
About Your Child

Responsible Party

Parent’s Information
Dental Insurance

Name:______________________________________________________

My child prefers the name:______________________________________

Birthdate:_________________ Age:______ o Male ❏ Female

Home Address:_______________________________________________

City/State/Zip:________________________________________________ 

Home #__________________ School__________________________

Hobbies/Sports:_______________________________________________

Names & ages of other children in family:__________________________

___________________________________________________________

Has anyone else in your family had orthodontic treatment in our office?

❏ Yes     ❏ No    Name(s):______________________________________

Whom may we thank for referring you to our office?
___________________________________________________________

Father’s Name:______________________________________________

❏ Mr.   ❏ Dr.                 Prefers the name:__________________________

Home Address:______________________________________________

City/State/Zip:__________________________________ ❏ Rent   ❏ Own

Home #_______________________ Soc. Sec. #_________________

Employer:_____________________ Occupation:_________________

Work #_______________________ Ext._____How long at job?______

Work Address:_______________________________________________

City/State/Zip:_______________________________________________

Birthdate:_____/_____/_____  Cell  #______________________

Mother’s Name:______________________________________________

❏ Ms.  ❏ Mrs.   ❏ Dr.     Prefers the name:_________________________

Home Address:______________________________________________

City/State/Zip:__________________________________ ❏ Rent   ❏ Own

Home #_______________________ Soc. Sec. #_________________

Employer:_____________________ Occupation:_________________

Work #_______________________ Ext._____How long at job?______

Work Address:_______________________________________________

City/State/Zip:_______________________________________________

Birthdate:_____/_____/_____  Cell #_______________________
(CONTINUED ON BACK)

The benefits of a happy,
healthy smile are immeasurable!

A beautiful smile is a
wonderful asset.

Please fill out this form
completely. The better we

communicate, the better we
can care for your child.

WELCOMEWELCOME
To the Office of

Kirk I. Moran, D.M.D., M.S.
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Today’s Date:______________

Step-Father’s Name:__________________________________________

❏ Mr.   ❏ Dr.

Employer:_____________________ Occupation:_________________

Work #_______________________ Ext._____

Step-Mother’s Name:__________________________________________

❏ Ms.    ❏ Mrs.    ❏ Dr.

Employer:_____________________ Occupation:_________________

Work #_______________________ Ext._____

Name:_____________________________ Relation:_____________

Billing Address:______________________________________________

Work #__________________ Ext:________   Home #______________

In case of an emergency, whom may we contact (other than parents)

Name:__________________________      Phone #__________________

Insurance Co. Name:__________________________________________

Insurance Co. Address:________________________________________

Insurance Co. Phone #_________________________________________

Group # (Plan, Local, or Policy #):________________________________

Policy Holder’s Name:_______________________  Relation:_________

Birthdate:____/_____/_____     Soc. Sec. #_________________________

Employer:___________________________________________________

Orthodontic Coverage:     ❏ Yes     ❏ No

Insurance Co. Name:__________________________________________

Insurance Co. Address:________________________________________

Insurance Co. Phone #_________________________________________

Group # (Plan, Local, or Policy #):________________________________

Policy Holder’s Name:______________________  Relation:__________

Birthdate:____/_____/_____     Soc. Sec. #_________________________

Employer:___________________________________________________

Orthodontic Coverage:     ❏ Yes     ❏ No
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