LifeRe

INSURANCE COMPANY
Claims Administration

P.O. Box 786010

San Antonio, TX 78278-6010
(210) 357-1010 (800) 747-1024
Fax (210) 357-1020

DENTAL CLAIM FORM

(See Instructions on Reverse Side)

1. PATIENT NAME 2. RELATIONSHIP TO EMPLOYEE| 3, SEX | 4. PATIENT BIRTH DATE - 5. IF FULL TIME STUDENT
Seli Spouse Child Other | M F Mo. Day Year School City
o0 n |
6. EMPLOYEE/MEMBER/SUBSCRIBER NAME (FIRST, MIDDLE, LAST) 7. EMPLOYEE SOCIAL SECURITY NO. EMPLOYEE BIRTH DATE
© w Ma. Day Year
2 L1 1 1
_9_’ P 8. EMPLOYEE MAILING ADDRESS 9. EMPLOYER (SCHOOL) NAME AND ADDRESS AND/OR DIVISION AND PLANT LOCATION
2.0
£
o0 CITY/STATE/ZIP
O
ol
m o 10. GROUP NUMBER | 11. IS SPOUSE OR OTHER FAMILY MEMBER EMPLOYED? O Yes [ No [12. NAME AND ADDRESS OF SPOUSE'S OR OTHER | SPOUSE BIRTH DATE
it Yes, Member's Name FAMILY MEMBER'S EMPLOYER IN ITEM 11
o ﬁ SOC. SEC. NO. Mo.  Day: Year
f I |
| u>:|' Lo Ll ! |
13, 1S PATIENT COVERED BY DENTAL PLAN NAME GROUP NO. NAME AND ADDRESS OF CARRIER
w— ANOTHER DENTAL PLAN?
- E OYes [ No I Yes, Indicate
3+ AUTHORIZATION TO RELEASE INFORMATION — GERTIFICATION — | certify that the foregoing information SIGNED (PATIENT OR PARENT IF MINOR) DATE
< £ | is true and correct and | hereby authorize any Provider, insurer, or other Organization 1o release any informa-
Q. = | tion regarding the dental history, treatment, or benefits payable for this claim to the Plan Administrator or ils
authorized agent for the purpose of determining benefits payable.
SIGNED (EMPLOYEE) DATE
AUTHORIZATION TO PAY BENEFITS TO DENTIST — | hereby authorize payment direclly to the below
named Dentist of the Dental Benefits otherwise payable to me.

14, DENTIST NAME

22,

IS TREATMENT
RESULT OF
OCCUPATIONAL
ILLNESS OR INJURY?

NO | YES

15, MAILING ADDRESS

23

1S TREATMENT
RESULT OF AUTO
ACCIDENT?

24.

OTHER ACCIDENT?

IF YES, ENTER BRIEF DESCRIPTION AND DATES

CITY/STATE/ZIP 25. ARE ANY SERVICES IF YES, NAME OF OTHER PLAN
COVERED BY
ANOTHER PLAN?
16. DENTIST SOC. SEC. OR T.IN. 17. DENTIST LICENSE NO. 18, DENTIST PHONE NO. 26. IF PAOSTHESIS, {IF NO, REASON FOR HEPLACEMENT) 27. DATE OF PRIOR
15 THIS INITIAL REPLACEMENT
co b b PLAGENENT?
19. FIRST VISIT DATE 20. PLACE OF TREATMENT 21. RADICGRAPKS OR HOW | 28, 1S TREATMENT FOR iF SERVICES APPLIANCES PLACED MOS. TREATMENT
CURRENT SERIES | OFFICE HOSP. ECF OTHER MODELS ENCLOSED? MANY? ORTHODONTICS élél?AEIﬁEDJGED REMAINING
] ju} ] ] ONo  [Yes ENTER DATE _
CHECK ONE 29. EXAMINATION AND TREATMENT PLAN — LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32 — USE CHARTING SYSTEM SHOWN

[J Dentist's Pre-treated Estimate
(date)

TOQTH SURFACE
# OR (ie. M, O,
LETTER D, B, LA, D)

DESCRIPTION OF SERVICE
(INCLUDING X-RAYS, PROFL’H’\}%A)SS, MATERIALS USED, ETC.)
NO.

DATE SERVICE
PERFORMED
MO DAY YEAR

PROCEDURE
NUMBER
{See Reverse)

FEE

O Statement of Actual Services

PART Il — ATTENDING DENTIST'S STATEMENT

Indicate missing teeth with an *X"
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PACHAL

30. Remarks for unusual services

{ HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED
B8Y DATE HAVE BEEN COMPLETED AND THE

T
SIGNED (DENTIST)

FEES INDI-

CATED ARE THOSE ACTUALLY CHARGED THE PATIENT RE-
GARDLESS OF THE EXISTENCE OF INSURANCE COVERAGE,

DATE

TOTAL FEE CHARGED

00190




IMPORTANT INSTRUCTIONS

PART | = EMPLOYEE

1. ALL questions in PART | must be completed by the Employee.
2. Please sign and date the “Authorization to Release Information.”

3. If you want benefits paid to your Dentist, sign and date the “Authorization to Pay Benefits to |
Dentist.” An Explanation of Benefits will be sent to you. Otherwise, payment will be made
to you accompanied by the Explanation of Benefits.

4. The same bills should be submitted to any other Dental carrier the patient may have.

PART Il =DENTIST

For claims:

1. ALL sections in PART Il must be completed in full. When treatment is completed, sign and
date the form.

For claims:

1. ALL sections in PART Il “To Be Completed By Attending Dentist,” including proposed

procedures and itemized charges, must be completed. LifeRe Insurance Company will .
then provide an estimate of benefits after a careful review.

2. Before treatment commences, please review the proposed procedures and benefit
estimates with the patient.

3. After the treatment has been completed, please return the form, including dates treatment
was completed and your signature.

= IMPORTANT =

PROCESSING OF YOUR CLAIM MAY BE DELAYED IF ALL PARTS
OF THE FORM ARE NOT COMPLETED IN FULL. CANCELLED
CHECKS, CASH RECEIPTS OR LIST OF EXPENSES PREPARED
BY THE EMPLOYEE CANNOT BE ACCEPTED. PLEASE MAKE A
COPY OF ALL BILLS PRIOR TO SUBMITTING THE CLAIM AS
BILLS FOR YOUR RECORDS CANNOT BE RETURNED. IF
COPIES ARE SENT TO US, THEY MUST BE LEGIBLE.



