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Insurance Coverage    PRIMARY DENTAL INSURANCE             Yes      No
Name of Insured/Subscriber		DOB:

Insurance Company:

Grp.#                        Cert.#                               DIV#


   SECONDARY DENTAL INSURANCE         Yes      No
Name of Insured/Subscriber		DOB:

Insurance Company:

Grp.#                        Cert.#                                 DIV#









PRIMARY PLAN COVERAGEDeductible    YES                      NO       $________
Assignment   YES                      NO    
EDI                  YES                      NO          
Plan Year: ____________________________
Fee Guide: ____________________________

Specialist        YES        NO       
Composites    YES        NO    
Implants          YES        NO          
Ortho               YES        NO         Age __________
			            Max _________       
			            %____________







Scaling Units ___________ per ______________
Basic % ___________            Max $ ____________
Major % ___________          Max $ ____________



NPE: ____________  Every _______________
PAN/FMX: ________ Every _______________
Recall: ___________ Every _______________
Polish: ___________ Every _______________
BW: _____________ Every _______________
[bookmark: _GoBack]Flouride: _________ Every _________until age _____
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