
EAST TAYLOR DENTAL, PC  -  INSURANCE REGISTRATION 

 

 

 

 

PRIMARY DENTAL INSURANCE INFORMATION: 

 

Name of Insured: ______________________________________Relationship to Insured:      Self       Spouse       Child       Other 

 

Insured’s Social Security #_______/______/________Insured’s Date of Birth:  ______/_____/_______ 

 

Employer: ___________________________________Telephone: _____________________________ 

 

Address: ____________________________________City, State, Zip: _____________________________________________________ 

 

Insurance Company: ___________________________Telephone: _____________________________ 

 

Address: ____________________________________City, State, Zip: _____________________________________________________ 

 

Subscriber/Contract Number: ___________________ Group Number: _________________________ 

SECONDARY DENTAL INSURANCE INFORMATION: 

 
Name of Insured: ______________________________________Relationship to Insured:      Self       Spouse       Child       Other 

 

Insured’s Social Security #_______/______/________Insured’s Date of Birth:  ______/_____/_______ 

 

Employer: ___________________________________Telephone: _____________________________ 

 

Address: ____________________________________City, State, Zip: _____________________________________________________ 

 

Insurance Company: ___________________________Telephone: _____________________________ 

 

Address: ____________________________________City, State, Zip: _____________________________________________________ 

 

Subscriber/Contract Number: ___________________ Group Number: _________________________ 

 

PRIMARY MEDICAL INSURANCE INFORMATION: 

 

Name of Insured: ______________________________________Relationship to Insured:      Self       Spouse       Child       Other 

 

Insured’s Social Security #_______/______/________Insured’s Date of Birth:  ______/_____/_______ 

 

Employer: ___________________________________Telephone: _____________________________ 

 

Address: ____________________________________City, State, Zip: _____________________________________________________ 

 

Insurance Company: ___________________________Telephone: _____________________________ 

 

Address: ____________________________________City, State, Zip: _____________________________________________________ 

 

Subscriber/Contract Number: ___________________ Group Number: _________________________ 

 

SECONDARY MEDICAL INSURANCE INFORMATION: (Abbreviated) 
 

Name of Insured: _______________________________________Relationship to Insured:     Self      Spouse      Child      Other 

 

Insured’s Social Security # ______/______/_________ Insured’s Date of Birth: _____/_____/_______ 

 

Employer: ___________________________________ Telephone: ______________Address:___________________________________ 

 

Insurance Company: ___________________________ Telephone: ______________Address: __________________________________ 

 

Subscriber/Contract Number: _____________________ Group #: _____________Do companies coordinate benefits?    Yes   No  


