
THANK YOU FOR SELECTING OUR ORTHODONTIC TEAM 

 

We will strive to provide you with the best orthodontic care.  To help us meet your needs, please fill out this form 

completely.  If you have any questions or need assistance, please ask us – we will be happy to help. 

 

PATIENT INFORMATION: 

Name:  Male 
 Female 

Birthdate: 

Address: 

City: State: Zip Code: 

Email Address: 

Home Phone: Cell Phone: Cell Carrier: 

Dentist: 

RESPONSIBLE PARTY INFORMATION: 

Name:  Male 
 Female 

Birthdate: 

Address (if different from above): 

City: State: Zip Code: 

Email Address: 

Home Phone: Cell Phone: Cell Carrier: 

Work Phone: SS#: Relationship to Patient: 

INSURANCE INFORMATION: 

Subscriber Name:  Male 
 Female 

Birthdate: 

Address (if different from above): 

City: State: Zip Code: 

Employer: Work Phone: Relationship to Patient: 

Insurance Company: ID#: Group#:  

Insurance Company Phone #: SS#:  

SECONDARY INSURANCE INFORMATION: 

Subscriber Name:  Male 
 Female 

Birthdate: 

Employer: Work Phone: Relationship to Patient: 

Insurance Company: ID#: Group#:  

Insurance Company Phone #: SS#:  

 


