
         
 

Dr. Michael Richards Orthodontics 
Simply Spectacular Smiles 

 
PATIENT INFORMATION 
 
Patient’s name__________________________________________________Age_________ Sex: F ( ) M ( ) 
Birth date____/____/____ Social Security #___________________ E-Mail ____________________________ 
Home Address __________________________________________________________________________ 
City, State ________________________________ Zip _________ How long at this address?_____________ 
Home Phone _______________________ School ______________________ Grade __________________  
If patient is a minor, give custodial parent’s name or guardian’s name _________________________________ 
Patient’s hobbies _________________________________________________________________________ 
General Dentist ____________________________ Dentist Phone _________________________________ 
How did you hear about Smile for a Lifetime? ______________________________________________ 
 
PARENT OR GUARDIAN INFORMATION 
 
Name________________________________________ Marital Status _____ E-Mail___________________ 
Home Address_______________________________________________________ Own (  )   Rent (  )  
City, State _____________________________________ Zip ________ How long at this address: ________ 
Home Phone ____________________ Work Phone ____________________ Cell Phone _______________ 
Social Security # ___________________ Birth date ____/____/____ Relationship to patient ______________ 
Employer ____________________ Occupation _____________ Household income (per year)____________  
 
 
DENTAL INSURANCE INFORMATION 
 
Insured’s Name ________________________________ Insurance ID # _____________________________ 
Insured’s Birth date ____/____/____ Relationship to patient ____________________________  
Insurance Company______________________________ Phone # _________________________________ 
Employer ____________________________________________ Group # ___________________________ 
Do you have dual coverage? YES NO If yes, please complete the following section: 
Insured’s Name ________________________________ Insurance ID # ____________________________ 
Insured’s Birth date ____/____/____ Relationship to patient ____________________________  
Insurance Company______________________________ Phone # _________________________________ 
Employer ____________________________________________ Group # ___________________________ 
 
ADDITIONAL INFORMATION 
 
Submitted by:_____________________ Relationship: ____________________ E-Mail___________________ 
Home Address_________________________________________ City,_______ State _______Zip ________ 
Home Phone ____________________ Work Phone ____________________ Cell Phone _______________ 
 
 
 



APPLICANT TO ANSWER: 
 
Why do you deserve to be a candidate for Smile for a Lifetime? What is stopping you from getting braces? How 
do you think braces will change your future? 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
Tell us about your family. How many people are in your family and describe your relationship with them: 
_________________________________________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 
 

PLEASE INCLUDE: 
 

• A 5X7 photo of applicant with FULL SMILE AND TEETH SHOWING 
• 2 letters of reference (typed and limited to one page) 

• Please include a copy of last year’s W-2 form, and income tax return. 
 

Please mail completed application form with picture and reference letters to: 
Smile for a Lifetime—Salt Lake Valley 
c/o Michael Richards Orthodontics  

2091 East 1300 South 
Suite 205 

Salt Lake City, Utah 84108 
 

For questions: call (801) 58I-9300 
or e-mail smileforalifetime@michaelrichardsorthodontics.com 

 
All applicant’s pictures and supporting documents will NOT be returned, and will become property of  

Smile for a Lifetime Salt Lake Valley 
	
  


