
                                           INSURANCE QUESTIONARE 

Patients Name___________________________ ___________DOB__________________________ 
Patient’s Mailing Address____________________________________________________________________ 
 
NAME OF INS. COMPANY_____________________________________________________________________ 
 
INS. CLAIMS ADDRESS_______________________________________________________________________ 
 
INSURANCE GROUP # __________________________INSURED’S ID#______________________ 
 
INS. CLAIMS PHONE _________________________________________________________________ 
 
INSURED’S NAME ________________________ ______________DOB________________________________ 
 
INSURED’S PHONE #__________________________SS# __________________________________________ 
 
RELATION TO PATIENT _____________________________________________________________________ 
 
INSURED’S MAILING ADDRES_________________________________________________________________  
 
NAME OF EMPLOYER _______________________________________________________________________ 
 
ADDRESS OF EMPLOYER ____________________________________________________________________ 
     
EMPLOYER PHONE # _______________________________________________________________________ 
                                              
                                                SECONDARY INSURANCE 
 
NAME OF INS. COMPANY_________________________________________________________________________ 
 
INS. CLAIMS ADDRESS_______________________________________________________________________ 
 
INS. CLAIMS PHONE #_______________________________________________________________________ 
 
INS. GROUP #______________________________________INSURED”S ID #__________________________ 
 
INSURED’S NAME_______________________ ________SS#________________________________________ 
 
INSURED’SPHONE#_______________________ ____________DOB___________________________ 
 
RELATION TO PATIENT ______________________________________________________________________ 
 
MAILING ADDRESS __________________________________________________________________________ 
 
INSURANCE GROUP # _______________________________________________________________________ 
 
NAME OF EMPLOYER ________________________________________________________________________ 
 
ADDRESS OF EMPLOYER____________________ ________________PHONE #__________________________   
 
PLEASE INITIAL: 
_____I AUTHORIZE THE RELEASE OF ALL INFORMATION RELATING TO PATIENT DENTALTX. 
____I AUTHORIZE PAYMENT DIRECTLY TO DR. RUBIN. 
____IF FOR ANY REASON, THE INSURANCE COVERAGE IS TERMINATED, I WILL TAKE FULL  
 
RESPONSIBILITY FOR ALL BALANCES FOR THE REMAINDER OF TREATMENT. 
 


	INSURANCE QUESTIONARE
	Patients Name___________________________ ___________DOB_____
	Patient’s Mailing Address___________________________________
	NAME OF INS. COMPANY________________________________________
	INS. CLAIMS ADDRESS_________________________________________
	INSURANCE GROUP # __________________________INSURED’S ID#___
	INS. CLAIMS PHONE __________________________________________
	INSURED’S NAME ________________________ ______________DOB___
	INSURED’S PHONE #__________________________SS# _____________
	SECONDARY INSURANCE

	INS. CLAIMS ADDRESS_________________________________________
	INS. CLAIMS PHONE #_________________________________________
	INS. GROUP #______________________________________INSURED”S 
	INSURED’S NAME_______________________ ________SS#___________
	INSURED’SPHONE#_______________________ ____________DOB______

