Gayle Wood, D.D.S.

Patient Insurance Information

Name________________________________________
Date________________

Primary Insurance

Dental Insurance Company_______________________________
Address ________________________________ State _____ Zipcode ______

Phone Number (_____) ______-_________

Group #_______________________

Are you the policy owner?  Yes/No

If not, who is the policy owner and what is their relationship to you? 

Name __________________________Relationship______________________

Policy Owner’s 

Employer_________________________________________________ 

Date of Birth ______/________/_______

Social Security #_______-____-_______

Secondary Insurance

Dental Insurance Company________________________________
Address ________________________________State _____ Zipcode ______

Phone Number (_____) ______-_________

Group #_______________________

Policy Owner’s 

Employer_________________________________________________

Date of Birth ______/________/_________

Social Security #______/________/_________







For Office Use Only

Date ____/____/________

Yearly maximum _______________   Benefits Used _________________

Effective Date _______________       Calendar Year_________________

Deductible _________________
      Waiting Period_________________

Periodontal Coverage__________________________

Preventative_________%

Group#____________

Basic_______________%

Payor ID#___________

Major_______________%

Alternate Member ID#______________

500 South Sepulveda Boulevard   Suite 306   Manhattan Beach, CA  90266   310 545 7079

