INSURANCE CARRIER FORM

IF YOU HAVE DENTAL INSURANCE PLEASE FILL OUT THE FOLLOWING INFORMATION:

PRIMARY CARRIER

Primary Insurance Policy Holder Name:  ____________________________________________________

Date of Birth of Primary Policy Holder:  _____________________________________________________

Relationship to Patient:  
· Self
· Spouse
· Child
· Other

Insurance Company Name:  ______________________________________________________________

Group Number:  _______________________________________________________________________

Insurance Phone Number:  _______________________________________________________________

Insured Member ID Number:  _____________________________________________________________


SECONDARY CARRIER

Primary Insurance Policy Holder Name:  ____________________________________________________

Date of Birth of Primary Policy Holder:  _____________________________________________________

Relationship to Patient:  
· Self
· Spouse
· Child
· Other

Insurance Company Name:  ______________________________________________________________

Group Number:  _______________________________________________________________________

Insurance Phone Number:  _______________________________________________________________

Insured Member ID Number:  _____________________________________________________________

