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Primary Insurance

E-mail Address: Dental Coverage? [] Yes [] No
Name: Insurance Co. Name:
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| prefer to be called: [ Male [] Female
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~  If this office accepts insurance, | understand that | am responsible for payment

His / Her Name: : _ .

of services rendered and dlso responsible for paying any co-payment and ,

Employer: i deductibles that my insurance does not cover. | hereby authorize payment direct- .
Wk #: ( ) Ext: SS #: ly to the Dental Office of the group insurance benefits otherwise payable to me. f“: o
| understand that | am responsible for all costs of dental treatment. | hereby & =
Birthdate: / / DL #: P pnderine e -+ o or ol o ] . .

authorize release of any information, including the diagnosis and records of =
Relative or Friend not living with you. freatment or examination rendered, fo my insurance company. %
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Wk #: ( ) Hm #: ( Date B




