
 

 

Dental Insurance Information 

Who is responsible for this account? ________________Relationship to Patient: _______________ 

Primary Dental Insurance: ☐ Yes ☐ No                  Secondary Dental Insurance: ☐ Yes ☐ No 

Assignment and Release 

 

I certify that I, and/or my dependent(s) have insurance coverage with ______________________ 

name of Insurance Company(ies) and assign directly to Dr. Jolyn Su all insurance benefits, if 

any, otherwise payable to me for services rendered. I understand that I am financially 

responsible for all charges whether or not paid by insurance. I authorize the use of my signature 

on all insurance submissions.  

 

Dr. Jolyn Su may use my health card information and may disclose such information to the 

above-named Insurance Company(ies) and their agents for the purpose of obtaining payment 

for services and determining insurance benefits or the benefits payable for related services. 

 

_____________________________________ ________________________________________ 

              Signature of Patient or Guardian            Please print name of Patient or Guardian 

______________________________________  ________________________________________ 

               Date      Relationship to Patient 

1426 112th Avenue Northeast / Bellevue, Washington 98004 / telephone 425 455 2370 
Jolynsudds.com / office@jolynsudds.com 

Insurance Company: ______________________ 

 
Group#: _________________________________ 
 
Insurance Address: _______________________ 
 
City: ________________ State: _____ 
Zip:_______ 
 
Subscriber’s Name: _______________________ 
 
DOB: _______________SS#: ________________ 
 
Employer: _______________________________             

Insurance Company: ________________________ 
 
Group #: __________________________________    
 
Insurance Address: _________________________ 
 
City: ________________ State: _____ 
Zip:________ 
 
Subscriber’s Name: _________________________ 
 
DOB: _____________ SS#: ___________________                     
 
Employer: _________________________________                


