
DENTAL CLAIM FORM
PART 1 – DENTIST UNIQUE NO.  SPEC.  PATIENT’S OFFICE ACCOUNT NO. I HEREBY ASSIGN MY BENEFITS PAYABLE FROM 

THIS CLAIM TO THE NAMED DENTIST AND AUTHORIZE 
PAYMENT DIRECTLY TO HIM/HER
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REBIRCSBUS FO ERUTANGIS.ON ENOHP

FOR DENTIST’S USE ONLY – FOR ADDITIONAL INFORMATION, I UNDERSTAND THAT THE FEES LISTED IN THIS CLAIM MAY NOT BE COVERED BY OR MAY EXCEED MY PLAN
DIAGNOSIS, PROCEDURES OR SPECIAL CONSIDERATION BENEFITS. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE TO MY DENTIST FOR THE ENTIRE TREATMENT.

I ACKNOWLEDGE THAT THE TOTAL FEE OF $                                  IS ACCURATE AND HAS BEEN CHARGED TO ME FOR 
SERVICES RENDERED. I AUTHORIZE RELEASE OF THE INFORMATION CONTAINED IN THIS CLAIM FORM TO MY INSURING 
COMPANY/PLAN ADMINISTRATOR. I ALSO AUTHORIZE THE COMMUNICATION OF INFORMATION RELATED TO THE
COVERAGE OF SERVICES DESCRIBED IN THIS FORM TO THE NAMED DENTIST AND THE PLAN MEMBER.

SIGNATURE OF PATIENT (PARENT/GUARDIAN)

DUPLICATE FORM OFFICE VERIFICATION/DENTIST’S SIGNATURE

ESU REIRRAC ROFLATOTYROTAROBALS’TSITNEDHTOOTL’TNIERUDECORPECIVRES FO ETAD
CODE TOOTH SURFACES FEE CHARGE CHARGES

ERAHS S’TNEITAP%.CNITNUOMA DEWOLLAEDOC.RY.OMYAD

ETAD.ON EUQEHC

DEDUCTIBLE PATIENT PAYS PLAN PAYS

.ON MIALCSECIVRES FO TNEMETATS ETARUCCA NA SI SIHT
PERFORMED AND THE TOTAL FEE DUE AND 
PAYABLE, E & O.E. TOTAL FEE SUBMITTED

PART 2 – EMPLOYEE / PLAN MEMBER / SUBSCRIBER

)TNIRP ESAELP( EMAN RUOY.2 .ON NOITCES / NOISIVID .ON NALP / YCILOP PUORG.1

STUDENT IDENTIFICATION NUMBERINSTITUTION

HTRIB FO ETAD RUOY NALP RO YCNEGA GNIRUSNI FO EMAN
DAY             MONTH             YEAR

PART 3 – PATIENT INFORMATION

TLUSER EHT SA DERIUQER TNEMTAERT YNA SI.3 /EEYOLPME OT PIHSNOITALER:TNEITAP.1
    SLIATED DNA ETAD EVIG,SEY FI ?TNEDICCA NA FOREBIRCSBUS / REBMEM NALP NO YES

?TNEMECALP LAITINI SIHT SI,EGDIRB RO NWORC,ERUTNED FI.4HTRIB FO ETAD
TNEMECALPER ROF NOSAER DNA TNEMECALP ROIRP FO ETAD EVIGRAEY             HTNOM             YAD NO YES

IF CHILD, INDICATE          STUDENT HANDICAPPED 5. IS ANY TREATMENT REQUIRED FOR ORTHODONTIC PURPOSES? NO YES

SDROCER RO NOITAMROFNI YNA FO ESAELER EHT EZIROHTUA I.6LOOHCS ETACIDNI,TNEDUTS FI
REQUESTED IN RESPECT OF THIS CLAIM TO THE INSURER / PLAN
ADMINISTRATOR AND CERTIFY THAT THE INFORMATION GIVEN IS 
TRUE, CORRECT AND COMPLETE TO THE BEST OF MY KNOWLEDGE

PATIENT I.D. NO.

2. ARE ANY DENTAL BENEFITS OR SERVICES PROVIDED UNDER ANY OTHER GROUP DATE
INSURANCE OR DENTAL PLAN, W.C.B. OR GOV’T PLAN NO RAEY             HTNOM             YAD SEY

POLICY NO.    SPOUSE DATE OF BIRTH

NAME OF OTHER INSURING AGENCY OR PLAN
SIGNATURE OF EMPLOYEE / PLAN MEMBER / SUBSCRIBER

PART 4 – POLICY HOLDER / EMPLOYER (FOR COMPLETION ONLY IF APPLICABLE, SEE ABOVE*)
DAY MONTH YEAR CONTRACT HOLDER  DAY MONTH YEAR

1. DATE COVERAGE COMMENCED 

2. DATE DEPENDENT COVERED
AUTHORIZED SIGNATURE

)ELTIT RO NOITISOP( DETANIMRET ETAD .3

ALL INFORMATION RECORDED ON THIS FORM IS CONFIDENTIAL. UNLESS ASSIGNED, BENEFITS ARE PAYABLE TO THE PLAN MEMBER.
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