
Parent(s) / Responsible Party
Parent’s Name

Parent’s Name



The information I have provided is correct to the best of my knowledge. 
I understand that it is my responsibility to inform Segal and Iyer 
Orthodontics of changes in my child’s medical status. I authorize the 
orthodontic staff to perform the necessary dental and/or orthodontic 
services on my child as needed.

 Parent’s Signature


