
 

 

Dental Insurance 
 

NO / YES​ Do you have dental insurance? 

 

Name of Insured: ____________________________________________ 

Insured's Birth Date: _____________________________________ 

Insured's Address Line 1: 
________________________________________________________ 

Insured's Address Line 2: 
________________________________________________________ 

Insured's City: ___________________________      Insured's State: 
__________________________ 

Insured's Postal Code: _____________________ 

Patient's Relationship to Insured: 
_______________________________________________ 

 

Insured's Employer Name: 
________________________________________________________ 

Employer's Address Line 1: 
________________________________________________________ 

Employer's Address Line 2: 
________________________________________________________ 

Employer's City: __________________________    Employer's State: 
________________________ 



 

Employer's Postal Code: __________________ 

Carrier Name: _______________________________________________ 

Plan Name: ______________________________________ 

ID #:________________________________​ ​ Group 
#:__________________________ 

Insurance Company Phone Number: __________________________ 

Insurance's Address Line 1: 
________________________________________________________ 

Insurance's Address Line 2: 
________________________________________________________ 

Insurance's City: __________________________​ Insurance's State: 
_____________________ 

Insurance's Postal Code: __________________________ 

 

NO / YES​ You have Secondary Insurance? 

 

Name of Insured: ____________________________________________ 

Insured's Birth Date: _____________________________________ 

Insured's Address Line 1: 
________________________________________________________ 

Insured's Address Line 2: 
________________________________________________________ 

Insured's City: ___________________________      Insured's State: 
__________________________ 

Insured's Postal Code: _____________________ 



 

Patient's Relationship to Insured: 
_______________________________________________ 

 

Insured's Employer Name: 
________________________________________________________ 

Employer's Address Line 1: 
________________________________________________________ 

Employer's Address Line 2: 
________________________________________________________ 

Employer's City: __________________________    Employer's State: 
________________________ 

Employer's Postal Code: __________________ 

Carrier Name: _______________________________________________ 

Plan Name: ______________________________________ 

ID #:________________________________​ ​ Group 
#:__________________________ 

Insurance Company Phone Number: __________________________ 

 

Insurance's Address Line 1: 
________________________________________________________ 

Insurance's Address Line 2: 
________________________________________________________ 

Insurance's City: __________________________​ Insurance's State: 
_____________________ 

Insurance's Postal Code: __________________________ 

 



 

 

 

_______________________________ 

    Today’s Date  

 

 

 

___________________________________​ ​
___________________________________​  

 Patient Print Name​​ ​ ​ ​      Patient Signature 

 

 

 


