(204) 942-4438 Toll Free: 1 - (888) - 204 - 1234

DENTAL CLAIM FORM

|
. PLAN ADMINISTRATOR
P.Q). Box 764, Winnipeg, Manitoba, R3C 204

PART 1 DENTIST / DENTURIST

FATIENT'S LAST NAME (P EAGE PRINT) GIVEN NAMES
NAME
ADDRESS ‘ ADDRESS } AFT
CITY, PROV
cITY " PROV
POSTAL CODE ‘ .
TELEPHONE UNIQUE FOSTAL GODE . TELERHONE
NEUIMBER . ' g FLEAT CHECK IF ARORESS HAS OHANGED tH PAST 13 MGHTHS
—— e i
DATE OF SERVIGE INT. PROGEDWR TQOTH LABORATORY DETETS foral
TOOTH CODE SURFAGES CHARGE MENTURIST'S CHARGEE
lpar | wo | y# | CODE FEE :
!‘UNDEFISATAND THAT THE FEES LISTED IN THIS GLAIM MAY
0T BE COVERED BY OR MAY EXCESD MY FOLIGY BENEFITS. 1
tJNBERSTAND THAT | AM FINANCIALLY RESPONSIBELE TO MY
DENTIST/CENTURLST FOR THE ENTIRE COST OF THE TREAT-
MENT. | AGKNOWLEDGE THAT THE TOTAL FEE OF &
15 AGGYRATE ANR HaL BEEN CHARGED T T ME FOR SERVIGES
RENDERED. | AUTHORIZE RELEASE OF THE INFCRAMATION GON-
TAINED IN THIS CLAIM FORM T MY INSURING COMPANY OR
ITS AGENTS, '
)
SIGNATURE OF PATIENT { OR PATIENT / GUARBIAN)
| HEREBY ASS|GN BENEFITS PAYABLE FROM THIS
TOTAL : GLAIM THE THE ABOVE NAMED DENTIST / DENTURIST
THIS 1§ AN ACGLIRATE BTATEMENT OF BERVICEE SUBMITTED AND REGUEST THAT THE PAYMENT BE p
PEAFORMED AND FEES CHAPGED. E. & CE. H . AILED
FEE DIRESTLY Tor HiM } HER
DEMTIST  BENTURIST SIGNATURE : " DATE - DAY MONTH | YEAR
FOR DENTIST / DENTURIST USE ONLY FOR ACDITIONAL iNFORMATION RE DIAGNGSIS,
PROCEDURES, OR COMPLICATIONS, AND SPECIAL CONSIDERATIONS,
SIONATURE OF INSURED MEMBER

PART 2 INSURED MEMBER i o kS S

SO0 R

INCOMPLETE INFORMATION WILL DELAY PROCESSING OF THIS CLAIM 4 ARE ANY DENTAL BENEFITS OR SERVICES PROVIDED UNDER ANY OTHER GROUP
INSURANCE OR DENTAL PLANST  YES [ NE ]
: . IF YES, INDICATE WHO IS INSURED UNDER THE OTHER PLAN, SELF IZ] srousz O
1. GROUP POLICY NUMBER S - I SPOUSE, PLEAEE PROVIDE SPOUSE'S DATE OF BIRTH _.I__I_
GROUR PLAN NAME EFFECTIVE DATE OF COVERAGE L. L.
DM Y
NAMEOFINEURER ~ FOLICY NO.

"NOTE  Fur codrdination of betefite, dapandant children must & glnimed under the Plan
of the parent with the sadier day and menth ef birth, Inthe alendar yaar,

£ NAME OF INSURED MEMBER : B A)I% ANY TREATMENT REQUIRED AS THE RESULT OF AN ACCIDENT? Mo [Jves[]
GIVE DETAILS ) ‘

ADDRESS GF INSLIRED MEMBER

B) 15 CLAIM BEING MADE FOR WORKMEN'S COMPENSATION EENEFITS? NG [ ves
& |IF GENTURE, ERIDGE QR CROWN 15 THIS INITIAL FLACEMENT?

MEMBER'S
SOCIAL UPPER  YEE [ o [
INSUBANGE i = - .
NUMBEH . LOWER  YES - [ NG O
IF YES, GIVE DATE OF EXTRACTION(S)
A PATIENTS NAME BATE GF BIRTH i IF NO, GIVE DATE OF PRIOR PLACEMENT AND AEASON FOR REPLAGEMENT
GENDER__ RELATIONSHIP TO MEMBER DATE ‘
. 7 L AUTHORIZE THE USE OF MY £0RIAL INSHURANEE NUMBER F&R IDENTIFIEATION PURPOSES AND, A%
1F CHILD AGE 21 OR OVER INGIGATE STUDENT [] HANDIGAPPED [ REQWIRRD BY LAY, FOR INCOME TAX REPORATING, | AUTHORIZE THE RELEASE GF ANY INFORMATION
- i OR RETORDY REGUESTEE I RESPEST OF THIS SLAIM T4 THE INSURER OR T AGENTS AND CERTIFY
Pleaes provide praof of student sitending Eduentionpl Ingthution THAT THE INFORMATION SIVEN 18 TRUE, CORRECT AND ﬂDIIFLETE TO THE BEST OF MY KNOWLEDGE.
DATE - SIBANTURE OF INSURED MEMBER

ALL INFORMATION RECORDED ON THIE FORM 15 CONFIRENTIAL

TOTAL P.GL



