
DENTAL INSURANCE INFORMATION 
 

Candace M. Opon D.D.S. Ltd. 
College Hill Professional Building 

690 N Route 31, Suite G 
Crystal Lake, IL  60012 

 
 

PATIENT INFORMATION 

 

Patient Name: __________________________________ Sex: ☐ Male ☐ Female 

Date of Birth: ______________ Street Address: ______________________________ 

City: ______________________State: ______________ ZIP Code: _______________ 

Phone: ____________________________  

 

INSURANCE INFORMATION 

 

Insurance Provider: _________________________ Phone: ________________________ 

Policy No.: ________________________________ Group No.: _____________________ 

Insurance Policy is: ☐ Primary Insurance  ☐ Secondary Insurance 

Subscriber Name: _______________________________ Date of Birth: _______________ 

Employer Name: ________________________________ 

Subscriber Relationship to Patient: _______________________________ 

SECONDARY INSURANCE (if applicable) 

 

Insurance Provider: _________________________ Phone: ________________________ 

Policy No.: ________________________________ Group No.: _____________________ 

Insurance Policy is: ☐ Primary Insurance  ☐ Secondary Insurance 

Subscriber Name: _______________________________ Date of Birth: _______________ 

Subscriber Relationship to Patient: _______________________________ 


