
Insurance Information 

Patient

Name of Insured:………………………………………………… Date Of Birth………………………… 

Relationship to Policy Holder:    self    spouse   child       other 

Social Security Number: ……………………………………………………………… 

Insurance Carrier: ……………………………………………………………… 

Group/policy Number:………………………………………………… 

Secondary Dental Insurance 

Name of Insured :………………………………………………… Date Of Birth……………………… 

Relationship to Policy Holder:    self    spouse   child       other 

Social Security Number: ……………………………………………………………… 

Insurance Carrier: ……………………………………………………………… 

Group/policy Number:………………………………………………… 

7575 Market Crossing 
  Burnaby, B.C. V5J OA3 

 Tel :604.433.7444

Smile
Dental Group


