DENTAL INSURANCE INFORMATION

Primary Dental Insurance
Subscribers Name_______________________________________________________________
Subscribers Date of Birth_____________   Subscribers Social Security #____________________
Subscribers Employer____________________________________________________________
Name of Insurance Company______________________________________________________
Insurance Company Address_______________________________________________________
ID # _______________________________________Group # ____________________________

Do you have any other dental coverage?  Y N  If yes, complete secondary insurance section.

Secondary Dental Insurance
Subscribers Name_______________________________________________________________
Subscribers Date of Birth_____________   Subscribers Social Security #____________________
Subscribers Employer____________________________________________________________
Name of Insurance Company______________________________________________________
Insurance Company Address_______________________________________________________
ID # _______________________________________Group # ____________________________

I affirm that the information I have given is correct to the best of my knowledge. I authorize the release of any information necessary to process my insurance claim. I authorize payments directly to the dentist of any insurance benefits otherwise payable to me.
[bookmark: _GoBack]X ___________________________________________Date _____________________________
