Insurance Verification Information
New Patient ~ Recall ~ Transfer (circle one)

Patient Name:




Patient DOB:






Exam Date:












- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - 
Contact Person:





Best # to reach you: (
)



- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - 
Dental Insurance Coverage Information

Dental Insurance Company:




Phone #:




Dental Insurance Company’s ADDRESS:








Insured’s Name:





Insured’s DOB:




Insured’s SSN:





Insured’s  ID #:






Policy Group #:





Insured’s Employer











Is Insured’s address different from patient?  Yes  or  No
If Yes…Insured’s COMPLETE Address:














City:


State:

Zip:



- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - 
Orthodontic Coverage:  Orthodontic Coverage:  Yes or No
Acquired by:  phone/ fax / internet
Representatives Name:










Date:



Time:




Effective Date: 






Waiting Period:  No or Yes

Months

Lifetime Maximum: $


Any Benefits Used? No or $




Percentage of Payment: 50% or Other


Deductible: No or $



Age Limitation: Dependent





Students



Pays: Monthly or Quarterly


Insured





Auto or Must Submit


Spouse



- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - 

If Secondary Insurance is applicable

Do benefits coordinate with primary carrier?  Standard or No

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - 
Transfer Only
Will the cover patients pre-existing treatment?  Yes or No
Tax ID# 58-1302296







NPI# 1780693796
State License # 10664






United Concordia # 787059
