
Insurance Information our Office Needs 
 

• Patients Full Name  (First, m.i., Last) 

         ________________________________________________________________________ 

 

• Relationship to employee   ________  Self  _______  Child 

    ________  Spouse _______  Other_______________________ 

• Patients Birth date - Month__________  Day__________  Year_____________ 

• Is patient a full time student   Y / N 

        School____________________________________ City______________________________ 

 

Primary Insurance Information 

 

• Carrier Name and address_____________________________________________________________ 

_________________________________________________________ 

Carrier telephone #  &  contact 

____________________________________________________________ 
• Employer Name and address_________________________________________________________ 

 _________________________________________________________ 

Employer telephone # & contact) 

____________________________________________________________________________________ 

Group Number_______________________________________ 

 

• Employee Name ___________________________________________________________________ 

Employee / subscriber dental plan I.D. number____________________________________________ 

Employee Birth date  -  Month______________  Day______________  Year_______________ 

Employees Social Security #: ______________________________________ 

Employees Relationship to Patient: 

_________   Spouse  _________   Guardian 

 

_________   Parent  _________   Other   ________________________________________ 

 

Secondary Insurance Information 

 

• Carrier Name and address_____________________________________________________________ 

_________________________________________________________ 

Carrier telephone #  &  contact 

____________________________________________________________ 
• Employer Name and address_________________________________________________________ 

 _________________________________________________________ 

Employer telephone # & contact) 

____________________________________________________________________________________ 

Group Number_______________________________________ 

• Employee Name ___________________________________________________________________ 

Employee / subscriber dental plan I.D. number____________________________________________ 

Employee Birth date  -  Month______________  Day______________  Year_______________ 

Employees Social Security #: ______________________________________ 

Employees Relationship to Patient: 

_________   Spouse  _________   Guardian 

 

_________   Parent  _________   Other   ________________________________________ 

 

 

 

 

 


