Patients Name

INSURANCE QUESTIONARE
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 #

NAME OF INS. COMPANY

SECONDARY INSURANCE

INS. CLAIMS ADDRESS

INS. CLAIMS PHONE #

INS. GROUP #

INSURED”S ID #

INSURED'’S NAME

SSH#

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.
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