Dr. Wirebender

1234 Main Street

Toothtown, NY 55555

(555) 555-5555

www.toothmanbraces.com
	INTRODUCING

Pt’s. Name:
_____________________________________________

Address:
_____________________________________________

Phone:
________________________

Referred by Dr. _____________________ On Date _________

( X-Rays Have Been Sent

An Orthodontic Exam has been scheduled on:

Day: ________________ Date: __-_________________ Time: _________________
	
	CHIEF CONCERNS

( Crowded Teeth

( Spaced Teeth

( Missing Teeth

( Protrusive Teeth

( Retrusive Teeth

( Crossbite

( Deep Overbite

( Open Bite

( Facial Growth Problems

( T.M.J. Dysfunction

( Tooth Alignment for Crown & Bridge

( _____________________

	
	
	

	1st COPY ...
Please Give To The Patient.

2nd Copy ...
For Your Legal Records.

3rd Copy ...
Please Place In The Mail ... Thank You! 
	
	

















