
Frisco Kid’s Dentistry 
6801 Warren Pkwy, Suite 115 

Frisco, TX 75034 
 
 

Insurance and Responsible Party Information 
Responsible Party Information 

 
Date: ___________________________ 
 
Patient (s) name: _____________________________________ D.O.B. ____________________ 

Name or Person Responsible for Account: ___________________________________________ 

Relationship to Patient: ________________________________ Date of Birth: ______________ 

Social Security #: ____________________________ Driver’s License #: ____________________ 

Home Phone #: __________________________        Cell Phone #: ________________________ 

Address: ______________________________________________________________________ 

   Street    Apt#  City   State   Zip Code 

 
 
 
     Insurance Information 
 
Name of Insured: ___________________________ Insured Date of Birth: __________________ 

Insured’s SSN or ID# _____________________________ Group # ________________________ 

Insured’s Address: ______________________________________________________________ 

   Street             Apt#  City  State  Zip Code 

Insured’s Employed Name: _______________________________________________________ 

Patients Relationship to Insured: _____Self ____ Spouse ____Child _____Other 

Dental Insurance Plan Name and Address: ___________________________________________ 

               ___________________________________________ 

Insurance Company and Telephone Number:    ________________________________________ 

 
 


