
FATHER’S NAME ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION WHERE EMPLOYED

BUSINESS PHONE FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS. ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION WHERE EMPLOYED

BUSINESS PHONE MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT? ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

PRIMARY EMAIL:

SECONDARY EMAIL:

SIGNATURE OF PATIENT OR PARENT DATE

HOME PHONE CELL PHONE PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE SCHOOL NAME

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

PHONE    EMAIL    OR    TEXT

DO YOU GET FLUORIDE TREATMENTS AT SCHOOL OR FROM YOUR DENTIST?

DR ___________

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

CELL PH. #/ CARRIER

CELL PH. #/ CARRIER

CELL PH. #/ CARRIER

WORK PHONE

WORK PHONE

HEPATITIS/LIVER PROBLEMS

 ALLERGY TO NICKEL/METALS

 EPILEPSY/SEIZURES

 ASTHMA

 BREATHING PROBLEMS

 HAY FEVER/ALLERGIES

 SINUS PROBLEMS

 HEART CONDITION/MURMUR

 REACTION TO DRUGS

 BLEEDING PROBLEMS/ANEMIA

 OSTEOPOROSIS

 ORAL OR IV BIOPHOSPHONATE TREATMENT

 KIDNEY PROBLEMS

 REACTION TO ANESTHETIC

 NERVE PROBLEMS

 BACK OR NECK PROBLEMS

 MAJOR SURGERY

ANY UNFAVORABLE REACTION TO PAST MEDICAL OR DENTAL CARE?

FATHER’S NAME  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  FATHER’S S.S.#

MOTHER’S NAME  MRS.  MS.  ADDRESS (ST.)

HOME PHONE CELL PHONE CITY, STATE, ZIP

OCCUPATION  WHERE EMPLOYED

BUSINESS PHONE  MOTHER’S S.S.#

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT?   ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED                       INSURED D.O.B. SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY: 

PHONE   OR    EMAIL

HOME E-MAIL ADDRESS:

WORK E-MAIL ADDRESS (DAD / MOM);

OTHER:

SIGNATURE OF PATIENT OR PARENT  DATE

HOME PHONE CELL PHONE                          PATIENT’S S.S# (IF ADULT)

PLACE OF EMPLOYMENT (IF ADULT)     WORK PHONE                SCHOOL NAME

I’M INTERESTED IN  ❏ BRACES    ❏ INVISALIGN    ❏ WHATEVER WORKS BEST

 ALLERGY TO LATEX

 ALLERGY TO PENICILLIN

DIABETES

HOME E-MAIL ADDRESS:

PRIMARY EMAIL (PATIENT/MOTHER/FATHER):

SECONDARY EMAIL (PATIENT/MOTHER/FATHER):

WHO WOULD BE RESPONSIBLE FOR THE ACCOUNT? ADDRESS (ST.)

NAME OF INSURANCE CO. IF ORTHODONTIC COVERAGE IS AVAILABLE

NAME OF INSURED             INSURED D.O.B.      SOCIAL SECURITY NUMBER

WOULD YOU LIKE TO RECEIVE YOUR APPOINTMENT CONFIRMATION BY:

PHONE   EMAIL   OR    TEXT

SIGNATURE OF PATIENT OR PARENT                                       DATE


