[C] DENTISTS PRE-TREATMENT ESTIMATE ] bENTIST'S STATEMENT OF ACTUAL SERVICES ([C] IFFULL-TIME STUDENT:  SCHOOL (<154

. Electronically File Dental Claims:
ACS B fit RETURN FORM TO: ACS Dental Envoy Payer #72468 STATEMENT
eneri ng Bl:»entcle!r (S:Ialllns iol: OF
H enefit Services, Inc.
Services, Inc. PO. Box 2000 » Winston-Salem, NC 27102-2000 DENTAL CLAIM
EMPLOYEE NAME SOCIAL SECURITY NO. NAME OF GROUP DENTAL PLAN OR EMPLOYER
EMPLOYEE MAILING ADDRESS LOCAL UNION NUMBER POLICY NUMBER
P CcITY STATE aP iF COVERED BY OTHER GROUP PLAN, GIVE NAME AND ADDRESS I IYES | | NO
R PATIENT NAME PATIENT RELATIONSHIP TO EI.APLOYEE PATIENT BIRTHDATE DATE PATIENT FIRST VISIT (Current Series)
Mo. I Day | Year Mo. | Day I Year

ARE BENEFITS TO BE PAID IRECTLY TOTHEDENTIST? vés| | No [ |

| HEREBY AUTHORIZE PAYMENT OF THE GROUP INSURANCE BENEFITS, OTHERWISE PAYABLE TO ME,
1 TO THE DENTIST NAMED BELOW, BUT NOT TO EXCEED THE CHARGES SHOWN BELOW. | UNDERSTAND
THAT | AM FINANCIALLY RESPONSIBLE FOR ANY CHARGES NOT COVERED BY THIS AUTHORIZATION.

| HEREBY ACCEPT THE FOLLOWING TREATMENT PLAN AND
AUTHORIZE RELEASE OF ANY INFORMATION RELATING TO
THIS CLAIM,

SIGNED (EMPLOYEE) * IF YES, SIGN ABOVE DATE SIGNED (PATIENT OR PARENT {F MINOF)
L ———— Y ——— E——
P DENTIST NAME LICENSE NO. 1S PATIENT COVERED BY ANOTHER PLAN? IF YES, ENTER YES | NO
NAME OF OTHER PLAN AND CONSULT DENTIST'S
A HANDBOOK FOR HANDLING DUAL COVERAGE CLAIMS.
DENTIST MAILING ADDRESS PHONE NUMBER 1S ANY OF TREATMENT FOR ORTHONDONTIC PURPOSES?
T [*127 STATE P TREATMENT RESULT OF ACCIDENT?
RESULT OF OCCUPATIONAL INJURY?
IF PROSTHESIS, YES NO (IF NO, REASON FOR REPLACEMENT) DATE OF PRIOR PLACEMENT ARE X-RAYS ENCLOSED?
2 | 'sTHISINITIAL? D D Mo, | Day | Year (IF YES, HOW MANY?)

EXAMINATION AND TREATMENT RECORD - LIST IN ORDER FROM TOOTH NO. 1 THROUGH NO. 32

TO0TH DESCRIPTION OF SERVICE TREATMENT | DATE SERVICE
#OR | SURFACES PROCEDURE PERFOAMED FEE AMOUNT
LETTER (INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC)) NUMBER |NO. | CODE | MO./DAY/YR. CERTIFIED]

PATIENT NAME

TOTALS ——— 3

1 HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE
HAVE BEEN PERFORMED AND PAYMENT IS THEREFORE DUE. ADM'N' STRAT'VE e I
USE ONLY DEDUCTIBLE
0 Any) 2 '
SIGNED (DENTIST) IN§. CLASS
COINSURANCE
. DATE OF INS. ayable Al
INDIVIDUAL PRACTITIONERS - SS# I I EFF ® ) i
ALL OTHERS - EMPLOYEE 1.D. # I TERM. DATE (if Any) TOTAL PAYMENT)
By THIS AUDIT ]
MUST BE FURNISHED UNDER AUTHORITY OF LAW.




PART 1 INSTRUCTIONS FOR THE EMPLOYEE
1. Only complete Part 1 of the form answering every question. (Please Print)
2. Sign Part 1 of the form where indicated.

3. Take the form to your dentist on your first visit. The form will be completed by your
dentist and sent to the Insurance Company.

4. Pre-treatment Estimate: When the form is returned to the dentist by the Insurance
Company, you must make appointments for treatment. Treatment must be completed
as soon as possible after you are certified eligible for coverage.

PART 2 INSTRUCTIONS FOR THE DENTIST
1. Onthe front of this form indicate, on the chart provided, all treatments to be performed.
2. Indicate on this chart all missing teeth with an "X" and all abutments with an "O".

3. In the space provided, describe procedures necessary to fully complete treatment of
this case using one line for each operation or restoration, and give the fee for each
procedure. X-RAYS MUST BE ITEMIZED. (If additional space is required use a
separate sheet.)

4, X-rays, when necessary, must accompany this claim form. (Duplicates are accept-
able.) Preoperative X-rays for extraction ofimpacted teeth are required. Postoperative
X-rays for completed root canal treatment and filling are required.

5. In the event of an extraction of an impacted tooth, designate the type of impaction
(tissue, partial bone, complete bone).

6. AT COMPLETION OF TREATMENT, SIGN THE ORIGINAL OF THE FORM (AT
BOTTOM) AND RETURN IT TO THE ADDRESS SHOWN ON THE FRONT OF THE
FORM AT TOP.




