
 
DENTAL INSURANCE INFORMATION:   DATE_____ 

*ALL INFORMATION MUST BE COMPLETED FOR PROPER FILING 
 
PATIENT NAME _________________________BIRTH DATE________ 
 

PRIMARY INSURED’S NAME_______________________RELATIONSHIP__________ 
 
HOME ADDRESS_____________________________________________________ 
 
CITY/STATE/ZIP______________________________________________________ 
 
INSURED’S  SS#_____________________________DOB OF INSURED _____________ 
 
EMPLOYER__________________________________________________________ 
 
DENTAL INSURANCE COMPANY_______________________________________ 
 
EFFECTIVE DATE OF INSURANCE______________________________________ 
 
INS. CO. COMPLETE ADDRESS_________________________________________ 
 
CITY/STATE/ZIP______________________________________________________ 
 
INS. CO. PH #____________________________PLAN/GROUP#_______________ 
 
ID#  IF DIFFERENT FROM SS#___________________________________________ 
 
PLEASE FILL OUT THE FOLLOWING IF YOU HAVE SECONDARY INSURANCE 
 
SECONDARY INSURED’S NAME__________________RELATIONSHIP__________ 
 
COMPLETE HOME ADDRESS____________________________________________ 
 
CITY/STATE/ZIP________________________________________________________ 
 
INSURED’S SS#_____________________DOB OF INSURED___________________ 
 
EMPLOYER____________________________________________________________ 
 
DENTAL INSURANCE COMPANY______________________________________ 
 
EFFECTIVE DATE OF INSURANCE_____________________________________ 
 
INS. CO. ADDRESS___________________________________________________ 
 
CITY/STATE/ZIP_____________________________________________________ 
 
INS. CO. PH#___________________________PLAN/GROUP#________________ 
 
ID#  IF DIFFERENT FROM SS#__________________________________________ 


