Date:____________

AMHERST ORTHODONTICS

FINANCIAL FORM          

Patient Name: ____________________________________Birthdate: _________

RESPONSIBLE PARTY INFORMATION

Name: _____________________________________________ __________  Relationship to Patient:____________________

Address: __________________________________City: _____________________ State: _________ Zip: ________________

Home Phone: ________________________ Work Phone: ___________________ Cell Phone: ________________________

Social Security #: _____________________Employer: ___________________ Occupation: _________________________

Spouse’s Name: _______________________________________________ Relationship to Patient: ___________________

Social Security #: _____________________Employer: ___________________ Occupation: _________________________

INSURANCE INFORMATION

PRIMARY 

Subscriber Name: _______________________________Relationship to Patient _____________

Social Security #: ________________________ Date of Birth ____________

Insurance Company _____________________________Phone No: _________________________

Address: ________________________________________ State: _______ Zip: _________________

Effective Date: _________ Group #: ________________Waiting Period: ____ Used: _________

Lifetime Benefit: _____________    % ________    Age Limit: _______    Deductible: ________ 

Do you have dual coverage?       Yes  (   No  (  If yes….

SECONDARY

Subscriber Name: _______________________________Relationship to Patient _____________ Social Security #: ________________________ Date of Birth ____________

Insurance Company _____________________________Phone No: _________________________

Address: ________________________________________ State: _______ Zip: _________________

Effective Date: _________ Group #: ________________Waiting Period: ___    Used: ________

Lifetime Benefit: _____________   % _________    Age Limit: _______   Deductible: ________


· I understand that I am ultimately responsible for payment of services should insurance eligibility or coverage change or cease.

Signature (Parent’s signature if minor) ________________________________________________

