ATTENDING DENTIST'S

STATEMENT

Check one!

[} Dentist's pre-treatment estimate
(] Dentist’'s statement of actual services

Carrier name and address

1. Patient name )
first mi.

fasl

2. Relationship lo employes
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[ other e

3. Sex

4. Patient birthdale
MM 1 bC

YYYY

school
cily

5. 1f full lime stugent

G. Employeefsubscriber name and mailing address

7. Employeefsubscriber
$0¢. sec. or 1.D. number

8. Employee/subscriber

birthdale

M B0

YYYY

9. Employer {company) name and address

10. Group number

11, 1s patient covered by ancther
denlal plan?
yes no
If yes, complete 12-a.
Is patient covered by a medical
plan? yes ne

12-a. Name and address of carrier{s)

12-b. Group no.(s)

13. Name and address of clher employer(s)

14-a. Employee/subscriber name
{if dilferent than patient's)
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14-b. Employes/subscriber
506, sec, or L., number

hibd

14-¢. Employeefsubscriber
birthdale

YYYY

O senr

{7} spouse

15. Relationship 1o patient
O parent
[} other_.

»

| have reviewsed the following treatmaent plan. | authorize relaase of any information relating to
this claim, | understand that 1 am responsiblo for ail costs of dental treatment.

)

| hereby authorize payment of the dantal bonefits otherwise payabie to ma diractly to the
belew named dantat entity.

Signed (Palignl, or parenl if minor}

Date

Signed

insured person)

Dale

16. Name of Billing Denlist or Dental Entily

24,15 realment rgsull

ol occupational
#ingss of injury?

Yes

Il yes, enler brief descriplion and dales

17. Address where paymenl should be remitled

25.1 trealment resull

of aulo accident?

Cily, Slate, Zip

26.Other accidemt?

18. Dentist Soc. Sec. or T.1.N,

18. Dentist license no.

20. Denlist phong no,

27.1f prosthesis, is his

inilial placement?

{If no, reason lor replacement)

28, Date of prior
placement

21. First visit dale

—“N——ZmMT OZ-~Crr—w

22. Place of lreatment

23. Radiographs or

o |Yes

How many?

20.1s weatimenl lor

If services already

Date appliances

Mos. treatment

»

current serigs Office | Hosp., ECF | Other models enclosed orthodontics? commanced placed: remaining
1 l | enler:
Identily missing leeth wilh “x* | 30. Examination and lreatment plan - List in order from toolh no. 1 through tooth no. 32 - Use charting system shown. For
Togth | Surface | Description of service Date service Procedure Fee admrmlstralive
#or (inciuding x-rays, prophylaxis, malerials used, elc.) performed number use only
ieller Mo, Day Year
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31. Remarks for unusual services
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| hereby certify that the procadures as indicated by date have been completed and that the feas submittad Total Fee
are the actual fees { have charged and intend to collact fer those procedurss. Charged

Signed {Treating Dentist)

License Number

NPI

Dale

Max. Allowable

See back of ID card for claim mailing address and customer service phone number,

Deductible

Carrier %

Carrier pays

Patient pays




