,\\\eHIL(& The Hills Orthodontics

ORTHoDONT
Date:
ID/DL#:
SS#:

Welcome!

Name Birthdate Home Phone ( )
Email Address Cell Phone ( )
Address City State Zip Code
Check Appropriate Box: [1Minor [ISingle IMarried
Check Appropriate Box: [1Male CFemale

Patient’s Employer Work Phone

Business Address City State Zip Code

Spouse or Parent’s Name Employer Work Phone
Person to Contact in Case of Emergency Phone( )
Name of Person Responsible for this Account Relationship to Patient
Address Home Phone ( )
ID/DL# license# Birthdate SS#
Employer

Were you referred by one of our patients? Yes No
If Yes, whom may we thank?

If No, how did you find us?

| have read and been offered a copy of The Hills Orthodontics Notice of Privacy Practices.

Print Name

Signature of patient or parent (if minor) Date:




	 

