
Monticello Family Dentistry, P.C. 
Dr. Brian L. James 

630 S. Main * Monticello IA  52310 
 

DENTAL INSURANCE FORM 
 

PRIMARY INSURANCE 

 
Name of Insured: _______________________________________ Is insured a patient    Yes     No 
                                 Last                             First                        M                                           (circle one) 
 
Insured’s Birth Date: ________________ ID #: ________________________ Group # __________  
 
Insured’s Address: __________________________________________________________________  
                                   Street                                                 City                        State                    Zip 
 
Insured’s Employer Name: ___________________________________________________________  
 
Address: ___________________________________________________________________________ 
                   Street                                                                 City                        State                   Zip 
 
Patient’s relationship to insured (circle one):      Self          Spouse       Child     Other ___________  
 
Insurance Plan Name: _________________________________ Phone No.: _____________________  
 
SECONDARY INSURANCE 

 
Name of Insured: _______________________________________ Is insured a patient    Yes     No 
                                 Last                             First                        M                                           (circle one) 
 
Insured’s Birth Date: ________________ ID #: ________________________ Group # ___________  
 
Insured’s Address: __________________________________________________________________  
                                   Street                                                 City                        State                    Zip 
 
Insured’s Employer Name: ___________________________________________________________  
 
Address: ___________________________________________________________________________ 
                   Street                                                                 City                        State                   Zip 
 
Patient’s relationship to insured (circle one):      Self          Spouse       Child     Other ___________  
 
Insurance Plan Name: _________________________________ Phone No.: _____________________ 

 


