
John R Burnett, III, DDS, MAGD            
 

Patient’s name: ____________________________________________________Date: ____________________ 

If you have a dental insurance policy: 

 Responsible party’s primary dental insurance policy: 

 Employee’s name: _________________________________________Birth date: __________________ 

 Employee’s address: __________________________________________________________________ 

 Employee’s phone:  Home: _________________Work: ________________Cell: __________________ 

 Employee I D #: __________________________Social security #: _____________________________ 

 Employer’s name: ____________________________________________________________________ 

 Employer’s address: ___________________________________________________________________ 

 Employer’s phone: ____________________________________________________________________ 

 Group policy name: _______________________Group or union local number: ____________________ 

 Plan type:    Indemnity    PPO    DMO    Retired    Salary    Hourly    Other: _______________________ 

 Insurance carrier: _____________________________________________________________________ 

 Carrier address: ______________________________________________________________________ 

 Carrier phone: _______________________________________________________________________ 

If you have a second insurance policy:       

 Responsible party’s secondary dental insurance policy: 

 Employee’s name: _________________________________________Birth date: __________________ 

 Employee’s address: __________________________________________________________________ 

 Employee’s phone:  Home: _________________Work: ________________Cell: __________________ 

 Employee I D #: __________________________Social security #: _____________________________ 

 Employer’s name: ____________________________________________________________________ 

 Employer’s address: ___________________________________________________________________ 

 Employer’s phone: ____________________________________________________________________ 

 Group policy name: _______________________Group or union local number: ____________________ 

 Plan type:    Indemnity    PPO    DMO    Retired    Salary    Hourly    Other: _______________________ 

 Insurance carrier: _____________________________________________________________________ 

 Carrier address: ______________________________________________________________________ 

 Carrier phone: _______________________________________________________________________      


