SAOLY BENSON, DDS, MS

TH E AVL_ OF Board Certified Orthodontist
3 ‘f\ ES & Fine Art Photographer
Your smile is our masterpiece. smile@theartofbraces.com
My appointment is: @ am/pm

[ ]Please contact patient
[ ] Patient will contact your office

Patient Name

Patient Date of Birth
Guardian/Parent (if applicable)
Phone Number

Email Address

Referral Concerns
[ ] General Orthodontic Exam
[ ]Specific Concerns:

Patient’s current preventative, restorative, & periodontal health
[ 1In Good Dental Health
[ ] Patient Requires:

Referring Doctor Phone

5980 S. Durango Dr. Ste. 124
Las Vegas, NV 89113

www.theartofbraces.com




