Amanda F Leong DDS 2215 Santa Clara Ave P: 510-865-6625
amandafleongdds@gmail.com Alameda, CA 94501 P: 510-523-7600
aflinfo@yahoo.com F: 510-865-1179

INSURANCE INFORMATION FORM (Please print legibly),
Patient information

Name: DOB: Social Security #
Address: City: State: Zip:
Gender (Please circle) M F (Please Circle) Married Partnered Divorced Widowed Single Child
Home Phone: (__) Work Phone: (__) Cell Phone: (__)
Employer: Employer Phone: (__)

Spouse or Parent’s Name: Work Phone: (__)
Responsible Party|

Name of Person: Birth Date:

Relationship to Patient: Currently a patientin our office? Y / N
Address: City: State: Zip:

Home Phone: (__) Work Phone: (__) Cell Phone: (__)

Primary Insurance Information
Name of Insured/Employee:
Birth Date: Social Security # ID #
Employer: Insurance Company:

Insurance Company Address (Mailing Address/PO Box):
City: State: Zip: Group #
Insurance Company Phone: (__)

List family members covered under this plan:

Effective date of insurance;

Additional Insurance

Name of Insured/Employee:

Birth Date: Social Security # ID#
Employer: Insurance Company:
Insurance Company Address (Mailing Address/PO Box):

City: State: Zip: Group #

Insurance Company Phone: (__)
List family members covered under this plan:
Effective date of insurance:

Itis not always possible to predict which services are covered by the carrier or how much they will pay for a particular service. Patients are
responsible for the payment of their bills.

Signature: Date:




