
Orthodontic Registration 
Please complete this registration form and return to: reception@goortho.com.au

First Name 

Last Name

Name of School/Work 

Suburb

Postcode

Email

Second Contact 

Third Contact 

I have a latex allergy 

First Name 

Last Name 

Suburb 

Title 

Preferred First Name 

Street Address 

State Postcode 

Health Benefits Fund Name 

Type of Healthcare Card   Card Number 

First Name 

Last Name 

Suburb 

Title 

Preferred First Name 

Street Address 

State Postcode 

Who is your dentist? 

Who should we thank for this referral? 

Have we seen other members of your family? If so, where & when 

Please describe in your own words why you are coming to see us. 

Thank you for taking the time to complete this form. 
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Street Address 

State

Phone Number
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Street Address 

State

Phone Number
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Medical History - Please mention any recent operations or medications, especially taken recently
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Account Details - Name of the person responsible for the account if different from patient details
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Health Benefits Fund - Do you have a Health Care Card or Pension card? Please provide details below
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