Welcome to Garner Orthodontics

PATIENT INFORMATION

Name: ______________________________________________	    Date: __________________________
Nickname: ____________________________     Birthdate: __________________     Sex:  Male or Female
Address:  _____________________________________________________________________________
City: __________________________________     State: _______________     Zipcode: _______________
Home Phone#: _____________________________     Work Phone#: _____________________________
Email Address:  _____________________________     School:  __________________________________
Other family/siblings:	
Name			        Birthdate	          Name			   Birthdate
		___________________________________     ___________________________________
		___________________________________     ___________________________________
		___________________________________     ___________________________________
[bookmark: _GoBack]
Are mother and father divorced or live in separate households?     Yes  or  No
Whom may we thank for referring you to our office? __________________________________________

PARENT INFORMATION
Father’s Name: ______________________________________     Birthdate: _______________________
Email Address:  ______________________________________     Cell Phone#: _____________________
Address if different from patients: _________________________________________________________
Mother’s Name: _____________________________________     Birthdate: _______________________
Email Address:  ______________________________________     Cell Phone#: _____________________
Address if different from patients: _________________________________________________________

PRIMARY INSURANCE
Subscriber Name: ____________________________________	Birthdate: ________________________
Insurance Company: ____________________________________________________________________
Social Security Number: _______________________________     ID#: ____________________________
Group #: _______________________________	    Effective Date: _______________________________

SECONDARY INSURANCE
Subscriber Name: ____________________________________	Birthdate: ________________________
Insurance Company: ____________________________________________________________________
Social Security Number: _______________________________     ID#: ____________________________
Group #: _______________________________	    Effective Date:  _______________________________
