
            Date:     
 
 
 
 
 
 
 

WILLIAM A. KIMBROUGH, D.D.S., M.S., INC. 
AMERICAN BOARD OF ORTHODONTICS CERTIFIED 

 

1542 Green Oak Place           Tel. 281-358-8551 
Kingwood, TX 77339           Fax. 281-358-0230 

1  BEGIN HERE:           PATIENT INFORMATION 

 
  

 
  f 

2        GENERAL INFORMATION 

 
 

 
 
 
 
 
 
 

 
 
 
3        OTHER INFORMATION  
 
 
 

 
Name:         Phone: (        )     Birthday:     

 

Address:        Height:      Age:      

 

City:     State:       Zip:     Weight:      Sex:      

     First             MI                   Last                      Nickname 

  FATHER or SELF or GUARDIAN INFORMATION 

Name:         

Address:         

City:   State:    Zip:     

Home Phone: (       )         Work: (        )    

Birthday:          Age:  Sex:    Marital Status:    

Email:         

        EMPLOYER/INSURANCE INFORMATION 

Employer’s Name:        

Number of Years Employed:          Occupation:     

Dental Insurance Name:       

   Orthodontic Coverage? Yes ____ No _____ 

SS# or ID#:        

Insurance Address:        

Insurance City:    State:    Zip:    

Insurance Phone: (             )     ext.    

 

MOTHER or SPOUSE INFORMATION 
    d 

Name:                

Address:         

City:   State:    Zip:     

Home Phone: (       )         Work: (        )    

Birthday:          Age:  Sex:    Marital Status:    

Email:         

        EMPLOYER/INSURANCE INFORMATION 

Employer’s Name:        

Number of Years Employed:          Occupation:     

Dental Insurance Name:       

   Orthodontic Coverage? Yes ____ No _____ 

SS# or ID#:        

Insurance Address:        

Insurance City:    State:    Zip:    

Insurance Phone: (             )     ext.    

 

Who is the responsible party:        Has a dentist or doctor referred you to us? (please circle one) Yes / No 
 
If so, who may we thank? Name:      Address:        
 
If not, how did you hear about us? (please circle one) Google search / Friend / Social media / Other (please specify) __________________ 
 
Dentist Name:        Dentist Address:        
 
School Name:      Grade:    Sports or Hobbies:       
 
Number of Brothers:    Ages:     Number of Sisters:     Ages:    
  



 
Page 2 of 2 


