3/20/26, 10:21 AM Dental Insurance Form

Dental Insurance Form

*Required Fields
Primary Insurance

Patient First Name:* Patient Last Name:* Patient Birth Date:*

Do you have dental insurance?

O VYes
O No

Dental insurance card front Dental insurance card back

Choose File | No file chosen Choose File | No file chosen

You can only upload the following file types: jpeg, jpg, You can only upload the following file types: jpeg, jpg,
png, and pdf. png, and pdf.

Patient's relationship to the policy holder
Self
Child

Spouse

OO0OO0OO0

Other

Policy Holder's First Name: Policy Holder's Last Name: Policy Holder's Birth Date:

@

Policy Holder's Employer:

https://form.adit.com/html/fa2bd980-0f83-4579-ab42-e58a4aec48d4 1/3



3/20/26, 10:21 AM

Address 1:

Dental Insurance Form

Address 2:

City:

State / Province:

Zip Code / Postal Code:

Insurance Company:

Subscriber ID:

Group Number:

Phone number on the back of your insurance card:

Address on the back of your insurance card:

Secondary Insurance

Do you have secondary dental insurance?

O VYes
O No

Dental insurance card front

Choose File | No file chosen

You can only upload the following file types: jpeg, jpg,
png, and pdf.

Patient's relationship to the policy holder

O Self

O child
O Spouse
QO Other

Policy Holder's First Name:

Policy Holder's Last Name:

Dental insurance card back

Choose File | No file chosen

You can only upload the following file types: jpeg, jpg,
png, and pdf.

Policy Holder's Birth Date:

@

Policy Holder's Employer:

https://form.adit.com/html/fa2bd980-0f83-4579-ab42-e58a4aec48d4
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3/20/26, 10:21 AM Dental Insurance Form

Address 1: Address 2:

City: State / Province: Zip Code / Postal Code:
Insurance Company: Subscriber ID: Group Number:

Phone number on the back of your insurance card: Address on the back of your insurance card:
Signature: *
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