
 

DENTAL INSURANCE 
INFORMATION 

 
 
 

                 
                 Dr. Michael A. Hess DMD, MS 
 
    11970 Boyette Road               

Riverview, FL 33569 
(813) 645-437                                                                                                        
www.hessorthodontics.com                                                                                                                                                                          
 
If you have dental insurance and would like us to file a claim please fill out this form and bring it 
with you to your appointment with us.  

DENTAL INSURANCE COMPANY 
 
Insurance Company Name: ______________________________________________________________ 
 
Insurance Company Address: ____________________________________________________________ 
 
City: _______________________ State: ____________________Zip: ____________________________ 
 
Insurance Company Phone #: ____________________________________________________________ 
 
Insurance Policy #: ____________________ Insurance Group #: _______________________________ 
 
Is this insurance carrier   Primary / Secondary     (please check one) 
 

PRIMARY INSURED INFORMATION 
 

Insured Name: ________________________________________________________________________ 
 
Insured Address: ______________________________________________________________________ 
 
City: _______________________ State: _______________Zip:_________________________________ 
 
Insured phone #: ______________________________________________________________________ 
 
Insured Social Security #: ___________________________________Birthdate: ______/_____/______ 
 
Insured Employer: ____________________________________________________________________ 
 
Employer Address: ____________________________________________________________________ 
 
City: ______________________________ State: ____________________ Zip: ____________________ 
 
Employer phone #: _____________________________________________________________________ 
 

PATIENT INFORMATION 
 

Patient Name: _________________________________________________________________________ 
 
Patient Address (if different from insured): ________________________________________________ 
 
City: _______________________________ State: ___________________ Zip:_____________________ 
 
Please remember to bring this completed form along with your insurance card with you to your 
appointment. THANK YOU! 


