
     

PARIGINI ORTHODONTICS, INC. 

CHILD PATIENT INFORMATION 

Patient#_______________ 

 

 
Date____________________  Age_________ Birth date _____________________Sex_______ 

 

Patient’s name_____________________________________________________________________________ 

    Last    First    MI 

 

Mailing Address___________________________________________________________________________ 

   Street    City   Zip 

 

Who does child reside with _______________________________________ 

 

Siblings __________________________________________ Patient’s School_____________________________ 

 
General Dentist_________________________________________________ 

 

Father or Guardian Information 

 

Name______________________________________ Birth date_____________ Marital Status____________ 

 

Address__________________________________________________________________________________ 

  Street    City     

Home Phone_________________ Work Phone___________________ Cell Phone______________________ 

 

Social Security #_______________________ Email address _______________________________________ 
 

Employer____________________________ Occupation___________________________ No years _______ 

 

Legal Guardian _____yes   _____ no 

 
Mother or Guardian Information 

 
Name______________________________________ Birth date_________________ Marital Status________ 

 

Address__________________________________________________________________________________ 

  Street    City    Zip 

Home Phone_________________ Work Phone___________________ Cell Phone_______________________ 

 

Social Security #_______________________ Email address ________________________________________ 

 

Employer____________________________ Occupation____________________________ No years _______ 

 

Legal Guardian _____yes   _____ no 

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

 

Do you have orthodontic insurance coverage? ____________________________________________________ 

 

 

EMERGENCY INFORMATION 
 

Name of nearest relative not living with you_____________________________________________________ 

 

Complete address__________________________________________________________________________ 

   Street    City          Zip 

Phone________________________________________ 

 

 
I certify that all information is correct. 

 
Signature_____________________________________________________________ 


