ST. LOUIS ORTHODONTIC GROUP
Richard 1. Goldberg, D.M.D. Practice Limited to Orthodontics pombers o ATt &F

Andrew Hayes, D.D.S., M.S.D. Ortidonizets
Paul A. Melnik, D.D.S., M.S.

Today’s Date

Patient's Name Patient’s Social Security #

Patient's Age Date of Birth Sex Home Phone

Address Zip

if Patient is a Minor, Parent’s or Guardian’s Name

Patient’s Dentist Address . Phone

Patient’s Physician Address Phone

Who may we thank for referring you?

Why are you seeking an orthodontic consuitation?

RESPONSIBLE PARTY INFORMATION

Name Marital Status

Address Zip

Home Phone Work Phone Relationship to Patient

Social Security # Birth Date

Employer Occupation

Spouse’s Name Relationship to Patient

Social Security # Birth Date

Employer Work Phone Occupation

DENTAL INSURANCE INFORMATION

Insured's Name Insured’s Social Security #

Carrier - Name & Address

Group No. Local No. Insured's Employer

Insured’s Name Insured's Social Security #

Carrier - Name & Address

Group No.- Local No. Insured’s Employer

| authorize this office to release any information necessary to expedite insurance claims. | understand that | am responsible for all costs
of orthodontic treatment, regardless of insurance coverage.

Signed (patient or parent if minor) Date

| hereby authorize payment of the dental benefits otherwise payable to me directly to St. Louis Orthodontic Group, Ltd.

Signed (insured person) Date

Please continge on back side






