
PATIENT INSURANCE INFORMATION FORM 
□ No Orthodontic Insurance  _________  Patient Name __________________-_______ 
              Initial/Date       D.O.B 

 
Insurance Co. Name___________________________   Phone # __________________ 
 
Insurance address ________________________________________________________ 
 
_______________________________________________________________________ 
City          State            Zip 
 

Subscriber’s Name ________________________  S.S. or ID # ____________________  
 
Employer _____________________________________  Group # _________________ 
 
Subcriber’s D.O.B. _________________     Relationship to patient _________________  
 
Date Insurance became effective __________________ Orthodontic coverage  yes/no 
 
 
Insurance Co. Name___________________________   Phone # __________________ 
 
Insurance address ________________________________________________________ 
 
_______________________________________________________________________ 
City          State            Zip 
 

Subscriber’s Name ________________________  S.S. or ID # ____________________  
 
Employer _____________________________________  Group # _________________ 
 
Subcriber’s D.O.B. _________________     Relationship to patient _________________  
 
Date Insurance became effective __________________ Orthodontic coverage  yes/no 
 
 
Insurance Co. Name___________________________   Phone # __________________ 
 
Insurance address ________________________________________________________ 
 
_______________________________________________________________________ 
City          State            Zip 
 

Subscriber’s Name ________________________  S.S. or ID # ____________________  
 
Employer _____________________________________  Group # _________________ 
 
Subcriber’s D.O.B. _________________     Relationship to patient _________________  
 
Date Insurance became effective __________________ Orthodontic coverage  yes/no 
 
 
Greg W. Sutherland, D.D.S., M.S. & P.S.                            210 - 4th Ave SW Puyallup, WA 98371 
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