BLUE SKY

ORTHODONTICS

NEW PATIENT FORM

» 1. PATIENT INFORMATION

Today'sDate: ___ /|

Patient Name:

| |Male | |Female

LAST FIRST

Nickname:

Mi

Date of Birth: | Age:

Home Address:

cITy STATE

Homet#: Cell#:

zIP

Email:

School: Grade:
Hobbies/Sports:

} 2. RESPONSIBLE PARTY

Name:

LAST FIRST

Relation to Patient:

Mi

Date of Birth: A DL#:

Billing Address:

o STATE 7P
Home#: Cell#:

Email:

Employer:

Work#:

} 3. EMERGENCY CONTACT

Name:

LAST FIRST

Home#: Cell#:

Mi

Relation to Patient:

Members

AYA(@ American
Association of
Orthodontists,,

My Life. My Smile. My Orthodontist.®

} 4. PRIMARY ORTHODONTIC INSURANCE

Orthodontic Coverage: | |Y | [N

Insurance Co. Name:

Insurance Phone#:
Group/ID#:
Policy Owner’s Name:
SS#: Date of Birth: [ |

Relation to Patient:

Policy Owner’s Employer:

FOR OFFICE USE ONLY

} 4. SECONDARY ORTHODONTIC INSURANCE

Insurance Co. Name:

Insurance Phone#:
Group/ID#:
Policy Owner’s Name:
SS#: Date of Birth: [ |

Relation to Patient:

Policy Owner’s Employer:

FOR OFFICE USE ONLY

4601 50th Steet, Suite 206, Lubbock, Texas 79414 [P]1806.792.8116 | blueskyorthodontics.com



