
Dental Insurance Form: 
 

        Today’s Date___________________ 
 
Patient’s Name_________________________________________________ 
 
Home Phone No.___________________ Work Phone No.______________ 
 
Patients Social Security No.________________ D.O.B. of Patient________ 
 
If Patient is 19 Yrs. Or Older-Full Time Student Yes/No 
        Patient’s 
Insured’s Name_______________________ Relationship to Insured______ 
 
Insured’s Social Security No.______________ D.O.B. of Insured_________ 
 
Insured’s Employer________________________ Phone No.____________ 
 
Insurance Company________________________ Phone No.____________ 
 
Group No. _______________ Policy No.__________ Employee No. ______ 
 
I understand that I am responsible for all dental treatment that is not covered 
by my insurance plan.  Please sign below for assignment of benefits. 
 
 
_________________________________________ 


