DENTAL CLAIMS ADMINISTERED BY ” ONe health p/dﬂ

PART A - MEMBER STATEMENT - Fallure to Answer All Questions May Delay Payment

1. Member's Name Street Address City or Town ZIP Code
2. Plan Number Soclal Security # Are you still eamploysd? i no, enter date iast worked
OYes [INo
3. Date of Bitth Maritat Status Name of Your Employer Occupation
DSingle {0 Divorced
COMamied ] Widowed
4. Spouse's Date of Is your spouse employed? If yos, enter the name and sddress of spouss’s employer
Birth
ClYes DONo
S. :‘r: YOu or your doaondo‘n:; eo’v:;d under another Qm il yos, enter name and sddress:
urance or government plan a5 Madicare, an or
automobile no fault coverage, which will also cover sny of OYes ONo Pallcy #710 #:
the denta! expenses on the claim? Farnity Member Holding Policy:
8. Is claim for a dependent? Il yas, enier dependant name Sex Date of Birtin Relationship I depsndant is a chiid, sre you
. ‘ to Member entitied to @ tax sxemption?
CYes ONo {rat, last) COMale O Famsle OYes CINo
Sa.if child, ls he/she mamried? 18 child over 197 1f yos, ts child a ful-time studeni? If yos, enter name of school
OYes [No OYes [CiNo OYes [INo
7. Is claim for an accident? | Dats: Where did N occur? While working? How did i occur?
COYes [No Time: COYes ONo
8. SIGN HERE IF YOU WANT BENEFITS PAID TO DOCTOR/HOSPITAL DATE:
8. SIGN HERE FOR ALL CLAIMS DATE:

lwmwmm.w.unmbmammmmm- beering on banefits paysble under this plan of benefiia,
PART B - DENTIST'S STATEMENT Check One (] Dentiat's Pretrestment Estimste [ Dentiet's Statement of Actual Services
Patient's Name Date of Birth Has any other group insurance carrier been bitied for these services?
Oves ONo

Is reatment result of occupational finess o injury? | (1 Yes (J No |!fyes, sdvise date and detaite

Is treatment result of sulomobie o other sccident? | (JYes []No |Wyee, advise date and details

If prosthesis, is this inkial piscement? OYes [1No | ne, reason for replecoment [ Prior placoment dase

s treatmant for orthodontics? O Yes [INo |Date appliances pleced
Examination and treatment plan - List In order from tooth No.1 umuo.sz-u-.mmmmm

7”1.?&. Surface z:e:plhn of Service {including x-vays, prophylaxis, materisls used, etc.) Date Service Performed | Procedure Numbsr | Fee
or Latter o,
1
2
3
4
]
(]
7
[]
9
Signature of Dentist Total Charges B Ameunt Peid Balence Due
Signed Dste:
X-rays Enclosed | Providar's Social Dentist's Name, Address, ZIP Code Telephone {Includs Area Code)
Security 8/ Tax 1D #
COYes ONo
Group Dental Claim - HOW TO FILE A CLAIM
Msmber Dentist
1. Compiste PartA - One for each family member 1. Compiste Pert B
2. |f claim Is for & dependent, siso compiate linss 6 & 8a 2. Or, attech Nemized BIl) which inciudes Dlagnosis for care
3. Hclaim Is for an accident, complets line 7 3. 8ign form - return to patient
4, F’or all claime, sign line 9
S. It you want benefits paid lo doctorhoupital, sign form on fin ?
other insurance.
7. Askyour doctor to provids itemized biils with disgnosts for care P.O. Box 11111

Fort Scott, KS 66701

NOTICE: Any person wha, with intent to defraud or knowing that he is faciitating e fraud against a claims sdministrator Of payer, submis sn appiication or fles » claim conteining &
faise or deceptive statement is guitly of fraud. Such action ls considered to be s felony in same states.



