Precision Dental PC
491 Amwell Road, Suite 204
Hillsborough, NJ 08844
(908) 431-0000
INSURANCE AUTHORIZATION AND RLEASE FORM
Primary Insurance
Insured’s Name _______________________________________________________  Sex: Female / Male
Relationship: _________________________________ Birthday: ________________________________
Social Security Number: __________ - ______- __________ Insurance ID : ________________________
Employer Name: ______________________________________________ Full Time / Part time / Retired
Employer Address: 	_________________________________________________________________
Insurance Company: ___________________________________ Group Number: ___________________
Insurance Company Address: 	___________________________________________________________
Deductible: $___________ Copay: $______________   Maximum Annual Benefit:$__________________
Additional  Insurance
Insured’s Name _______________________________________________________  Sex: Female / Male
Relationship: _________________________________ Birthday: ________________________________
Social Security Number: __________ - ______- __________ Insurance ID : ________________________
Employer Name: ______________________________________________ Full Time / Part time / Retired
Employer Address: 	_________________________________________________________________
Insurance Company: ___________________________________ Group Number: ___________________
Insurance Company Address: 	___________________________________________________________
Deductible: $___________ Copay: $______________   Maximum Annual Benefit:$__________________

I authorize the doctor to release my information including the diagnostic and the records of my treatment or examination rendered to my child during the period of such care to third party and/or other health practitioners.

I authorize and request my insurance company to pay directly to the doctor’s group insurance benefits otherwise payable to me.

I understand that my insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents.


Signature of patient or parent if minor							Date
