
 
 

GREGORY D. EVANS, DDS PC 
3221 Eastbrook Drive; Fort Collins, CO  80525 ~ Phone: (970) 407-1020  Fax: (970) 266-8238 

 
 
 

INSURANCE / CHANGE OF INSURANCE FORM 
Today’s Date: ______________________ 
 
Patient (s) Name ________________________________________________________________ 
 
Subscriber’s Name:  ____________________________________________________________ 

Subscriber’s DOB: ____________________________________________________________ 

Subscriber’s SS# or ID: ______________________________________________________ 

Subscriber’s Place of Employment: ________________________________________________ 

Date of new insurance or date change became effective:    _______________________________ 

Is this insurance your primary or secondary insurance company? _________________________ 

 

 

Name of New Insurance: ______________________________________________________ 

Mailing Address:  ______________________________________________________ 

    ______________________________________________________ 

Group Number:  ______________________________________________________ 

Telephone Number  ______________________________________________________ 

Fax Number: (If Available)   _______________________________________________________ 

.   
 

  
   
 
 
  
 

 

FOR OFFICE USE ONLY: 
EXAM ___________________________ 
PROPHY _________________________ 
BW______________________________ 
PNX/FMX________________________ 
FLUORIDE _______________________ 
PRR’S____________________________ 



 
 

    
GREGORY D. EVANS, DDS PCGREGORY D. EVANS, DDS PCGREGORY D. EVANS, DDS PCGREGORY D. EVANS, DDS PC 

3221 Eastbrook Drive; Fort Collins, CO  80525 ~ Phone: (970) 407-1020  Fax: (970) 266-8238 
 
Date: ______________________ 
 
Patient’s Name: __________________________________________________________________________________________________________ 
   Last   First  Sex M/F Date of Birth       Age  SSN 
Patient’s Name: __________________________________________________________________________________________________________ 
   Last   First  Sex M/F Date of Birth       Age  SSN 
Patient’s Name: __________________________________________________________________________________________________________ 
   Last   First  Sex M/F Date of Birth       Age  SSN 
Patient’s Name: __________________________________________________________________________________________________________ 
   Last   First  Sex M/F Date of Birth       Age  SSN 
 
 
Responsible Party: 
First Name: ___________________________________  Last Name:_____________________________ 
 
Relationship to Patient __________________________________________________________________ 
 
Residence: ____________________________________________________________________________ 
   Street     City    Zip 
 
Mailing Address: _______________________________________________________________________ 
   Street     City    Zip 
Email address: _________________________________________________________________________ 
Home Phone:___________________  Work Phone: ________________  Cell Phone:_________________ 
Date of Birth: ___________________ SSN: _______-________-_______ Occupation:________________ 
Employer:__________________________________________________ __________________________ 
Employer’s Address:____________________________________________________________________ 
 
Insured Party: 
First Name: ___________________________________  Last Name:_____________________________ 
 
Relationship to Patient __________________________________________________________________ 
 
Residence: ____________________________________________________________________________ 
   Street     City    Zip 
 
Mailing Address: _______________________________________________________________________ 
   Street     City    Zip 
Home Phone:___________________  Work Phone: ________________  Cell Phone:_________________ 
Date of Birth: ___________________ SSN: _______-________-_______ Occupation:________________ 
Employer:__________________________________________________ __________________________ 
Employer’s Address:____________________________________________________________________ 
Insurance Carrier:______________________________________________________________________ 
   Name    Address    Phone # 
Group Number: _________________________  Member ID #:__________________________________ 


