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DENTAL INSURANCE INFORMATION

In order to assist you n deterniming
Name of Patient:
Name of Insured:
Address:
Social Sceurity #
Employed by:
\ddress:

lnsurance Company:
Address of Insurance Company:
[nsurance Company Telephone:

s patient covered under

your dental msurance benefit, the following mformation is necessary:

Date ol Birth:

Date ol Barth:

Telephone:

o Policy/Group #:

another dental plan? If so. please complete the following information:

Name ol Insured:
Address:

Social Secwty #:
Employed by:

Address:

Insurance Company:

Address of lnsurance Company:

Insurance Company Telephone:

Date of Buth:

Date

I hereby authorize payment of msurance benelits direetly (o the below named dentist.

Date

Signatue
Please notify owr affice ofany changes in yowr insurance policy as soon as possible

373 Booue Heights Drive, Boone, NC 28607 e (828) 264-0010 or (828) 204-5450
-800-478-6058 e

I

“ax (8281 264-3453 @ www onsmiles com




