CLAIM FORM For Administrators Use Only

GrOUp Dental Benefit Employer Code Month Day Year

Effective Date Employee's Coverage

Effective Date Patient's Coverage

Date of Employment

Is this a Workers Compensation Claim? Yes [:] No D

Date Signature
SECTION | To Be Completed By Employee Or Member
Name, In Full, of Employee or Member Sex Date of Birth Your Social
|:MJ [Fi Security No.
Name of Patient ' Sex Date of Birth First Name of Spouse ’ Spouse's Social Security No
uills)

Is Patient: Yourself m| Is Patient: Single ] Is spouse employed? 1 Yes _J No

Your Spouse 7 (Check Married |1 {Check

Your Child O One) Divorced J One) If “Yes,” Name and Address of Employer

Other A Explain: Legally Separated J
If patient is child, is he or she employed? D Yes D No. It “Yes,” Name and Address of Employer
Is patient covered through any other plans (including “NO FAULT" auto insurance) which provide medical or dental benefits or services? ':l Yes D No
It “Yes,” list all other insurance companies or service plans providing this coverage. Through what Employers or Organizations are plans provided, if other than previously stated?

Name Address Name Address
Identify TYPE of Other Coverage: D Group — Policy No. Cert. No. . D Individual
Blue Cross .
D Blue Shield — Contract No. Cert. No. . l:] Other Specify
Was dental treatment required because of injury? D Yes D No When did accident happen? D AM.
Date: Hour [l em
Describe Injuries received If treatment was for injury, was accident caused by Name of attending dentist
patient's employment? D Yes D No

We certify that the foregoing slatements and answers are true and complete 1o the best of our knowledge and belief.

We hereby agree to reimburse the Graphic Arts Benefit Corporation to the extent of the amount paid on this claim under any non-occupational policy provision in the event benefits are provided
under any Workmen's Compensation {aw or similar legislation.

We hereby authorize any insurance company, prepayment organization, employer, union, trust fund, hospital, or physician to release all information with respect to us or any of our dependents which
may have a bearing on the benefils payable under this or any other plan providing benefits or services. A photocopy of this authorization shall be considered as effective and vaiid as the original.

Date Signature of Employee or Member Signature of Spouse
Maiting Streel City State 7 Zip Code
Address

Note:

This Form should be submitted to your Dentist PRIOR to treatment for which you expect the charges to be excess of $500.00.

CLAIM INSTRUCTIONS FOR EMPLOYEE AND DENTIST

—

Employee Complete Section | above and Section Il on reverse side.
2. Attending Dentist complete Section Il on reverse side.
3. Claim form and all applicabie bills should then be sent to: ,\ﬁp |


T K
Graphic Arts Benefit Corporation
6411 Ivy Lane, Suite 700
Greenbelt, MD 20770


SECTION Il — To Be Completed By Employee Or Member

CHECK ONE:
[ IDENTIST'S PRE-TREATMENT ESTIMATE (For charges in excess of $500)
[CJDENTIST'S STATEMENT OF ACTUAL SERVICES

1 PATIENT'S NAME 2. IF FULL TIME STUDENT
School City

3. NAME OF GROUP DENTAL PROGRAM

GRAPHIC ARTS BENEFIT CORPORATION

4 IS PATIENT COVERED BY CENTAL PLAN NAME UNION LOCAL GROUP NO. NAME AND ADDRESS OF CARRIER
ANOTHER DENTAL PLAN?
YES D No
| have reviewed the following treatment plan. | authorize release of any information [ | hereby authorize payment directly tc the below named Dentist of the Group
refating to this claim. Benefils otherwise payable 1o me
SIGNED (PATIENT OR PARENT IF MINCR) B DATE "~ SIGNED (INSURED PERSON, DATE

SECTION Ill — To Be Completed By Dentist.

75 DENTIST'S NAME 113 Is llre?tmenl re- | NO| YES | IF YES ENTER BRIEF DESCRIPTION AND DATEéi )
{ sult of occu-
pational illness
_______________________ ar injury?

8.MAILING ADDRESS 14. Is treatment re-
sult of auto
accident?

—_— e e Y Y Y __ __i15 Other accident?

CITY. STATE. ZIP 16. Are any services
covered by
. . n 1 another plan?
7. DENTIST {SOC SEC OR T.LN) 8. DENTIST LIC. NO 9. DENTIST PHONE NO. | t7. If prosthesis is (if NO, reason for replacement) 18. Date of prior

V}ls initial placement?
placement?

|

10 FIRST VISIT DATE 11. PLAGE OF TREATMENT | 12. RADIOGRAPHS OR |No|Yes| How lit services Date appliances Mos. treatment
CURRENT SERIES MODELS ENCLOSED many?(19. s trealment for already placed remaining?
Office | Hosp. | ECF | Other Orthodontics? Cognmerced
enter

20. Examination and Treatment Plan — List in Order from Tooth No. 1 Through Tooth No. 32 — Use Charting System Shqwn

IDENTIFY MISSING TEETH | Tooth DESCRIPTION OF SERVIGE Dale service | FOR
WITH X" No. or Surface (including X-Rays, Prohylaxis. Materials Used, etc.) performed Procedure FEE ADMINISTRATIVE

Let. LINE NO Mo. Da. ¥r. | number USE ONLY

'I?tf%‘ ‘

gty

i ouiet
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omte § urrre
P
1edurngly

21. SEMARKS FOR UNUSUAL
SERVICES

— T e, e M M My e e ey e T e e e ey e e
— e M M M e e e e M e e e e T e e e e e e

T

| HEREBY CERTIFY THAT THE PROCEDURES AS INDICATEC BY DATE HAVE BEEN COMPLETED. | TOTAL
| FEE CHARGED

SIGNED {DENTIST) DATE MAX. ALLOWABLE

DECUCTIBLE NONE

CARRIER GRAPHIC ARTS BENEFIT CORPORATION

CARRIER PAYS

PATIENT PAYS






