N 

  Is the patient a mouth breather? 

  Does the patient have any family members with similar Dental /       

 Orthodontic Conditions? 

  If yes, did they have orthodontic treatment to correct the condition? 

  Any dental work that needs to be completed? (i.e. cavities) 

  Has the patient previously consulted an orthodontist? 

If yes, would you mind us asking whom?____________________________ 

AUTHORIZATION AND RELEASE
I have read and understand the above questions. I will not hold my orthodontist or any member of his staff responsible for any errors or omissions that I have 
made in the completion of this form. I understand that this information will be held in strictest confidence and it is my responsibility to inform this office of any 
changes in my medical or insurance status. I hereby authorize the release of all medical records on the above named patient to the referring dentist, physician or 
other health care provider, as well as information and records necessary for processing insurance claims. I hereby authorize release of any information and 
payment of insurance benefits directly to Strickland Orthodontics, PLLC.  I authorize the release of financial information for collection and records transfer 
purposes I authorize the necessary diagnostic tests and any orthodontic treatment deemed necessary to be performed by or under the direction of Dr. Strickland 
and/or associates of Strickland Orthodontics, PLLC. I give my permission for any photographs, x-rays or study models to be updated during treatment and to be 
used for displays in our office, on our website, at scientific meetings, presentations and publications of a scientific nature or for study group purposes to further 
the art and science of orthodontics. I hereby authorize the necessary credit information to be obtained Strickland Orthodontics, PLLC or other third party company 
for the purposes of consideration of payment options. We are sorry that we cannot accept divorce decrees as assignments of responsibility for a child’s 
orthodontic account. The parent accompanying the child shall be responsible for payment of the services and seek any reimbursement from the other parent. I, 
the undersigned, agree to pay for attorney fees and other costs of collection in the event it becomes necessary to use attorney services to secure payment of this 
account. 

Signature: ______________________________________________________________ Relationship to Patient: ______________________________Date:________________

OR check if filling out digitally without digital signature. I have read and authorize the relaease above and I have completed the above form accuractly.    



Questi  nnaire 

My name is:_______________________________________________ You can call me:__________________________________ 

My school is:______________________________________________ I really like:______________________________________ 

My favorite things to do is:___________________________________________________________________________________ 

Favorite sports:____________________________________ Favorite food:___________________________________________ 

Favorite music:_____________________________________ Favorite book:___________________________________________ 

Favorite TV show/movie:_____________________________________________________________________________________ 

Best friend:_______________________________________ Favorite pet:____________________________________________ 

I am really good at:__________________________________________________________________________________________ 

The best thing that ever happened to me was:_________________________________________________________________ 

I really love to:______________________________________________________________________________________________ 

Meet Dr. Strickland 

My wife, Carolyn, and I have two sons (Davis 
and Stephen). I enjoy outdoor activities with 
my family and I am also an instrument rated 
pilot. Learning the latest orthodontic 
technology and sharing the experience of a 
beautiful smile with our patients 
and families has been most rewarding! 

Meet Dr. Stephen 
My wife, Ashley, and I have one son 
(Bennett) and two silly English Springer 
Spaniels (Murray and Ellie). My favorite 
foods are Italian and seafood. I like to spend 
time with my family and friends hunting, 
fishing and playing golf.  My superpower is 
saving the world one smile at a time! 

I am really good at:___________________________

The best thing that ever happened to me was:__

I really love to:_______________________________
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