DENTAL BENEFITS CLAIM FORM

BENEFIT PLAN ADMINISTERED BY:

BENEFIT PLAN ADMINISTRATORS LIMITED Canagan oot = ‘n;.es Lée and Hesan
ASSOCLINON B Enge ASSOCItON Ing
UNIQUE NO. 1'spec. T PATIENT'S OFFICE ACCOUNT NO. YHEREBY ASSIGN MY BENEFITS PAYABLE FROM THIS CLAIM
PART 1 DENTIST TO THE NAMED GENTIST AND AUTHORIZE PAYMENT DI-
RECTLY TG HINVHER,
TAST NAME GIVEN RANE
[ )
A E
| e T
£ ‘
N s
oo PROV. POSTAL CODE S oo
SIGNATURE OF SUBSCRIBER
FOR DENTIST'S USE ONLY-FOR ADDITIONAL INFORMATION, DIAGNGSIS, PROCEDURES, OR SPECIAL | UNDERSTAND THAT THE FEES LISTED IN THIS CLAIMMAY NOT BE COVERED BY (R MAY EXCEED MY PLAN
CONSIOERATION. BENEFTS, | UNDERSTAND THAT | AM FINARGIALLY RESFONSIBLE T0 MY DENTIST FOR THE ENTIRE
| ACKNOWLEDGE THAT THE TOTAL FEE OF § IS ACCURATE AND HAS BEEN
CHAAGED T0 ME FOR SERVICES RENDERED.
FAUTHORIZE RELEASE OF THE INFORMATION CONTAINED IN THIS CLAIM FORMTOMY INSURING COMPANY/
PLAN ADMINISTRATOR.
SIGNATURE OF PATIENT (PARENT / GUARDIAN)
OFFICE VERIFICATION
DUPLICATE FORM [
OATEOF SERVICE |  pROCEDURE 0% | Toom CENTIST'S LABORATORY
orr 1o [ CODE TOOT| sumraces FEE CHARGE TOTAL CHARGES INSTRUCTIONS
: |F CHARGES WILL BE $300 OR MORE, YOUR GLAIM SHOULD
BE SUBMITTED FOR PREDETERMINATION OF BENEFITS.
ROUTINE ORAL EXAMINATIONS, SCALING AND CLEANING,
FLUORIDE TREATMENTS, X-RAYS, BASIC RESTORATIONS
AND EMERGENGY TREATMENT MAY BE PERFORMED BY
YOUR DENTIST PRIOR TO SUBMITTING YOUR CLAIM FOR
PREDETERMINATION OF BENEEITS,
X-RAYSMAY B8E REQUESTEDTO 8E SUBMITTED FORCROWNS
OR BRIDGEWORK, X-RAYS WILL 8 RETURNED PROMPTLY
FO YOUR DENTIST.
MAIL ALL CLAIM FORMS,
PREDETERMINATIONS AND X-RAYS TO:
BENEFIT PLAN
ADMINISTRATORS LIMITED
P.O. BOX 6020, STATION B
ETOBICOKE, ONTARIO
THIS 1S AN ACCURATE STATEMENT OF SERVICES PER- s
FORMED AND THE TOTAL FEE DUE AND PAVABLE, Es 0e. | TOTAL FEE SUBMITTED MoW 7A3

2,

3.

PART 2 MEMBER'S STATEMENT (Complete this part before taking the form to your dentist’s office)

S.L.N.OR LOCAL UNION
MEMBER'S NAME: FUERSETAT IDENTIFICATION NO. DDDIDDDIDDDI[‘
ADDRESS: TELEPHONE NUMBER:
. DATE OF BIRTH
Jﬁ.ﬁZ... * RELATIONSHIP TO MEMBER DATE OF BIRTH 6. IS YOUR DEPENDENT EMPLOYED? ONO (IYES

{F CHILD AGE 21 AND OVER, INDICATE  (JFULLTIME STUDENT
DATE ENROLLED DATE COMPLETED,

JHANDICAPPED

ARE ANY DENTAL BENEFITS OR SERVICES PROVIDED UNDER ANY OTHER

GROUP INSURANCE, GOV'T. AGENCY OR DENTAL PLAN?
POLICY NUMBER
NAME OF INSURING AGENCY

anNo JYES

1S YOUR DEPENDENT ATTENDING SCHOOL? JNO (I YES
IF SO, GIVE NAME OF EMPLOYER OR SCROOL

IF CLAIMS FOR A DEPENDENT CHILD, PLEASE INDICATE SPOUSE'S DATE OF BIRTH

IS ANY TREATMENT REQUIRED AS THE RESULT OF AN ACCIDENT?
GIVE DATE ANO DETAILS

IF DENTURE, CROWN OR BRIDGE, IS THIS INITIAL PLACEMENT? (ONO

IF INITIAL PLACEMENT ADVISE DATE TEETH WERE EXTRACTED
AND ALL OTHER MISSING TEETH N ARCH

ONo CYES

QOYES

IF REPLACEMENT GIVE DATE OF PRIOR PLACEMENT AND REASON FOR REPLACEMENT

>SIOJ_N>._._OZ"O=§E§Q=§1GEQ§=3._us_xiuu
my smployer and my group benefit provider, 1o exchange the p j
information contained on this form or any other benefit related parsonal
informalion contained in their files now or in the futurs respecting me or any of
my eligible depend 1 give my t on the undarstanding that the
irformation will be used solely fos of administration and g ]
of my group benelit plan. This consent shall continue s long as | and rmy
depend are d by, of are claiming bensiits under the presant group
contract, or any modiication, renewal or reinstaternent thereof.

SHOULD THE ABOVE MEMBER IDENTIFICATION NUMBER REPRESENT
MY SOCIAL INSURANCE NUMBER, | HEREBY AUTHORIZE MY BENEFIT
PLAN ADMINISTRATOR TO USE MY SOCIAL INSURANCE NUMBER FOR
PURPQSES OF ADMINISTRATION OF MY GROQUP BENEFIT PLAN. |
UNDERS TAND THAT MY SOCIAL INSURANCE NUMBER WILL BE KEPT IN
STRICTEST CONFIDENCE AND WILL ONLY BE USED FOR THE PURPOSE
HEREIN.

DATE — !

DAY MONTH YEAR

SIGNATURE

YOUR CLAIM CANNOT BE PROCESSED UNLESS ALL QUESTIONS ARE ANSWERED IN FULL
ALL INFORMATION RECORDED ON THIS FORM IS CONFIDENTIAL

POSSESSION OF THIS CLAIM FORM DOES NOT CONSTITUTE ELIGIBILITY FOR BENEFITS



