George A. Souris, DDS, MSD, Inc.

FINANCIALLY RESPONSIBLE PARTY:

NAME:     
ADDRESS:     
PHONE:    H-(   )   -      C-(   )   -      W-(   )   -    
SOCIAL SECURITY #:     
BIRTHDAY:  /  /    
INSURANCE INFORMATION:

EMPLOYER NAME:     
POLICY HOLDER NAME:     
INSURANCE COMPANY NAME:     
INSURANCE COMPANY PHONE #:     
INSURANCE COMPANY GROUP #:     
POLICY HOLDERS SOCIAL SECURITY #:     
POLICY HOLDERS BIRTHDAY:   /  /    
I attest that I       (type in do or don't) have insurance for orthodontic treatment.  If insurance benefits are available, I allow submission of claims with payments to be made directly to George A. Souris, DDS, MSD, Inc.  I understand that if I have flexible spending benefits from my employer, I must provide them with a copy of what my insurance has paid (if applicable) as well as any discounts that I have received.

_____________________________________

________________


SIGNATURE                                                                                              DATE

