Do you have dental insurance that may cover part or all of today’s
treatment? If so, you need to fill out this information:

About the policy holder:

The Policy Holder (the Insured)

The Policy Holder’s Social Security Number

The Policy Holder’s Date of Birth

About the patient:
If it is the same as above, stop here and sign.

If it is different, then we need your Date of Birth.

Please sign below. This is “Release of Information” and “Assignment of Benefits.”
ASSIGNMENT means the insurance company sends the insurance check here. If you
prefer to pay us directly and receive your check at your home, please let us know.

AUTHORIZATION

I have been informed of the treatment plan and associated
fees. I agree to be responsible for all charges for dental
services provided by Apex Dental not paid for by my
insurance plan, unless prohibited by law o if the
parficipating dentist has a confractual agreement with the
participating plan. To the extent permitted by law, I consent
to yow use and disclosure of my protected health
information to carty oul payment activities in connection
withthis claim.

X
Patiert/Guad ian

Date

I hereby authorize and direct payment of the dental benefits
otherwise payable to me, directly to the above named
dentist or entity.

X

Subscrber Signature.
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