
 Fax: 650.968.3882 Tel: 650.968.3888 
 
Patient Name _________________________________ 
SS# _________________ DOB __________________ 
Phone ______________________________________ 
Referred by:__________________________________ 
Referred to: Dr. Timothy Wu/Dr. Nita Chainani-Wu 
Referred for: __________________________________ 
____________________________________________ 
____________________________________________ 
 
Dental Ins. Company ___________________________ 
Group Number ________________________________ 
Max. ________________ Deductible. ______________ 
Diagnostic ______% Perio______% Implant ______% 
_____________________________________________ 
_____________________________________________ 
Claim Address ________________________________ 
_____________________________________________ 
 
Medical Ins. Company___________________________ 
Group Number ________________________________ 
Deductible. ___________________________________ 
Claim Address ________________________________ 
_____________________________________________ 
Primary Ins. Holder _____________________________ 
SS# _________________ DOB __________________ 
Relationship with patient ________________________ 
 
Dental Ins. Company ___________________________ 
Group Number ________________________________ 
Max. ________________ Ded. ___________________ 
_____________________________________________ 
_____________________________________________ 
Claim Address ________________________________ 
_____________________________________________ 
Other Information_______________________________ 
_____________________________________________ 
 


