
     Trawick 

Orthodontics 

      1100-Airport Blvd. 

      Pensacola, FL 32504 

 

 

Dr. StephenC.Trawick, DDS 
 

   Welcome 
            to our Office 

 Tell Us About Your Child   Parents Information  

 

Today’s Date: _____________ Nickname:________________ 

 

Child’s Name: _____________________________________ 
                                     Last                      First                       Middle   

Email address: ______________________________________ 

 

SS #: _____________________ Birthdate: ___/___/___ 

 

Age: ___________  Male ____  Female ____ 

 

School ______________________________  Grade ________ 

Hobbies ___________________Sports __________________ 

 

Child’s Hm # : (___)_________________ 

Child’s Home Address: ______________________________ 

__________________________________________________                        

Person Responsible for Account 

Who is accompanying your child today: 

 

Name:_______________________Relation:_______________ 

 

Do you have legal custody of this child? ___Y ___N 

 

Whom May We Thank For Referring You? 

__________________________________________________ 

 

List Brothers/Sisters with age: _________________________ 

__________________________________________________ 

 

General Dentist: ___________________________________ 

Last Visit Date: ______________________ 

 

Parent’s Marital Status:  ___Single        ___Partnered      ___Divorced 

                                                  ___Married     ___Separated     ___Widowed 

Name:___________________________Relation:___________ 

 

Billing Address:_____________________________________ 

__________________________________________________ 

 

Hm # : (___)_____________ Wk # : (___)________________ 

Cell #: (___)_____________  SS # :_____________________ 

 

Employer: _________________________________________ 

Mother’s Information: 

___Mother   ___Step Mother   ___ Guardian 

 

Name:____________________________Birthdate: ____________ 

Wk #: __________________ Hm # : _____________________ 

Cell # : _________________ SS # : ________________________ 

 

Employer: _____________________________________________ 

Years at Current Job: ____  Job Title: _______________________ 

 

Father’s Information: 

___Father   ___ Step Father   ___Guardian 

 

Name: ___________________________Birthdate: _____________ 

Wk # : ___________________ Hm # : ___________________ 

Cell #: ___________________ SS # : _______________________ 

 

Employer: _____________________________________________ 

Years at Current Job:____ Job Title: ________________________ 

 

Primary Orthodontic Coverage? ___Y   ___N 

Insurance Co. Name: ____________________________________ 

Insurance Co. Address:___________________________________ 

Ins. Comp. Ph.# :__________________ 

 

Policy Owner Name: ____________________________________ 

Relationship to Patient: _____________________ 

Group/ Policy # : ______________________________ 

 

Policy Owner Birthdate: ____________SS # : _______________ 

Policy Owner Employer: ________________________________ 

Employer Address: ______________________________________ 

 

Secondary Orthodontic Coverage? ___Y  ___N 

Insurance Co. Name: ____________________________________ 

Insurance Co. Address: __________________________________ 

Ins. Comp. Ph. # : __________________ 

 

Policy Owner Name: ____________________________________ 

Relationship to Patient: _____________________ 

Group/Policy # : _______________________________ 

 

Policy Owner Birthdate:_____________SS #: _______________ 

Policy Owner Employer: ________________________________ 

Employer Address: ______________________________________ 

 Orthodontic Insurance 
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