\ IMPLANTS & ORTHODONTICS

FORM TO REQUEST INSURANCE INFORMATION

e FULL NAME OF THE POLICY HOLDER:

o Date of Birth:

o Address:

o Insurance Company:

o Insurance ID or SS# :

o Workplace:

o Personal cellphone # :

e Dependents on the policy

o Name: Date of Birth:
o Name: Date of Birth:
o Name: Date of Birth:
o Name: Date of Birth:
o Name: Date of Birth:
o Name: Date of Birth:

e Copy of the Insurance 1D

Please send this form to the email michellekvO1@hotmail.com or you can take a photo and send it by text or
whatsapp to the cell phone (928) 287 — 1537  This cell phone has an area of the US.



