
DENTAL INSURANCE INFORMATION 
 
 
1st Coverage (Primary) 
 
Employee Name_____________________________ Date of Birth___________ 
 
Employer Name___________________________________________________ 
 
Name of Insurance Co.______________________________________________ 
 
Policy/Group #____________________________________________________ 
 
Social Security No. ________-______-________ 
 
 
2nd Coverage (Secondary) 
 
Employee Name_____________________________ Date of Birth___________ 
 
Employer Name___________________________________________________ 
 
Name of Insurance Co.______________________________________________ 
 
Policy/Group #____________________________________________________ 
 
Social Security No. ________-______-________ 
 
 
 


