
	
  

	
  

West Bend Dental

I acknowledge the receipt of the Notice of Privacy Practices (HIPAA).  Date: ______________    Signature: _____________________________

Name of Insured:

Name of Insurance Co.:

Relationship to Patient:

Social Sec. # or ID#:

Date of Birth:

Employer:

Employer Address:

City, State, Zip:

Group #:

Primary Insurance Information Secondary Insurance Information
Name of Insured:

Name of Insurance Co.:

Relationship to Patient:

Social Sec. # or ID#:

Date of Birth:

Employer:

Employer Address:

City, State, Zip:

Group #:


