
WELCOME TO OUR OFFICE!

(Please complete both sides)
Please help us get acquainted by filling in the following important information. Date:____________________

Patient’s Name:  Last _______________________ First ____________________   Nickname______________      Male  Female

Home Address_______________________________  City__________________ State__________________ Zip_____________

Date of Birth_______________________  Age__________Yrs.___________Mos.- Home Phone Number ___________________

School _________________________ Grade ___________ Patient e-mail_____________________________________________

Employer _________________________________________________________ Business Phone _________________________

Hobbies/Interests ___________________________________________________SSN ___________________________________

Whom my we thank for this referral? __________________________________________________________________________

Patient’s Dentist ___________________________________ Patient’s Physician ________________________________________

Relatives treated here _______________________________________________________________________________________

FAMILY STATUS

Father or Husband’s Name ____________________________________________________ SSN ___________________________
(Please circle one)

Occupation ___________________________________________ Employed By __________________________________

Business Address _____________________________________________________ Business Phone _________________

Email Address_______________________________________________________________________________________

Mother or Wife’s Name ______________________________________________________ SSN ___________________________
(Please circle one)

Occupation __________________________________________ Employed By ___________________________________

Business Address _____________________________________________________ Business Phone _________________

Email Address _______________________________________________________________________________________

Preferred Contact: Phone Number ______________________ E-mail ___________________________________________

Patient Living With: MOTHER FATHER SELF         OTHER _____________________________________

Person to be contacted if patient or parent cannot be reached?

Name _______________________________________________ Relationship ____________________________________

Address _______________________________________________________________ Phone _______________________

Person Financially Responsible For Account _________________________ Phone ________________ Relationship ____________

Address _______________________________________________________ Employer ____________________________

Is patient covered by insurance for orthodontic treatment? YES NO

If yes, by which company? _____________________________________________________________________________

I understand that where appropriate, credit reports may be obtained and my signature below authorizes such reports.

Signature______________________________________________________________________ Date ________________________




