SERVICE EMPLOYEES BENEFIT FUND

P.O. Box 1246 * Syracuse, New York 13201

'rnrn-<0r-'u§m

1. PATIENT'S NAME 2, RELATIONSHIP TO EMPLOYEE 3, SEX | 4. PATIENT BIRTHDATE | 5. IS PATIENT DEPENDENT STUDENT AGE 19 OR OVER?
SELF SPOUSE CHILD OTHER M F MO DAY YEAR {F YES, YOU MUST COMPLETE |:| !:l
(][] REVERSE SIDE OF FORM YES NO
6. EMPLOYEE'S NAME 9. SCCIAL SECURITY NO.
LAST FIRST INITEAL
7. EMPLOYEE'S MAILING ADDRESS
10. EMPLOYER
CITY, STATE, ZIP 8 HoMe 11. EMPLOYEE'S BIRTHDAY MO: DAY: YR:
SPOUSE'S BIRTHDAY MO DAY: YR:
12. 1ISYOUR [ YES IF “YES® GIVE NAME AND ADDRESS OF YOUR SPOUSE'S EMPLOYER
SPOUSE
EMPLOYED? [] NO
13. 1S PATIENT COVERED i YES [14. NAME AND ADDRESS OF INSURANGE CARRIER 15, GROUP NUMBER
8Y ANOTHER DENTAL
PLAN? d no

EMPLOYEE
SIGN HERE

6. | CERTIFY THAT THE INFORMATION GIVEN IS CORRECT AND AUTHORIZE RELEASE OF ANY INFORMATION NECESSARY TO
PROCESSTHIS CLAIM. BENEFITS ARE NOT AVAILABLE UNDER ANY OTHER GROUP PLAN EXCEPT ASINDICATED ABOVE.

DATE

DATE

17. | HEAESY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW NAMED DENTIST OF THE GROUP INSURANCE BENEFITS
QOTHERWISE PAYABLE TO ME.

EMPLOYEE
SIGN HERE

18. DENTIST NAME

25.

IS FREATMENT RESULT
OF OCCUPATIONAL
ILLNESS OR INJURY?

NO

YES

IF YES, ENTER BRIEF DESCRIPTION AND DATES

19, MAILING ADDRESS

28.

IS TREATMENT RESULT
OF AUTO ACCIDENT?

OTHER ACCIDENT?

CITY, STATE, ZIP

27.

ARE ANY SERVICES
COVERED BY
ANOTHER PLAN?

20. DENTIST SOC. SEC. OR T.LN.

21, DENTIST LICENSE NO.

22. DENTIST PHONE NO. | 28, IF PROSTHESIS, 1S (IF NO, REASCN FOR REPLACEMENT} 29, DATE OF PRIOR
THIS INITIAL PLACEMENT
PLACEMENT?
23. FIRST VISIT DATE 24, RADIOGRAPHICS OR NO YES HOW 30, 1S TREATMENT FOR
MODELS ENCLOSED? MANY? ORTHODONTICS?

IDENTIFY MISSING TEETH WITH X"

FAGIAL

31. EXAMINATION AND TREATMENT PLAN: LIST iN ORDER FROM TCOTH NO. 1 THROUGH NO. 32 — USE CHARTING SYSTEM SHOWN

T?gTHH SURFAGE DESCRIPTION OF SERVIGE D;‘ggl%;”&'l‘z%'z PROCEDURE cee
LETTER {NCLUDING XRAYS, PROPHYLAXIS, MATERIALS USED, ETC.) MO, DAY YEAR NUMBER
UPPER
RIGHT LINGUAL  LEFT
32, REMARKS FOR UNUSUAL
SERVICES ON REVERSE SIDE
CHECK
CHECK ONLY ONE TOl':I'élé
33. ] DENTIST'S TREATMENT PLAN {PRE-DETERMINATION OF BENEFITS). CHARGED

34.[] DENTIST'S STATEMENT OF ACTUAL SERVICES:

| Hereby Certify That The Above Procedures Were Rendered On The Dates Indicated

1 OTHER

| AM A SPECIALIST IN: 13 ORAL SURGERY
QJ ORTHODONTICS 1 PERICDONTICS
L ENDODONTICS

REMARKS

35.

Signed {Deniist)

Date

38. a 1AM
a [AMNOT

A PARTICIPATING DENTIST

1 1 HavE BEEN PAD O YES
 no

37. TO BE COMPLETED BY PARTICIPATING DENTISTS ONLY

IF “YES” AMOUNT PAID $

' | wAS NOTIFIED BEFORE SERVICES WERE RENDERED THAT SEBF INSURES THE PATIENT

AINQ SN
SALLVHLISININGY HO4

SERVICE EMPLOYEES BENEFIT FUND

P.O. Box 1240

Syracuse, New York 13201
(315) 424-1754 « (800) 733-1754 -

FAX (315) 479-9030




