DENTAL  INSURANCE  INFORMATION   FORM
 for: _______________________________________________

Chart #:  ___________________


(patient’s name – last, first)

      ____/___/______       _______-____-________        __________

M or F
         (patient’s dob)

   (patient’s SS#)

        (home zip code)
Patient’s relationship to insured employee/subscriber:    ____Self:    ____Spouse:    ____Child:    ____Other:

Insured employee/subscriber (if not the patient):     _______________________________________________




M or F




(insured’s name – last, first)
____/___/______       _______-____-________        { ______________________    or:   _____none}                                        (insured’s dob)
      (insured’s SS#)

(insured’s other dental ID #)
Insured employee/subscriber’s employer (company) name & address:  ________________________________










     ________________________________










     ________________________________

DENTAL Insurance details:
Do we currently have insurance information?  ____Yes:   ____No:

If YES, is it being replaced with new insurance information?   ____Yes:   ____No:

If YES, when did the old insurance expire/terminate?   __________________


Is a 2nd dental insurance being added?   ____Yes:   ____No:



If YES, which dental insurance is primary?   ____Old:   ____New:


**************************************************************************
For the dental insurance being added to Dental School records: 


Dental Insurance Company Name, address and Phone #: ______________________________________









      ______________________________________

  ___________________







      

Group # of new insurance




      ______________________________________









      (_____) - _____ - __________

______/____/_______

Effective date of new dental insurance
10/2/07




{front desk acceptance/verification by: _________________}
