Dental Claim Form BENEFIT CLAIM FORM

DCentist's pre-trealment estimate Specialty (see backside) U n ited Staff ASSOCiatio n welfa re Fu n d

DICeniist's statement of actual services B , 253 rWQSt 35th Stl"eet, 12th F|OOI"

[ Medicaid Claim Prior Authorizalion #

Dersor ‘ New York, NY 10001
(914) 250-0700

Patient Name (Last, First, Middla) Address .City _ _ State
'i Date of Birth (MMDDAYYYY) Patient iD # Sex Phone Number Zip Code
w
E ! i oM oF | ¢ !
& Relationship to Subscribar/Employee: Employer/Schoal
[Iseif OSpouse OChild OOther Name Address.
Subs /Emp. IDESSN# Employer Name Group # Is Patient covered by ancther plan Policy #
” [No (Skip 32-37) (es: CDental or O Medical
Subscriber/Employee Name (Lasy, First, Middte) % Other Subscriber's Name
]
: g
w Address Phone Number & Cate of Birth (MmoDYYYY) Sex Plar/Pregram Name
z e £ / / oM OF
% City j State Zip Code o Employer/School
it} Name_ Address
x
g Dale of Birlh (MMDDYYYY) Marital Status Sex Subscriber/Employee Status
% / 7 Elmsarried [ Single D Other Om OrF OEmployed OPartdime Status O Ful-time Student C}Pan-time Student
8 | have been infarmed of the treatment plan and associated fees. | agree 1o be respansible far all EmployeriSchool
{;,’ charges for dental services and materials not paid by my dental benefit plan, unless the Ireating Name Addrrss
dentist or dental praclice has a contractuat agreement with my plan prohibiting all or a partion of such i -
charges. Ta the extent permitted under applicable law, [ authorize release of any information relating | hereby authorize payment of the dental benefils otherwise payable to me directly to lhe
to this claim. below named dental entity.
X X
Signed (Patient/Guardian) Date (MMDDIYYYY) Signed (Employes/subscriber) Date (MMIDDAYYYY)
Name of Billing Dentist or Dantal Entity Phone Number BT Provider 10 # Dentist Soc. Sec. or TAN.
( H ’
Address Dentisi License # First visit date of current Pface of frealment
E series; Dotice OHasp. LIECF D Cther
=
& City Stale Zip Code Radiographs or models enclosed? Is treatment for onhodontics? CYes [INo
8 [Yes, How many? [m]) I service already commenced:
z
3 if prosthesis {crown, bridge, denlures}, is this if no, reason for replacement: Daite of prior placement: Date appliances placed Total mos. of treatment
a ¥ initial pracement? [J¥es CINo o remaining
Is treatmant resuit of occupalional iliness or injury? ONo [ Yes Is trealment result of: Tlauto accident? Cother accident? Oneither
Brief description and dales Brief description and dates____ R
Diagnesis Code Index (optional) )
2 .3 4. 5. 6 __ 1 — B .
Examination and treatment plans — List teath in order
- - — Admin. Use Only
Date (MMIGDIYYYY) Tooth Surface Diagnosis Index # Procedurs Code Qty Cescription Fee
Identify all missing teeth with X"
. Tolal Fea
Pemanent Primary
12 3 4 65 6 7 8 9 10 11 12 13 14 15 16 ABCDE FGHIUJ Payment by ather glan
32 31 30 29 28 2v 26 25 2423 22 2 20 19 18 17 TSRAQP ONMLK Max. Allowable
Remarks fer unusual services Deductible
Carrier %
. Carrier pays
Patient pays
| haraby cerlify that the procedures as indicated by date are in progress (for procedures that require multiple visits) or Address whers treatment was parformed
have been completed and Lhat the fees submitted are the actual fees { have charged and intend to collect for those
d
procedures City Slate Zip Code
X .
Signed (Treating Dentist) laicense # Date {(MMDDYYYY)




THIS FORM WILL BE RETURNED IF IT IS INCOMPLETE OR INCORRECT

NOTICE TO MEMBERS

® PRE-AUTHORIZATION BY THE FUND'S DENTAL CONSULTANT IS REQUIRED FOR ANY PROPOSED COURSE

OF TREATMENT IN WHICH A DENTIST CHARGES WILL AMOUNT TO $600 OR MORE. X-RAYS MUST BE
INCLUDED WITH TREATMENT PROGRAMS SUBMITTED FOR PRE-AUTHORIZATION. Pre-authorization by the Fund's Dental
Consultant is limited to the approval of the course of treatment proposed; it does not include approval of payment for services not
covered under the Dental Plan, the patient's eligibility or guaranteed payment.

°* CLAMMUSTBE SUBMITTED WITHIN 180 DAYS AFTER COMPLETION OF COURSE OF DENTALTREATMENT.

® Bring a claim form with you when you visit your dentist. Complete your part - give all the information required.

DISCUSS FEES BEFORE SERVICES ARE PERFORMED. If you have any questions about your dental benefits, contact
the Dental Program Administrator.

® A covered patient may go to any dentist, anywhere, and the amount of payment is the same regardless of the dentist chosen.

NOTICE TO DENTISTS

® Pre-Treatment Authorization must be filed not later than 30 days after examination.

® |f services rendered are for emergency treatment or due to an accidental injury, Pre-Authorization will not be necessary.

* PRE-AUTHORIZATION BY THE FUND'S DENTAL CONSULTANT IS REQUIRED FOR ANY PROPOSED COURSE
OF TREATMENT IN WHICH A DENTIST CHARGES WILL AMOUNT TO $600 OR MORE. X-RAYS MUST BE
INCLUDED WITH TREATMENT PROGRAMS SUBMITTED FOR PRE-AUTHORIZATION. Preauthorization by the
Fund's Dental Consultant is limited to the approval of the course of treatment proposed; it does not include approval
of payment for services not covered under the Dental Plan, the patient’s eligibility or guaranteed payment. Completed
treatment amounting to $1,000 or more may require examination of patient by Fund's Consultant Dentist before payment
is made.

eAll procedures musthave corresponding COT/ADA procedure codes listedinorderto be processed.

FUND DENTAL CONSULTANT REMARKS:

ANYONE INTENTIONALLY MISUSING THIS FORM FOR THE PURPOSE OF
OBTAINING IMPROPER PAYMENTS ISSUBJECT TO APPROPRIATE ACTION.
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