
WELCOME TO THE ORTHODONTIST
We would like to welcome you and your child to our office.  Our goal is to make
every child’s visit pleasant and educational.  We strive to teach good oral care
that will enable year child to have a beautiful smile that lasts a lifetime.

PLEASE FILL OUT THIS FORM COMPLETELY.  

TELL US ABOUT YOUR CHILD

Today’s Date:  _____/______/______   Last Visit Date: _____/______/______ 

CHILD’S NAME: ________________________________________________
First M              Last 

Nickname:: ____________________________    q Male    q Female

Date of Birth: _____/______/______   Age: ____  SS#: __________________

School: _________________________________  Grade: ______________

Hobbies/Sports: _______________________________________________ 

Home Address:________________________________________________ 
Street Address Apt/Condo #

__________________________________________________________
CITY STATE ZIP

E-Mail Address: _______________________________________________ 

WHO IS ACCOMPANYING YOUR CHILD TODAY?

Name: _________________________________   Relation: ____________

Do you have legal custody of this child? q Yes    q No

Whom may we Thank for referring you? _______________________________

List brothers/sisters with age: _____________________________________

__________________________________________________________

General Dentist: ____________________ Last Visit Date: _____/_____/____ 

Parent’s Marital Status: q Single   q Married   q Divorced   q Widowed   q Separated

MOTHER’S INFORMATION: q STEP MOTHER q GUARDIAN

Name: ___________________________   Date of Birth: ____/_____/_____ 

Home #: (______)________________   Work #: (______)_______________     

Employer: ___________________________________________________

How Long at Current Job: _________  Job Title: ________________________

SS#: ____________________  Drive License #: _______________________

FATHER’S INFORMATION: q STEP FATHER q GUARDIAN

Name: ___________________________   Date of Birth: ____/_____/_____ 

Home #: (______)________________   Work #: (______)_______________     

Employer: ___________________________________________________

How Long at Current Job: _________  Job Title: ________________________

SS#: ____________________  Drive License #: _______________________

PERSON RESPONSIBLE FOR ACCOUNT:

Name: ________________________  Relation: ______________________

Billing Address: _______________________________________________ 
Street Address Suite #

__________________________________________________________
CITY STATE ZIP

Previous Address: ______________________________________________ 
Street Address Suite #

__________________________________________________________
CITY STATE ZIP

Employer: ____________________________________________________

Work #: (______)________________  Home #: (______)________________

SS#: ____________________  Drive License #: _______________________

Who is responsible for making appointments?

Name: _____________________________________________________   

Home #: (______)________________   Work #: (______)_______________ 

Neighbor or Relative not living with you.

Name: ______________________   Home #: (______)________________   

Address: ____________________________________________________ 

PRIMARY INSURANCE

Orthodontic Coverage:  q Yes    q No Dental Coverage:  q Yes    q No

Insurance Co. Name: ___________________________________________

Insurance Co. Address:__________________________________________ 

Insurance Co. Phone #: (______)_________________

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

Policy Owner’s Name: _______________________   Relation: ____________

Policy Owner’s Date of Birth: ____/_____/____  Insured’s ID #:_____________

Policy Owner’s Employer: _________________________________________

SECONDARY INSURANCE

Orthodontic Coverage:  q Yes    q No Dental Coverage:  q Yes    q No

Insurance Co. Name: ___________________________________________

Insurance Co. Address:__________________________________________ 

Insurance Co. Phone #: (______)_________________

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

Policy Owner’s Name: _______________________   Relation: ____________

Policy Owner’s Date of Birth: ____/_____/____  Insured’s ID #:_____________

Policy Owner’s Employer: _________________________________________






