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PLEASE COMPLETE THE FOLLOWING FORM IF YOU WILL BE UTILIZING DENTAL 

INSURANCE FOR YOUR APPOINTMENTS 

 

Primary Insurance Information:  

Name of Policy Holder:            

Relationship to Insured:       ○Self        ○Spouse         ○Child        ○ Other 

Member ID:      Group #:       

Policy Holder SSN:    Policy Holder D.O.B:     

Employer:     Insurance Company:      

Address:    City:    State:  Zip:   
    

   

Secondary Insurance Information:   

Name of Policy Holder:            

Relationship to Insured:       ○Self        ○Spouse         ○Child        ○ Other 

Member ID:      Group #:       

Policy Holder SSN:    Policy Holder Birth Date:     

Employer:     Insurance Company:      

Address:    City:    State:  Zip:    
 


