
Primary Dental Insurance Information 

(Please provide all of the information below for benefits to be accurately verified) 

 

Patient Name___ _____________________________ 

Insurance Company ___________________________ 

Insurance Phone Number _______________________ 

Subscriber Name _____________________________ 

Subscriber date of birth ________________________ 

Employer Name ______________________________ 

Group Number _______________________________ 

ID/ SS Number _______________________________ 

Relationship to Patient _________________________ 

 

Secondary Dental Insurance Information 

 

Insurance Company ___________________________ 

Insurance Phone Number _______________________ 

Subscriber Name _____________________________ 

Subscriber date of birth ________________________ 

Employer Name ______________________________ 

Group Number _______________________________ 

ID/ SS Number _______________________________ 

Relationship to Patient _________________________ 

If you are unsure about any of the above information, please provide your most recent dentist so we 

can attempt to obtain your insurance information  ______________________________________ 


