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DENTAL INSURANCE INFORMATION 

PRIMARY 
 
Name of Insured:  _______________________________________Is insured a patient ( ) Yes  ( ) No 
                                                    Last                                      First                              M 
 
Insured’s Birth Date: ___________________ID #: ______________________ Group: ____________ 
 
Insured’s Address: __________________________________________________________________  
       Street           City          State        Zip 
 
Insured’s Employer Name:  ____________________________________________________________ 
 
Address:  _________________________________________________________________________ 

                          Street      City   State   Zip 
Patient’s relationship to insured:   ( ) Self  ( ) Spouse ( ) Child ( ) Other ____________ 
 
Insurance plan name and telephone #:  ___________________________________________________ 
 

SECONDARY 
 
Name of Insured:  _________________________________________  Is insured a patient ( ) Yes  ( ) No 
                                              Last                                       First                                M 
 
Insured’s Birth Date: ___________________ID #: ______________________ Group: _____________ 
 
Insured’s Address: __________________________________________________________________  
       Street           City          State        Zip 
 
Insured’s Employer Name:  ____________________________________________________________ 
 
Address:  _________________________________________________________________________ 

                          Street      City   State   Zip 
Patient’s relationship to insured:   ( ) Self  ( ) Spouse ( ) Child ( ) Other____________ 
 
Insurance plan name and telephone #:  ___________________________________________________ 
 

MEDICAL INSURANCE INFORMATION 
 
Name of Insured:  _________________________________________  Is insured a patient ( ) Yes  ( ) No 
                                                    Last                                      First                              M 
 
Insured’s Birth Date: __________________  ID #: ______________________ Group: ____________ 
 
Insured’s Address:  _________________________________________________________________  
       Street           City          State        Zip 
Insured’s Employer Name:  ____________________________________________________________ 
 
Address: _________________________________________________________________________ 

                      Street      City   State   Zip 
Patient’s relationship to insured:   ( ) Self  ( ) Spouse ( ) Child ( ) Other ____________ 
 
Insurance plan name and telephone #:  ________________________________________________________ 


