PLEASE INDICATE

DENTAL CLAIM FORM

O Pre-Treatment Estimate (Services in Excess of $100)"

[J Actual Charges

RETURN THIS FORM TO:
Nicholas County Board of Education

Dental Care Plan
3150 US Route 60
Ona, WV 25545

TO BE COMPLETED BY THE EMPLOYEE

Employse's Name Married Single Social Security Number
WXX-XX-
Employse's Address Number and Street City State Zip Code
Ciaim is For  Self Spouse  Child Dependent's Name Dependeni's Date of Birth
If child is 18 years old or older is (s)he tiending school on a full-time basis? QVYes O No
Yes No

[s the person for wnom this claim is being made covered by any other group plan?

Name ot School

Name oi Group

Name of Insurance Company

Policy Number
Addrass

I AUTHORIZE RELEASE TO THE ABOVE PLAN ANY INI'ORMA TION REOUIRED TO PROCESS MY CLAIM A
PHOTOCOPY OF THIS AUTHORIZATION MAY BE HONORED.

Employee's Signature

TO BE COMPLETED BY THE DENTIST

DENTIST NAME ETHEATMENT NO | YES | IF YES, ENTER BRIEF DESCRIPTION AND DATES
SSULT OF
OCCUPATIONAL
ILLNESS OR INJURY?
ADDPESS 1S TREATMENT
RESUL; OF AUTO
DTHER LCCEDEN‘T’
eIy, STKTE. ZIP | ARz ANy sERVICES
RED BY
ANDTHER PLAN
DENTIST SOC. SEC. NO. OR TAX LD. NO. | DENTIST LICENSE NO. DENTIST PHONE NO. (IF ND. REASON FOR REPLACEMENT) DATE OF PRIOR
\F PROSTHES!S, 1S
THIS INTTIAL PLACEMENT
PLACEMENT?
FIRST VISIT DATE PLACE OF TREATMENT RADIOGRAPHS DR NOIvYsES| HOw DATE APPLIANCES PLACED MOS. TREATMENT
OFFICE HOSP. £CF OTHER MODELS ENCLOSED M&NY7) IS TREATMENT FOR iF SERVICES REMAINING
ORTHODONTICS? e
ENTER
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INDICATE MISSING TEETH EXAMINATION AND TREATMENT PLAN - LIST IN DRDER FROIA TOOTH O, 1 THROUGH 32 FOR
- HA
vw ] H AN X USE CHARTING SYSTEM SHOWN OFF,CE
FACIAL
700TH DESCRIPTION OF SERVICES USE ONLY ]
£ OR | SURFACE INCLUDING X-RAYS, PRDPHYLAXIS, SERVICE PROCEDURE FEE D Usuzl & Customary
LETVER MATERIALS USED. ETC. PERFORAMED NUMBER OEDUCTISLE 75% OTHER" AEMARK
MO DAY YR Lanes
13
AL} ]
uucuu | ' @ I
5 : | |
£ 3 oz | | I
KIGKT feerry
¢ $HTE ‘
z = z
3 =
-
@j: < 17| l
! uucuu. .
. 13
@%3@9
FACLAL
REMARKS
1 HEREBY AUTHORIZE PAYMENT DIRECTLY TO THZ BELOW NAMED DENTIST FOR THE SERVICES DESCRIBED ABOVE. TOIAL l
EMPLOYEE'S SIGNATURE DATE:
Y HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE HAVE BEEN PERFORMED ON THE DATES INDICATED. JOTAL COVERED
-~
DENTIST'S SIGNATURE DATE: TOTAL |
* PLEASE NOTE: PRZ-DETERMINATION OF SENEFITS DOES NOT GUARANTEE PAYMENT PLAN PAYS I
This esinate of Deneths has been carulziod bases on curren: avaliable penstits zno empioyes ekpibliny. Ths is subpct to based
upon ining Dansins ang sliptoikty wnich epphas af the tims ssrvices are cornDIad BNG Ciarm 1 sUbMIMSS 301 payment. PATIENT PAYS |




