INSURANCE INFORMATION

Dental
Insurance Company Name:

Insurance Company Claim
Address:

- Toll-Free Benefit Info Phone#:

Policy Holders Name:

Policy Holders Date of Birth:

Policy Holders Social Security #:

Policy Holders Emplovyer:

Group Number:

ID Number:

Names of those covered under this policy”

Is there secondary dental insurance?:

**if there is we will need the same information as above for
secondary insurance.



