
Name 

Address 

CJ Dr CJ Mrs CJ Ms 

CJ Mr CJ Miss 

Street 

City 

Home ( 
Telephone Numbers 

Work ( 

Rlllt Ml SUIIX (lr., Sr., Ill, II IIJIY} 

State ZIP Code 

Beeper ( 

Other: {Specify) 

Social Security Number DOD -DD- DODD Age DO Birthdate ................. /.. ....... ./ ........... . 
Mallh Day Year 

How long Years 

Check 

Months 

CrediCard 
CCcheck 

Company Name ................................................................. , ............. , .................................................. , ................................................................................................................................ . 
SSN of Insured SSN of Insured 

...................................................................................................................... , .................................................................................................................................... . 
Name of Insurance Carrier Name of Insurance Carrier 

Policy I Group Number Policy I Group Number 

Telephone Number Telephone Number 

Please provide the name of an Individual that we can contact In the case of an emergency. 

Relationship 

Telephone Numbers Home ( Beeper ( 

Office( 

I certify that the above Information is complete and accurate, to the best of my knowledge. I authorize the release of any information contained 
above for the purpose of obtaining my insurance reimbursement for my dental treatment. I understand that my dental care Insurance carrier or 
payor of my dental benefits may pay less than the actual bill for services rendered. I understand that I am financially responsible for payments in 
full for all my accounts. By signing this statement, I agree to be responsible for payment for all services at the time they are rendered. The 
signature below may also be used as my S111n•ture on File for filing my Insurance claims for me. 

I Date Witness's Signature I Date 


