








STIRLING	SMILES	
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INSURANCE AUTHORIZATION 

 
I authorize and request my insurance company to pay directly to the dentist or dental group insurance 
benefits otherwise payable to me.  I understand that my dental insurance carrier may pay less than the 
actual bill for services.  I agree to be responsible for payment of all services rendered on behalf of myself 
or my dependents. 

_____________________________________ 
Signature of responsible party 

_____________________ 
Date 

 
PRIMARY DENTAL INSURANCE 

Person Responsible for Account____________________________________________________ 
                                                      Last Name                First Name             Initial 
Relationship to patient_______________Birthdate______________Soc.Sec#________________ 
 
Address (if different from patient)__________________________________________________ 
                                                          
Home Phone_____________________Cell_____________________Business_______________ 
 
Person Responsible Employed by________________________ Occupation_________________ 
 
Business Address _____________________________ Business Phone_____________________ 
 
Insurance Company_________________________________ Phone_______________________ 
Insurance Address ______________________________________________________________ 
Contract #________________ Group #______________ Subscriber # _____________________ 
 
Name of other dependents under this plan ____________________________________________ 

 
 

ADDITIONAL DENTAL INSURANCE 
Is patient covered by additional insurance?  Yes__________ No_____________ 
Subscriber Name_________________ Relation to Patient _____________ Birthdate__________ 
Address (if different from patient)___________________________ Soc. Sec #_____________ 
Subscriber Employed by____________________________ Business Phone_________________ 
Insurance Company____________________________ Phone____________________________ 
Insurance Address ______________________________________________________________ 
Contract #________________ Group #______________ Subscriber #_____________________ 
Name of dependents under this plan_________________________________________________ 
 
 
I understand if the Dental Practitioner does not participate in my plan; 
I am responsible for the balance not paid under my insurance 
coverage____________________________________________ 

Signature 




