
DENTAL INSURANCE CLAIM & INVOICE
Date:  Invoice #: 

BILLING DENTIST / CLINIC INFORMATION

DEN TIST/CLIN IC N AM E

ADDRESS

PHON E N UM BER

N PI / LICEN SE N O.

PATIENT INFORMATION

PATIEN T FULL N AM E

DATE OF BIRTH

PATIEN T ID / REF N O.

ADDRESS

INSURANCE INFORMATION

IN SURAN CE COM PAN Y N AM E

SUBSCRIBER N AM E

RELATION SHIP TO PATIEN T

POLICY ID / M EM BER N O.

GROUP N UM BER

PRIOR AUTHORIZATION  N O.

SERVICES RENDERED & DENTAL CLAIM DETAIL

Date of
Svc Tooth No. Surface ADA Code Description of Service Charge ($)



Date of
Svc Tooth No. Surface ADA Code Description of Service Charge ($)

Au th o rized  Patien t / Su bscriber Sign atu re (Assign men t o f B en ef its)

Treatin g  Den tist Sign atu re & Date

Total Charges:

Insurance Contribution:

Patient Copay Paid:

Balance Due:
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