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D E N· ·T I S T :R ·y Insurance Form 

At Northpointe Dental we strive to meet all your orar health needs. To better serve you, we asl< 

that you provide us with the following information from your dental Insurance provider. This 

information is helpful in mal<ing sure you get the most out of your dental plan. 

Please ask your insurance company the folrowing questions, this information may be available 

when you log onto your insurance website. 

How often am I eligible for a recall exam? __ per year 

How many units of seating am I eligible for? per year or per 12 month period 

How often am I eligible for polish and fluoride treatment? ........... _ , ........ , ... w per year 

How often am I eligible for ><-rays? Panoramic_.._..__... __ Bitewings _____ _ 

What month does my coverage reset? __ _ 

What is my yearly maximum? $ ___ _ 

At what percent am t covered on basic treatment? ____ % 

At what percent am I covered on major treatment? ____ % 

This information will help us help you get the most out of your plan . 

• 

Thank you, 

Northpointe Dental 
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