
ORTHODONTIC INSURANCE INFORMATION 
 
PATIENT NAME: ___________________________________________________________ 
MEDICAL ALERTS: ________________________________________________________ 
PERSON RESPONSIBLE FOR THE ACCOUNT: ____________________________ 
ADDRESS: _________________________________________________________________ 
_____________________________________________________________________________ 
PHONE NUMBER(S): _______________________________________________________ 

 

INSURANCE INFORMATION 

POLICY #1 

INSURANCE COMPANY NAME: ____________________________________________ 
GROUP/POLICY#: __________________________________________________________ 
ID/CERTIFICATE#: _________________________________________________________ 
SUBSCRIBER NAME: ____________________________ (D.O.B.) M____D____Y____ 
SUBSCRIBER ADDRESS (if different) _____________________________________ 
_____________________________________________________________________________ 
 
POLICY #2 
 
INSURANCE COMPANY NAME: ____________________________________________ 
GROUP/POLICY#: __________________________________________________________ 
ID/CERTIFICATE#: _________________________________________________________ 
SUBSCRIBER NAME: ____________________________ (D.O.B.) M____D____Y____ 
SUBSCRIBER ADDRESS (if different) _____________________________________ 
_____________________________________________________________________________ 
 
POLICY #3 
 
INSURANCE COMPANY NAME: ____________________________________________ 
GROUP/POLICY#: __________________________________________________________ 
ID/CERTIFICATE#: _________________________________________________________ 
SUBSCRIBER NAME: ____________________________ (D.O.B.) M____D____Y____ 
SUBSCRIBER ADDRESS (if different) _____________________________________ 
_____________________________________________________________________________ 
 


