
 

 

 

IMPORTANT INSURANCE INFORMATION 

 

All dental services will be billed through Family Dental of South East WI. We will be 

happy to answer any questions about our services and assist you with insurance questions 

to the best of our knowledge. Please remember that your insurance plan is an agreement 

between you and your insurance company. Few policies cover all the costs. We 

recommend you call your insurance company and check the following details:  

- Am I in a network to receive dental care at Family Dental of SE WI?  

- Do I have a deductible or copay that I am responsible for?  

- What does my plan all cover?  

 

 

 

 

 

 

 

 

 

 

 



Family Dental of South East Wisconsin, S.C.  

Dr. Erin Haugen 

Dr. Mariela Siehoff  

10202 West Hayes Avenue  

West Allis, WI 53277 

414-321-2720 

 

I ___________________________________________________________________________, 

authorized my signature to be on file to allow benefits to be paid to Family Dental of South East 

Wisconsin, S.C. for dental services.  

I understand that I am financially responsible for any expenses not covered by this insurance.  

Signature: ____________________________________________  Date: ___________________ 

 

Dental Insurance Primary Coverage 

Policy Holder’s Name: ___________________________________________________________ 

Policy Holder’s Date of Birth: _____________________________________________________ 

Social Security #: _______________________________________________________________ 

Employer: _____________________________________________________________________ 

Insurance Carrier: _______________________________________________________________ 

Address: ______________________________________________________________________ 

Phone Number: _____________________________  Member ID#: _______________________ 

 

Dental Insurance Secondary Coverage 

Policy Holder’s Name: ___________________________________________________________ 

Policy Holder’s Date of Birth: _____________________________________________________ 

Social Security #: _______________________________________________________________ 

Employer: _____________________________________________________________________ 

Insurance Carrier: _______________________________________________________________ 

Address: ______________________________________________________________________ 

Phone Number: _____________________________  Member ID#: _______________________ 


