Insurance Information
Please provide the following information for insurance purposes.  We will be happy to file your insurance claims for you as a courtesy, however, we do require a copy of your insurance card , if you do not have an insurance card, please fill out the information below.
Primary Dental Insurance Company
Insurance Company _________________________________ Group # ___________________
Subscriber’s Name _______________________________ Employer _____________________
Home Address ________________________________________________________________
Home Phone _______________________________ Work Phone _______________________
S.S. # of Subscriber __________________________ Date of Birth _______________________

Secondary Dental Insurance Company
Insurance Company _________________________________ Group # ____________________
Subscriber’s Name ________________________________Employer _____________________
Home Address ________________________________________________________________
Home Phone _______________________________ Work Phone ________________________
S.S. # of Subscriber __________________________ Date of Birth ________________________


If accident related, please indicate where, when and how the accident occurred ___________
______________________________________________________________________________
Worker’s Compensation Information _______________________________________________
Assignment of Insurance Benefits
I hereby assign any and all insurance benefits to be paid directly to Sunset Dental Professionals.

Patient Signature __________________________________________Date __________________
(If patient is a minor, parent or guardian signature is required)



Sunset Dental Professionals Financial Policy
It is our office policy to collect payment at the time of services rendered.  You are responsible for your account within the limits of our credit policy regardless of insurance coverage.  If you provide your insurance information, we will be glad to file your insurance as a courtesy to you.  All balances due, after receipt of your insurance carrier’s payment, are payable within 30 days of statement date unless other payment arrangements have been made.

Patient Signature _________________________________________ Date ____________________
(If patient is a minor, parent or guardian signature is required)


