
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?


