. TO THE ORTHODONTIST

T -
'-._f L

Tell Us About Your Child

8 Today’s Date: Nickname:

We would like to welcome you and your child to our office. Our

oul is to make every child’s visit pleasant and educational. .
| !tllild to have a hew#iul smile that lasts a lifetime. ,

We strive fo teach good oral care that will enable your

g Child’s Name:

_ Billing Address:

FIRST

E-mail Address: SS#:

Birthdate: { /

Grade:

B Hobbies / Sports:

gl Previous Address:
[Male [CIFemale :

Child’s Home #: ( )

Child’s Home Address:

Name: Relation:

8™ Do you have legal custody of this child? EYes [INo

: Whom may we Thank for referring you?
List brothers / sisters with age:

¥ Group # (Plan, Local, or Policy #):

# Policy Owner’s Name:

B Last Visit Date:

. [ Single [0 Partnered [ Divorced
Parent’s Marital Status: DMaried [ Separated [ Widowed

Mother’s Information: [ siep Mother [ Guardian

Birthdate: / /

8l Policy Owner’s Employer:
) Employer’s Address:

Ext: Hm #:(

., ' Insurance Co. Address:

N How Long at Current Job: Job Title:

SS #: DL #:

5 Father's Information: [ sieprather [ Guardian
* Name: Birthdate: [/ [/

gl Policy Owner’s Name:
i Relationship to Patient:

Wk #: ( Ext: Hm #:(

A

J| How Long at Current Job: Job Title:

I. Employer’s Address:

SS#:

N N e

Person Responsible For Account

Relation:

any

any STATE

DL #:

Employer:

o Wk # ( ) Ext: SS #:

Who is responsible for making appeintments?

HM #:

B Orthodontic Coverage? [Yes [INo

= Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Relationship to Patient:

Policy Owner’s Birthdate: __/ / SS #:

Secondary Orthedontic Insurance

& Orthodontic Coverage? [lYes [INo

@ Insurance Co. Name:

Insurance Co. Phone #: ( )

Group # (Plan, Local, or Policy #):

q Policy Owner's Birthdate: _ //_§5 #:

Policy Owner’s Employer:







