CLAI M FO RM ~ DENTAL EXP EN SE Note: Submit claims to & verify coverage with

C. B. TRACY & ASSOCIATES, INC

GROUP INSURANCE 506 Pellis Road

Greensburg, PA 15601
Phone: 724-834-1090; 800-838-1090
Fax: 724-834-1070

TO BE COMPLETED BY EMPTO BE COMPLETED BY EMPLOYEE

Name of Patient SS# Sex Date of Birth |lIs Patient Is Patient

aMm

aF QYourself QSingle
Name of Employee S.S# Sex Date of Birth | QYour Spouse OMarried

: oM QYour Child QDivorced

aF QLegally Separated
Employer
First Name of Employee's Spouse If patient is child, is Child employed? QYes 0ONo
Is Employee's Spouse employed? QYes QONo If "Yes,” Complete Name & Mailing Address of Child’s Employer
If "yes," Complete Name and Mailing Address of Spouse's .
Employer

Is Child a full-time student? QYes UNo

Is this Claim the resuit of If "Yes," Name of School
Accidental Injury? OYes 0ONo
Occupational Injury QOYes ONo
Is Patient covered through any other plan which provides benefits? QYes QNo
If "yes," what other insurance company or service plan is providing this coverage?
Name Identify type of other coverage (Single, Family, etc.)
Address : Medical
City Dental
State Vision
Zip Drug

I certify that the foregoing statements and answers are true and complete to the best of my knowledge and belief. I understand that
some states require that | be notified that any person who, with intent to defraud or knowing that he is facilitating a
fraud against an insurer, submits an application or files a claim containing a false or deceptive statement may be
guilty of insurance fraud. | hereby authorize any insurance company, pre-payment organization, employer, union, trust fund,
hospital, physician or dentist to release all information with respect to me or any of my dependents which may have a bearing on the
benefits payable under this or any other plan providing benefits or services. A photocopy of this authorization shall be considered as
effective and valid as the original. _Please note that the signatures required on the other side of this form may not be copied.

Date Signature of Employee -

X )
Home Address Street City State Zip Code Phone No.

»Non-completion of any of the above questions could result in a delay in processing
BE COMPLETED BY C. B. TRACY and ASSOCIATES, INC.

Patient's Coverage
If coverage terminated, show termination date
iIf coverage reinstated, show date reinstated

of your claims <4

Name of Company or Plan Mnth | Day | ar )

Social Security No. Group Policy No. Effective Date . : Date Employed
{s Employee entitled to Workers' Has he made claim for such benefits? QYes ONo
Compensation Benefits? OYes 0ONo

Date | Employer or Plan Administrator . | Claims Examiner

Remarks

SEE REVERSE SIDE FOR STATEMENT TO BE COMPLETED BY DENTIST =
NOTE: IF PAYMENT IS TO BE SENT TO THE PROVIDER, PLEASE SIGN ON BACK AT BOTTOM OF PAGE.




Check One

0O Dentist's Staement of Actual Services
QDentist's Pre-Treatment Estimate

C. B. TRACY & ASSOCIATES, INC.

ATTENDING DENTIST’S STATEMENT

Patient Name

IAddress Age

Date of First Visit (Current Series)

Doctor's License Number [Doctor's Telephone Number

Doctor's Name (Print)

I.R.S. Identification No.
(Social Security or
Employer Number)

Address City State Zip

Must be furnished under Authority of Law

Is any of the treatment for: Orthodontic Purposes? Accidental Injury? Occupational Injury?
QOYes UNo QYes QNo QYes ONo

If Prosthesis, is this the initial placement? QOYes QONo Date of prior placement: Are X-Rays enclosed?

If no, reason for replacement: (Month/Day/Year) QYes ONo

If yes, how many?

Indicate Missing Teeth with an "X"

Examination and Treatment Record - Use Charting System Shown For
Tooth Date ADA Carrier
#or | Sur- Description of Service Service Procedure Fee Use
Letter | faces Performed Code Only
Orthodontics: (Give Diagnosis Class of Malocclusion and Total Fee
Describe Appliance(s) in Above Treatment Section) - |Charged
Date First Appliance Inserted: Patient Pays
Date Last Appliance Removed: Balance
Treatment Periods (No. of Months): Carrier %
Total Fee: B Carrier Pays

REMARKS FOR UNUSUAL
SERVICES:

| hereby certify that the services listed above: Qwillbe QOhave been  performed.

Date
***Signature (Doctor) (Signature may not be photocopied)

AUTHORIZATION TO PAY BENEFITS TO DENTIST: | hereby authorize payment directly
to the above-named dentist of the group insurance benefits otherwise payable to me, but not to
exceed the charges shown. | understand that | am financially responsible for any charges not
covered by this authorization.

X Date
Signature of insured person ONLY IF PAYMENT IS TO BE SENT DIRECTLY TO THE PROVIDER

***Some states require that you be notified that any person who, with intent to defraud or knowing that he is facilitating
" a fraud against an insurer, submits.an application or files a claim containing a false or deceptive statement may be

guilty of insurance fraud.
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