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Patient's Name:

Patient's Birth Date:

Patient's Address:

Health Insurance

Does the patient have health insurance?

Insurance Plan Name:

Date:
Last First Mi
City State Zip Code
O Yes - Work Health Insurance O Yes - Individual Health Insurance O No Health Insurance

Patient's relationship to Policyholder: O Self O Spouse

Name of Primary Policyholder:

Oocnid QO other

Dental Insurance

Does the patient have dental insurance?

Patient's Relationship to Policyholder:

Last First

O Yes - Work Dental Insurance O Yes - Individual Dental Insurance

MI

O No Dental Insurance

O Self O Spouse O Child O Other:

Insurance Plan Name: ID #: Group #:
Insurance Address:
City State Zip Code
Policyholder's Employer Name:
Employer's Address:
City State Zip Code
Additional Dental Insurance
Does the Patient have an additional Dental Insurance? O Yes O No (Skip the questions below)
Type of Dental Insurance: O Work Dental Insurance O Individual Dental Insurance

Patient's relationship to Policyholder:

Insurance Plan Name:

Oself QOspouse Qchid QO other:

Insurance Address:

City State

Zip Code

Policyholder's Employer Name:

Employer's Address:

City State
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