INSURANCE INFORMATION

Subscriber’s Name

Subscriber’s Birth Date

Subscriber’s Social Security #

Subscriber ID #

Group Number

Insurance Carrier Name

Insurance Carrier Address

Insurance Carrier Phone #

Payor ID #

What type of coverage: Preventive and/or Restorative

Date insurance runs (what month to what month)

How much coverage per year

Deductible per year

Patient’s Name

Patient’s Birth Date

Preventive % coverage (cleanings/x-rays)

Basic Restorative % coverage (fillings)

Major Restorative % coverage (crowns/bridges)

Endodontic % coverage (root canals)

Prosthetic % coverage (dentures/partials)

Oral Surgery % coverage (extractions/surgical)

Periodontal % coverage (full mouth scaling)




