Dental Insurance Information

** Dr. McBee is NOT an assign rovider for any insuran mpany (which means she is NOT in NETWORK.) Y
WILL be res onS|bIeforan balance remalnln |ncIud|n mterest aftermsurance ayment. An accountnot aid

ecelve Qayments Thereore, gatlents with Delta Dental Insurance will be regulred to pay for the total cost of

*%

reatment upfront, and Delta will then reimbur.

Policy Holder/ Subscriber Name (who the ins. is under):

Policy Holder Address:

Employer:

Subscriber ID (SSN or ID#):
Group #: Subscriber DOB:

DENTAL Insurance Company Information:
Name:

Address:

City: State: Zip:

Telephone Number:

Do You Have any other Dental Coverage? Yes No
(If so, please fill out the next section also.)

Policy Holder/ Subscriber Name:

Policy Holder Address:

Employer:

Subscriber ID (SSN or ID#):

Group #: Subscriber DOB:

DENTAL Insurance Company Information:
Name:
Address:

City State Zip

Telephone Number:

Signature Date

TEXAS %
WeBens|




