MARK F. SCHLAEFER, DDS
MICHAEL N. SCHLAEFER, DDS

S

o E NT AL

ONLY WRITE INSURANCE INFORMATION
NEXT TO THE POLICY HOLDER, BELOW.

ACCOUNT HOLDER: Hm Phone:
Bus Phone:
Name: Birthdate:
Maiden Name: Soc. Sec. No.:.
Address: Carrier Name:
City, State & Zip: Group/Contract No.:
SPOUSE: Hm Phone:
Bus Phone:
Name:
Address: Soc. Sec. No.:
City, State: Carrier Name:
Group/Contract No.:

DEPENDENT CHILDREN (or full time student)
Name:

Full Time College Student: School Name:. Ciy.
Name:
Full Time College Student: School Name:. City:.
Name:
Full Time College Student: School Name:. City:

Authorized Signature of Covered PersonVEmpioyee

Date

Authorized Signature of Covered PersonVEmployee

Date

Birthdate: M__F

Birthdate: M__F

Birthdate: M__F.

i further understand there will be a service charge of 1.5% per month or 18% per annum on
bdamwuslnymysoﬂ,mmmnmwmmhmbn paid.

NOTIFY IN CASE OF EMERGENCY OTHER THAN SPOUSE

Name: Phone No.:

Relation:

Cuuty 1998



