Insurance Information

ALL DENTAL INFORMATION AND CARDS ARE REQUIRED AT TIME OF SERVICES FOR
INSURANCE SUBMISSIONS. OTHERWISE PATIENT IS RESPONSIBLE FOR ALL BALANCES THE
DAY OF SERVICE.

Patient name: Phone:

#

Patient Address: Cell:

Parent(s) Name(s) (under 18):

Primary Dental Insurance Information:

Subscriber Name: Phone: Cell:
DOB: Relationship to Patient

Address:

Employer: Subscriber ID#: SSN#:
Group #: Insurance Co Name:

Secondary Dental Insurance Information:

Subscriber Name: Phone: Cell:
DOB: Relationship to Patient:

Address:

Employer: Subscriber ID#: SSNi:
Group#: Insurance Co Name:

), - acknowledge & understand that KS Dental is OUT OF
NETWORK FOR ALL INSURANCE PLANS

, understand that the insurance information | submitted is
correct to the best of my knowledge, and | understand that my insurance is a contract between the

insurance company and myself. | understand that KS Dental PC as a courtesy will submit the insurance
information provided and | am responsible for all deductibles, copays, balances, interest and
collection fees if applicable on services rendered for any family members and myself whom | present
to KS Dental PC.

Patient’s Signature;

“

parent Signature (if under 18)
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