Dental Claim Form

Employer Name

Claims Adminigtraior:

BOOH

P.O. Box 2201
Austin, Texas 787668-2201
(512) 454-2681
(800) 252-8653

ol

instructions for filing your claim

COMPLETE “EMPLOYEE'S STATEMENT" BELOW. Pleass be sure to answer every duestion,

1.
2,  Complets “Autherization fo Release Information.”

3. ¥you want payment to ba made direstly {o the dentist, complete "Authorization to Pay Benefits to Dentist,” Otharwise, payment will be made o

the employee.
4, Have your dentist complaie the other side of this form,

5. Altach flemized bills. All bills must show the patient's name, date of treaiment, nature of treatment (diagnoais), fee, and the dentist's tax

ideniification number.

6. PLEASE NOTE: The smployes's social security number is required on afl claims. Your claim cannot be processed without it.

o

Boon-Chapman
PO, Box 8201
Ausiin, TH 78765-8201

Mail completed femm fo:

f you are covered by other insurance, attach their payment sheets with copies of your bills.

If you have any quesiions about thie clalim or paymant of benefits, contact Boon-Chapman at the addrese above.

Employee’s statement of clafim for group dental bensfits

1. CLAIMIS FOR

M Unmarrled ehild. il child s age 19 o7 clder, coverage conlinued as fufl-tims studenl, allending

0O Seff 0O Spouse

School Narmg

2. PATIENT'S NAME

DATE OF BIATH SEX

3. IS5 CLAIM DUE TO AN ACCIDENT?
0 Yes O NG

IF "YES," WHERE DID ACCIDENT QGCUR?

DATE OF ACCIDENT

DESCHRIBE ACCIDENT:

4. 15 THIS CLAIM THE RESULT OF A WORK-RELATED ILLNESS OR INJURY?

0O YES

0O WO

IF YES, IS SPOUSE EMPLOYED?

"5, IS EMPLOYEE MARFIED?
D YES O Ne

] YES 0 NO

NAME OF SPOUSE DATE OF BIATH

EMPLGYER

ADDHESS

Bm, [IFCLAIM IS FOR ADEPENDENT CHILD, IS THIS CHILD EMPLOYED?
1 YES 0O NO

EMPLOYER

ADDRESS

&, 'SPATIENT COVERED FOR ANY OTHER HEALTH BENEFITS AS
LISTED BELCW, EITHER AS AN EMPLCOYEE OR DEPENDENT?
O YES 0 NO

Ii "fes,” check box below thal applies and complele Fart Ba
O Group dental bensflls of any Kod.
[0 Coverags of medical care expenses pravided by an employer,
any wetlare plan, or any lederal, state, or other governmenal program.
1 Othar arrangernent of benefits far individuals of a group
3 Any aulomobile insurance policy

Ba, GIVE NAME AND ADDRESS OF OTHER COMPANY
OF ORGANIZATION FROVIDING INSURANGE

NANME

ADDRESS

OTHER BENEFIT GROUP PLAN NUMBER(S)

7.  EMPLOVYEE'S NAME EMPLOYEE'S SIGNATURE EMPLOYEE'S 800G, SEC, ND.
ADDRESS CiTY STATE ZIp DATE
0 YES 0 wNo HOME TELEPHONE NO. BUSINESS TELEPHONE NO.

. HAVE YOU MOVED SINCE YOUR LAST GLAIM?

IF S0, 18 THE ABOVE ADDRESS YOUR NEW ADDRESS?T D YES 0 NO

Authorlzation to Release Information

I hareby authorize tha dentist o release any information accuired In tha course of my
examinalion or treatment, | undarstand thal such Information will be used by Boon-
Chapman for the purpese of verilying {hat the setvices charged for were provided
and ihal | or my authorlzed representailve will recelve a copy of this authorlzation
upon racuiest, This authorization Is valid from the date signed for the duration of the
olalm, unless revoked In wiiting by me or my lagal representaiive. | agree lhat &
photographie copy of this authorizatlon shall be as valld as the original.

Authorizatlon to Pay Beneflis to Dantlst
S1GN ONLY IE YOU WANT PAYMENT MADE TO DENTIST

if you have pald the dentlst, wilie “Pay Employee” below tnstead of

slgining.

I heraby authorize payment direclly to the dentist of the denlal benefils, i any,
atherwlse payable to me bui not o excead the usual, custamary, and reasonabla
charges for those services, Authorizations signed with the dsntlst will be

henored.

Signature of patent (or parent, if patient is a minor) Date

Ewmployse’s signaiure Date

509544 (4/34)




DENTAL CLAIM FORM

This side to be completed by dentist

mstructons for dentist:

ade

Complete sections 1, 2, and 3.

5. Check the service performed and enter the
date of service.

3. Return the completed form to the patient for

filing.

1. DENTIST'S INFCRMATION

Dentist's name

Ofifice address

City

Tax D number

is treatment the result of occupational ilness or injury?  OYes Of¥o

State Zip

Phone

Date treatment began

s this claim intended only as an esiimaie of charges for treatment? TYes ONo

It claim ia for a prosthesis, is this the initial placement? O Yes ONo

i “No," give reason for replacament

Date of prior placemant

DENTAL CHART

Examination Treatment Plan — List in order from tooth #1 through #32 or A through T.

Use charting system shown. -

Tooth # ADA | Date Servioes - A For Boon-Chapman
of Letter Surface Code # MD.Peg‘XYmedYH. Description of Services Foe Use Only
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