
I am a patient of Kim Orthodontics and earn reward points for seeing you on a regular basis, having no cavities,  
and completing requested dental treatment.

Patient Name

Dental Rewards Certificate

________ Dental checkup
________ No cavities
________ Requested treatment completed

Thank you for completing this certificate.

Dentist’s Name:___________________________________________________

Dentist/Team Member Signature: ____________________________ Date: _________

GERALD W.H. KIM, DDS, MSD
MARY W.M. KIM, DDS, MS

  
(808) 941-9888 

www.kimbraces.com

Pearlridge Office Center  
98-211 Pali Momi St.  

Suite 602  
Aiea, HI 96701

Ala Moana Building  
1441 Kapiolani Blvd.  
Suite 1515  
Honolulu, HI 96814


