
 

Office of Robert T. Robinson, DDS  11-2022 
 
 

DENTAL INSURANCE 

 

 

Patient’s Name:   _______________________________________________ 

Patient’s Date of Birth: _______________________________________________ 

 

Patient has no dental insurance coverage ____________________ 

 

Patient has dental insurance coverage with: (check Box) 

 ______ Delta Dental of _____________  ________ MetLife 

 ______ Horizon     ________ Aetna 

 ______ Cigna      ________ Other 

 

Subscriber’s Name  ________________________________________________ 

Subscriber’s Date of Birth: __________________________________________ 

Subscriber ID# _________________________ PLAN #____________________ 

Employer Name: _________________________________________________ 

 

Relationship of Patient to Subscriber:  _____ Self    ____Spouse   ____Dependent Child 

 

Patient has secondary dental insurance ________Yes __________No 

 

Signature of Patient/Parent ______________________________________ 

Date: __________________________ 

 

 


