
We would like to welcome you and your child to our office. Our goal is to make 
your visit pleasant and educational. We strive to teach good oral care that will 

enable your child to have a beautiful smile, that lasts a lifetime.

Tell Us About Your Child

Child’s Name:_ _______________________________________________________________________   ❒  Male     ❒  Female

Home Address:_ ___________________________________  City:____________________________  Zip:__________________

Home Phone #:___________________________ Cell Phone #:___________________________

Child’s Date of Birth:____________________

School:___________________________________________________  Grade:___________________

Hobbies / Sports:_________________________________________________________________________________________

General Dentist:_ ______________________________________________________ Date of Last Visit:____________________

Whom may we thank for referring you?_______________________________________________________________________

Information Below Must Be filled Out Completely

Mother’s Information         ❒  Step-Mother        ❒  Guardian

Name:_ _____________________________________________________________________  Date of Birth:_ ___________________

Home Phone #:______________________  Work Phone #:______________________ Cell Phone #:______________________

Employer Name:_________________________________________________________________________________________

Social Security #:_______________________________  Driver’s License #:_______________________________

father’s Information         ❒  Step-Father        ❒  Guardian

Name:_ _____________________________________________________________________  Date of Birth:_ ___________________

Home Phone #:______________________  Work Phone #:______________________ Cell Phone #:______________________

Employer Name:_________________________________________________________________________________________

Social Security #:_______________________________  Driver’s License #:_______________________________

primary orthodontic insurance

Policy Holder’s Name:__________________________________________________________________________________________

Date of Birth:_____________________ Social Security #___________________________________

Employer Name:_________________________________________________________________________________________

Insurance Company:______________________________________________________________________________________

Insurance Company Address:_______________________________________________________________________________

	 City:____________________________________  State:____________________  Zip:______________

Insurance Company Phone #:_______________________________________________________________________________

Group / Plan #:__________________________________________________________________________________________

Relationship to Patient:____________________________________________________________________________________

secondary orthodontic insurance

Policy Holder’s Name:__________________________________________________________________________________________

Date of Birth:_____________________ Social Security #___________________________________

Employer Name:_________________________________________________________________________________________

Insurance Company:______________________________________________________________________________________

Insurance Company Address:_______________________________________________________________________________

	 City:____________________________________  State:____________________  Zip:______________

Insurance Company Phone #:_______________________________________________________________________________

Group / Plan #:__________________________________________________________________________________________

Relationship to Patient:____________________________________________________________________________________

Continued on back
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/         /

/         /

/         /

Date:_ _________________/         /

to our orthodontic officeto our orthodontic office
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