
WHAT’S NEWDr. Salman Dental
927 Armory Rd.
Barstow, CA 92311

PATIENT INFORMATION

INSURANCE INFORMATION
Has any of your Insurance Information changed?      No       Yes
If your insurance info has not changed, please continue on to block 3

Co. Name: _______________________________________________
Address: _________________________________________________
________________________________________________________
 Phone #: ( ___ ) __________________________________________
Insured’s Name: __________________________________________Insured’s Name: __________________________________________
Relation: ______________________  Date of Birth: ____/____/____
Insured’s Employer: _______________________________________

     I hereby authorize assignment of my insurance rights and 
     benefits directly to the provider for services rendered. I 
     fully understand I am solely responsible for any balance not  
     paid by my insurance company )if offered at this office).

Please provide any new Primary/Secondary Ins. cards with this form.Please provide any new Primary/Secondary Ins. cards with this form.

_______
Initials

Today’s Date: ____/____/____  File # ____________

Patient Name: ______________________________

Mailing Address: _________________________

___________________________________________

Home Phone #: ( ___ ) ________________________

________________  _____  ____________________

E-mail Address: _____________________________E-mail Address: _____________________________

Employer: _________________________________

Employers Address: __________________________

___________________________________________

Occupation: _________________________________

Marital Status: _____________________________

Spouse’s Name: _____________________________

MEDICAL INFORMATION


