Return this Claim Form and ltemized Medical Bills to:

GROUP DENTAL CLAIM 05w

Tyler, Texas 75713-0217 {

INSTRUCTIONS: PLEASE ANSWER ALL QUESTIONS FULLY

(1) INSURED: Complete STATEMENT OF EMPLOYEE below and Authorization on reverse side. Please answer all questions. File separate form for each
family member. Give completed form to Physician with Return Claim Office Envelope.

(2) PHYSICIAN: Complete Physician Information section and forward to Group Claims Office for processing.

1. EMPLOYEE'S NAME D MALE DATE OF BIRTH SOCIAL SECURITY NO.
] FEMALE
2. ADDRESS - (NO. & STREET) {CITY) (STATE) (ZiP CODE)
3. EMPLOYER IS EMPLOYEE CERTIFICATE NUMBER
I active ] RETIRED
4. NAME OF SPOUSE 1S SPOUSE EMPLOYED?
1 yes [no
5. NAME AND ADDRESS OF SPOUSE'S EMPLOYER SPOUSE DOB SPOUSE'S SOCIAL SECURITY NO.
6. DESCRIBE INJURY OR SICKNESS COMPLETELY. (IF INJURY, DESCRIBE HOW, WHEN AND WHERE) DATE OF INJURY OR
WE MUST HAVE COMPLETE ACCIDENT DETAILS IN ORDER TO PROCESS THIS CLAIM.) BEGINNING OF SICKNESS
7. NAME OF PHYSICIAN WHO FIRST TREATED THIS CONDITION DATE FIRST TREATED
ADDRESS - (NO. & STREET) (CITY) (STATE) (ZiP CODE)
8. DATE YOU STOPPED DATE YOU RETURNED TO | IS INJURY OR SICKNESS DUE [T1vES |WILL YOU OR YOUR DEPENDENT FILE Mves
WORKING WORK TO EMPLOYMENT - FOR WORKMEN'S COMPENSATION?
_JNO Owno
9. ARE YOU OR YOUR DEPENDENT COVERED UNDER ANY OTHER GROUP PLAN,
STUDENT ACCIDENT OR GOVERNMENT PLAN? 1 ves [ no i
IF YES, COMPLETE A, B, & C
A. NAME OF OTHER INSURANCE COMPANY B. PLAN NUMBER
C. ADDRESS - (NO. & STREET) (CITY) (STATE) (ZIP CODE)
WHICH FAMILY MEMBER CARRIES THIS COVERAGE: N‘AME WHICH FAMILY MEMBERS ARE COVERED? || SPOUSE [ | CHILDREN
IF CLAIM IS FOR DEPENDENT, COMPLETE THIS SECTION IN ADDITION TO QUESTIONS 1-9.
DEPENDENT'S NAME RELATIONSHIP DATE OF BIRTH
IF CHILD, IS CHILD MARRIED? EMPLOYED? [JFULLTIME | IF CHILD OVER 18 YEARS OLD, IS GHILD A FULL-TIME STUDENT?
Oves [ONO Cvyes [INO {JYES [J NO NAME OF SCHOOL
IFYES,DATEOFMARRIAGE _________ 3 PART TIME  |4F YES, CLAIM CANNOT BE PAID WITHOUT CURRENT SEMESTER REGISTRATION
AUTHORIZATION TO BE COMPLETED BY EMPLOYEE
PATIENT'S NAME
| hereby authorize any Physician, Hospital, Insurance
Company, Employer, or Organization to release any
information regarding the medical history, treatment, -
disability, or benefits payable for this claim. A photo- EMPLOYEE'S SIGNATURE DATE
stat of this authorization shall be as valid as the
original. This authorization shali extend to my spouse
and dependents. SPOUSE'S SIGNATURE DATE
AUTHORIZATION TO PAY BENEFITS TO PROVIDER: | HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE UNDERSIGNED PROVIDER OF THE MEDICAL AND/OR HOSPITAL BENEFITS, IF ANY, OTHERWISE
PAYABLE TO ME FOR THE SERVICES AS DESCRIBED BELOW BUT NOT TO EXCEED THE REASONABLE AND CUSTOMARY CHARGE FOR THOSE SERVICES.
IF YOU WISH BENEFITS PAID TO THE PROVIDER:
EMPLOYEE'S SIGNATURE DATE

VGS Form No. 2010




COPY A
ATTENDING DENTIST'S STATEMENT

CHECK ONE:
[T1DENTIST'S PRE-TREATMENT ESTIMATE

[IDENTIST'S STATEMENT OF ACTUAL SERVICES

ADMINISTRATOR -- NAME AND ADDRESS
Healthcare Partners Health Plans

P.0. Box 130217

Tyler, Texas 75713-0217

1. PATIENT NAME SELF SPOUSE: CHILD

2. RELATIONSHIP TO EMPLOYEE

{ OTHER
1

4. PATIENT BIRTHDATE
MO.; DAY | YEAR
'

5. IF FULL TIME STUDENT

SCHOOL ciry

Y

6. EMPLOYEE NAME
FIRST

MIDDLE LAST

L
. EMPLOYEE
SOGIAL SECURITY NUMBER

8. NAME OF GROUP DENTAL PROGRAM

10. EMPLOYER (COMPANY) NAME AND ADDRESS

CITY, STATE, ZIP

13. ARE OTHER FAMILY MEMBERS EMPLOYED?

12. LOCATION (LOCAL) ARE OTHER 'SGC. SEC NO

11. GROUP NUMBER
{CLAIMID NO))

14. NAME AND ADDRESS OF EMPLOYER IN ITEM 13

15. 18 PATIENT COVERED BY
ANOTHER DENTAL PLAN?

DENTAL PLAN NAME UNION LOCAL

GROUP NO.

NAME AND ADDRESS OF CARRIER

I HAVE REVIEWED THE FOLLOWING TREATMENT PLAN. | AUTHORIZE RELEASE OF ANY
INFORMATION RELATING TO THIS CLAIM.

*

| HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW-NAMED DENTIST OF THE
GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME,

* %

SIGNED (PATIENT, OR PARENT IF MINOR) {DATE)

SIGNED (INSURED PERSON) (DATE)

16. DENTIST NAME

24.

1S TREATMENT RESULT
OF OCCUPATIONAL
ILLNESS OR INJURY?

NO | YES| IF YES, ENTER BRIEF DESCRIPTION AND DATES

25.

26,

18 TREATMENT RESULT
OF AUTO ACCIDENT?

OTHER ACCIDENT?

CITY. STATE, ZIP

27,

ARE ANY SERVICES
COVERED BY
ANOTHER PLAN?

19. DENTIST LICENSE NO.

18. DENTIST SOC. SEC. OR T.IN. 20. DENTIST PHONE NO. 28, IF PROSTHES!S, 1S (IF NO, REASON FOR REPLACEMENT) 29, DATE OF PRIOR
THIS INITIAL PLACEMENT
PLACEMENT?
21. FIRST VISIT DATE 22. PLACE OF TREATMENT 23. RADIOGRAPHS OR nO | yeS | How 30. I8 TREATMENT FOR IF SERVICES DATE APPLIANCES PLACED MOS. TREATMENT
CURRENT SERIES OFFICE | HOSP. | ECF | OTHER MODELS ENCLOSED? MANY? ORTHODONTICS? é‘bﬁﬁggcso REMAINING
ENTER '
\DENTIFY MISSING TEETH WITH X" 31. EXAMINATION AND TREATMENT PLAN - LIST iN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32 - USE CHARTING SYSTEM SHOWN.
FACIAL TOOTH DESCRIPTION OF SERVICE DATE SERVICE FOR
208 | SURFAGE (INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC)) PERFORMED PROCEDURE FEE ADMINISTRATIVE
Fas LETTER) LINE NO. MO. DAY YEAR NUMBER USE ONLY
; .
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{ HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED. TOTAL
FEE
CHARGED
DATE
SIGNED (DENTIST) MAX. ALLOWABLE
DEDUCTIBLE
CARRIER %
CARRIER PAYS
PATIENT PAYS




