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ORTHODONTICS

Certified Orthodontic Specialists
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Many people have personal or company insurance plans which cover part of their orthodontic treatment. Terms of orthodontic insurance coverage vary among insurance companies and individual policies.  


Please bring this completed form, and your current insurance card to your consultation appointment.  We will use this information to complete the necessary forms you will need in order to receive the reimbursement to which you are entitled under your policy.

















Your insurer will evaluate eligibility under the terms of your plan, and will provide you with an Explanation of Benefits.  Our office does not receive a copy of this response;


If the Explanation of Benefits is not received within a few weeks, you should contact your insurance company directly.














Patient Information








Patient Name: ______________________________________________________________________	


	(Dr. Mr. Mrs. Ms. Miss)		First	Last 





Birthdate: ______________________________	Age: _________	School: ______________________________________








Do you have orthodontic coverage?	Yes	No	Unsure














Group/Plan #:	___________________________________	Group/Plan #:	_______________________________________





ID #:	 __________________________________________	ID #:	______________________________________________





Subscriber’s Name:	______________________________	Subscriber’s Name:	__________________________________





Subscriber’s Birthday:	____________________________	Subscriber’s Birthday:	________________________________





Subscriber’s Address:	____________________________	Subscriber’s Address:	________________________________





		____________________________			________________________________





Relationship to Patient:	__________________________	Relationship to Patient:	_______________________________





Employer:_____________________________________	Employer:	_________________________________________





Insurance Company:	_____________________________ 	Insurance Company:	_________________________________





If you wish to determine the specific details of your orthodontic coverage, please contact your insurance company and ask the following questions:











Total Orthodontic Benefit:	_______________________	Total Orthodontic Benefit:	____________________________





Is there an age limit on the policy?	Yes	No	Is there an age limit on the policy?	Yes	No





	If so, limited to age?	____________		If so, limited to age? _____________





Is this a lifetime or calendar year benefit?	_____________	Is this a lifetime or calendar year benefit? _________________





Benefits are payable at what percent?	________________	Benefits are payable at what percent? ____________________



































Insurance Particulars








Orthodontic Insurance Information








