











Welcome to our Practice

Patient’s Name

last first middle initial

Age Sex Date of Birth

Address City Zip Phone

School Grade

Patient’s Dentist Referred by

Patient’s Physician Patient’s Oral Surgeon

Responsible Party:

Father’s Name: Occupation
Employer Work Telephone
Work Address

Mother’s Name: Occupation
Employer Work Telephone
Work Address

Names and ages of other children in the family

Is patient covered by Orthodontic insurance? [ Yes [ONo Name of Insurance Company

Social Security Number of Father Dob /

Social Security Number of Mother Dob /

Responsible Party’s Signature Date




