




ORTHODONTIC INSURANCE INFORMATION 

PRIMARY INSURANCE 

Name of Policy Holder: ____________________ _ 

Relationship to Patient: Self Father Mother Spouse Stepparent Guardian 

Social Security # (Insured) 

Date of Birth (Insured) 
---------------------

Name of Employer ______________________ _ 

Name and Address of Insurance Company: 

Policy Number 
----- ----- ---------

SECONDARY INSURANCE: 

Name of Policy Holder: 
---------------------

Relationship to Patient: Self Father Mother Spouse Stepparent Guardian 

Social Security # (Insured) 

Date of Birth (Insured) 
- -- --------- - - -------

Name of Employer _________ ____________ _

Name and Address of Insurance Company: 

Policy Number __________________ _ 

I authorize my insurance company to pay to Wees & Low Orthodontics insurance 

benefits otherwise payable to me for services rendered. I authorize the use of this 

signature for all insurance claims. I authorize Wees & Low Orthodontics to release 

all information necessary to secure payment of benefits and understand I am 

financially responsible regardless of any insurance benefits. 

Signature Date 
------------------ ---------


