	Welcome To Our Office

Date ____________________________



	INSURED NAME


	INSURED DATE OF BIRTH


	INSURED EMPLOYER NAME


	INSURED GROUP ID #

	EMPLOYER STREET ADDRESS


	DENTAL BENEFIT COMPANY NAME

	EMPLOYER CITY                       ST                     ZIP


	MEDICAL INSURANCE CARRIER NAME

	I authorize my insurance company to pay the dentist all insurance benefits otherwise payable to me.  I authorize the use of this signature on all insurance submissions.   I authorize the dentist to release all information necessary to secure the payment of benefits.
	I understand that I am financially responsible for charges whether or not paid by insurance.  




_________________________________

Signature

