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PREVIOUS DENTAL INFORMATION 

Former Dentist Name: __________________________ Last dental visit: ____________________________ 

Former Dental Practice Contact Information: ___________________________________________________ 

CURRENT ACCOUNT INFORMATION 

 
Person Responsible for Account _____________________________________________________________ 

Last   First   Middle Initial 

Relation to Patient _________________ Birthdate________________ Soc. Sec. #______________________ 

Responsible Party Employed by______________________________ Phone (______) -__________________ 

Business Address____________________________________ Business Phone (______) -_______________ 

DENTAL INSURANCE INFORMATION 

 

Subscriber Name: _______________________ Birthdate: ______________ Soc. Sec. # ________________ 

Employer: ________________________________ Insurance Company Name: _______________________ 

Member Id#_____________________ Group # ___________________ Group Name: __________________ 

Family Plan:  � Yes   � No Please List Dependents:        

              

 

ADDITIONAL DENTAL INSURANCE INFORMATION  

 

Is patient covered by additional insurance? �Yes �No 

Subscriber Name: _______________________ Birthdate: ______________ Soc. Sec. # ________________ 

Employer: ________________________________ Insurance Company Name: _______________________ 

Member Id#_____________________ Group # ___________________ Group Name: __________________ 

Family Plan:  � Yes   � No Please List Dependents:        

              


