
DENTAL 
INSURANCE

Primary DENTAL  insurance company Insured name 

Insured DOB Insured social security # Relationship to patient

Member ID Group # 

Insurance phone # Insurance claims address 

Employer  

Insurance card present?
YES

NO

Secondary DENTAL insurance company Insured name 

Insured DOB Insured social security # relationship to patient

Member ID Group # 

Insurance phone # Insurance claims address 

Employer  

Insurance card present?
YES

NO

Patient Name DOB: Date: 



MEDICAL 
INSURANCE

Patient Name DOB: Date: 

Primary MEDICAL  insurance company Insured name 

Insured DOB Insured social security # Relationship to patient

Member ID Group # 

Insurance phone # Insurance claims address 

Employer  

Insurance card present?
YES

NO

Secondary MEDICAL  insurance company Insured name 

Insured DOB Insured social security # Relationship to patient

Member ID Group # 

Insurance phone # Insurance claims address 

Employer  

Insurance card present?
YES

NO


