
Insurance Information Form 

Please fill out your insurance information.  

Remember to bring your insurance cards with you! 

 

 Insurance Company 1: 

 Name:  

Claim Address:  

Insurance Phone:  

Subscriber Name:  

Subscriber Date of Birth:  

Subscriber Employer:  

Subscriber ID:  

Group Number:  

 

  Insurance Company 2: 

 Name:  

Claim Address:  

Insurance Phone:  

Subscriber Name:  

Subscriber Date of Birth:  

Subscriber Employer:  

Subscriber ID:  

Group Number:  

 

Assignment of Benefits Authorization 

I hereby authorize payment of Insurance benefits to Douglas S Weaver, DDS, APC, 
otherwise payable to me. 

 

Insured’s 
Signature:___________________________________________Date:______________ 


