
William R. Stingham DDS PC. 3545 Chain Bridge Road Ste.5 Fairfax, VA 22030 
 

 
INSURANCE POLICY 

 
• William R. Stringham DDS, PC is a contracted provider with Cigna Dental PPO, Delta 

Dental Premier.  
• We are unable to work with HMO Insurance Plans. 
• P.P.O.’s (preferred provider option) or P.D.P’s (preferred dentist program) allow you to 

choose a dentist in or out of network.  Although, we are not contracted with other P.P.O. 
or P.D.P plan you will be able to utilize your dental benefits in our practice.  We will be 
considered an Out of Network Provider.  We will file your insurance directly with 
assignment of benefits to our office; you will pay an estimated portion at the time of 
service.  Once your insurance has paid we will send you a statement with any remaining 
balance. 

• Indemnity Insurance allows you to visit any dentist of your choice.  We will file your 
insurance directly and send you a statement with any remaining balance due. 

• We will be happy to contact your insurance directly to receive a general breakdown of 
coverage with benefit estimates using Dr. William Stringham as your dental care 
provider.  We will do everything possible to help maximize your dental benefits.  Please 
understand that your dental coverage is a contract between you and the insurance 
company and ultimately you are financially responsible for all charges not covered by 
your insurance. 

 
Primary Insurance 
Dental Insurance_____________________________ Group/Plan #________________________ 
Name of Policy Holder________________________ D.O.B. ________ SSN____-______-_____ 
Policy Holder Employer____________________________ 
Relationship______________________ 
 
Secondary Insurance 
Dental Insurance_____________________________ Group/Plan #________________________ 
Name of Policy Holder________________________ D.O.B. ________ SSN____-______-_____ 
Policy Holder Employer____________________________ 
Relationship______________________ 
 
 
 SIGN____________________________________________DATE___________________ 

* By signing this Insurance Policy I authorize release of any information relating to an 
insurance claim to the above named insurance company(s) (i.e.: x-rays, narratives, photos 
etc.) 

 
 
 


