Dr. M’Lissa Rajcich

Dr. Alex Solis

Practice Limited to Orthodontics

For Children and Adults

Patient Information

Patient’s Name




 Birthdate

Today’s Date


Address





City___________________ Zip_________________

Home Phone









Whom may we thank for referring you to our office?







Responsible Party Information
Father’s full name  



  Marital Status  ______________________________

Occupation  




Employer:






Address (if different)  










Home Phone  (      )

Cell Phone  (      )

             Work  Phone  (      )


Mother’s full name  



     Marital Status _____________________________

Occupation  




Employer:






Address (if different)  










Home Phone  (      )

Cell Phone  (      )

             Work  Phone  (      )

 

Custodial parent(s)  name (s) 










Patient lives with (check all that apply)       FORMCHECKBOX 
mother    FORMCHECKBOX 
father    FORMCHECKBOX 
 other: 





Insurance Information

Insured’s Name


       Insured’s Soc. Sec.#


     Birthdate

 
Insurance Company



Group No.

 Local No.


Insurance Co. Address











Insurance Phone Number__________________________________

Do you have dual coverage?        FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If Yes:

Insured’s Name


       Insured’s Soc. Sec.#


     Birthdate


Insurance Company



Group No. 

Local No.


Insurance Co. Address 



___________________________________________
Insurance Phone Number__________________________________

Emergency Information

Name of Nearest relative not living with you



Phone

______________
Complete Address










Signature (Parent’s signature if minor)







  

