
Dental Insurance Questionnaire   
 
We will need a little information about your insurance, as well as your card to scan into our 
system to submit your dental claims. 
 

  
Name of Policy 
Holder:   SS#:     

 

         Employer of Policy 
Insurance Holder:     DOB:     

 

         Dental Insurance 
Company:           

 

         Insurance 
ID     Group ID       

 

         Signature of Policy 
Holder:           

 

         Is any other family members covered under the policy? 

If YES please list- _________________________________________________________________ 

_______________________________________________________________________________ 


