
P E R I O D O N T I C S  A N D  O R A L I M P L A N T O L O G Y

DR. SCOTT B. YAMAOKA, D . D . S . ,  M . S .

IF YOU HAVE DENTAL INSURANCE, PLEASE COMPLETE: 

Insurance Company   

Policy or Group Number      Name of POLICY HOLDER   

ID# of POLICY HOLDER     Date of birth of POLICY HOLDER   

Certificate Number     Division Number   Dependent Number   

Percentage Coverage:  Basic   Major    Ortho  

Annual Limit    Annual Deductible   

Name of Employer  

Are you covered by a second dental insurance company? (Dual Coverage]  Yes                           No 

IF YOU HAVE DUAL COVERAGE, PLEASE COMPLETE: 

Insurance Company   

Policy or Group Number   Name of POLICY HOLDER   

ID# of POLICY HOLDER    Date of birth of POLICY HOLDER   

Certificate Number     Division Number   

Percentage Coverage:  Basic   Major    Ortho 

Annual Limit    Annual Deductible   

Name of employer  

INSURANCE 

  

  On your behalf, our office will correspond with your insurance company for your dental benefit reimbursement. The patient is 
  responsible for all fees. 

  I hereby authorize Dr. Scott Yamaoka to electronically submit claims on my behalf and submit the necessary   
  documentation to my insurance company. 

SIGNATURE OF SUBSCRIBER                                            DATE

S U I T E  4 2 0  -  2 4 2 5  O A K S T R E E T,  V A N C O U V E R , B C C A N A DA   V 6 H  3 S 7

P H O N E :  6 0 4 . 7 3 8 . 3 6 2 6    F A X :  6 0 4 . 7 3 8 . 7 2 7 5

E M A I L :  d r s c o t t y a m a o k a @ s h a w b i z . c a    W E B :  w w w . h e a l t h y s m i l e v a n c o u v e r . c o m


