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ORTHODONTICS 

Welcome to Dr. Brad Mills! 

PATIENT INFORMATION 

Name 
--------------

(First) (M.I.) (Last) 
Name you go by _________ _ 
Phone (Home) _________ _ 
Phone (Work or Cell) _______ _ 
Birthdate 

------

RESPONSIBLE PARTY INFORMATION 

Name 
--------------

Name you go by __________ _ 
Phone (Home) _________ _ 
Phone (Cell) _______ _ 
Cell Phone Carrier 

----

Relation to Patient 
----------

Address ____________ _ 

City ______ State __ Zip ____ _ 
Social Security# _________ _ 
Status (circle) Minor Single Married Partnered 
Sex: M / F (circle) 

Social Security# ________ _ 
Birthdate ____________ _ 
Place of employment ________ _ 
Phone(Work) __________ _ 

Address (if different than Pa1icn1) ___________ City ______ State ___ Zip __ _ 
E-Mail (one checked often) _______________ _
Marital Status (please circle) Single Married Divorced Widowed Partnered

Spouse/Partner _____________ _
Spouse's Place of Employment 

--------------

Spouse Phone(Work)__________ Spouse Phone(Cell) ________ _ 
Spouse's Social Security # ___________ Spouse's Birthdate ______ _ 

EMERGENCY CONT ACT(Someone that lives outside the household) 

Name Phone 
-------------- --------------

Are there any other family members that are patients here? yes/ no (circle) Who?
-------

Whom May We Thank For Referring You?/Who told you about us? 
Name __________ Address ____________ Phone _______ _ 

MURRAY 

1708 I 2 I By-Pass Nonh 
Murray, Kentucky 42071 

PADUCAH 

3435 Lone Oak Road 

Paducah. Kentucky 42003 

Phone 270-554-1993 
Fax 270-554-2019 

� 

MAYFIELD 

212 Nonh 7th Street 
Mayfield, Kentucky 42066 
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