
Robert C. Elliott, D.D.S., P.C. 
 

Insurance and Billing Information 
 

Person Responsible for Payment 

Name:  Last______________________ First_______________________ MI______ 

Sex: ______ Age______ Date of Birth ____/____/____SSN ___________________ 

Mailing Address______________________________________________________ 

Street Address_______________________________________________________ 

City___________________________ State______________ Zip______________ 

Home Phone________________________ Mobile Phone_______________________ 

Email______________________________________________________________ 

Employer______________________________ Work Phone____________________ 

 

 

 

Dental Insurance Information 

Do you have dental insurance?          __________Yes           __________No 

Name of insurance company _____________________________________________ 

Insurance company address _____________________________________________ 

Insurance company phone number _________________________________________ 

Insured Name___________________________ Insured SSN___________________ 

Insured Date of Birth ____/____/____ Insured Employer_______________________ 

Group # _______________________ Member #____________________________  

Relationship of patient to insured _________________________________________ 

 

 
101-A Sundial Drive� Woodland Park, CO 80863� phone 719-686-1800� 

fax 719-686-1818� email dr.ell iottwp@me.com 
 
 


