
ORTHODONTIC INSURANCE INFORMATION 
 
 
Primary Insurance information 
 
Name of Subscriber:    Relationship to patient:    Subscriber’s date of birth:   
 
Subscriber’s home address:     City:     State:  Zip:   
 
Social Security#:    - -  or ID#:         
 
Employer:       Occupation/Title:        
 
Employer address:              
 
City:        State:     Zip:     
 
Insurance Company:      Group #     Ins phone#:    
 
Insurance address:      City:    State:  Zip:   
 
FOR OFFICE USE 
 
Ortho lifetime max $   Used to date   Effective date   Age limit   
 
Remarks:               
 
                
 
                
 
 
 
Secondary Insurance information 
 
Name of Subscriber:    Relationship to patient:    Subscriber’s date of birth:   
 
Subscriber’s home address:     City:     State:   Zip:  
 
Social Security#:    - -  or ID#:         
 
Employer:       Occupation/Title:        
 
Employer address:             
              
City:        State:     Zip:     
 
Insurance Company:      Group #     Ins phone#:    
 
Insurance address:      City:    State:  Zip:   
 
FOR OFFICE USE 
 
Ortho lifetime max $   Used to date   Effective date   Age limit   
 
Remarks:               
               
                
 



                


