ADA Dental Claim Form

Self Insured Plans LIC

HEADER INFORMATION

1016 Colfier Center Way, Suite 200

+ Typs of Transaction (Ghack alf applicable hoxed)
E} Satament of Actual Services {:} Requast 0or Predetermination/ Prasuthorization

[ JersomiTae xix

Naples, FL 34110
Customer Service: (239)40G3-7884
Fax: €239} 403.9028

2. Predetermination’ Preauthatization Number

PRIMARY INSURED INFORMATION

12. Name (Last, First, Middie Initial, Suftic), Address, City, State, Zip Code

PRIMARY PAYER INFORMATION

3. Name, Agdress, City, State, Zip Coda

13. Date of Birth MMDDICCYY) 14, Gender

[ il

18, Subsoriber identifiar (S8N or 1D4)

OTHER COVERAGE

18, Plan/Group Number 17, Employer Name

4, Dthar Dental os Modicai Coverage? | Mo (Skip 57 [ves womatete 5113

5. Gther insured's Nama (Last, First, Middie initial, Suffin)

PATIENT INFORMATION

18. Relationship to Primary Insured {Check appicabla box) 19, Student Status

7. Gendar

Cv O

5. Oate of Sirth MMDDICCYY) 2. Subscriber identifisr (SSN or ID#)

E} Self Q Spotse g Deperndent Child [] {ther DF;’S B pTS

20, Mame {Lasy, First, Middla Initial, Suftao), Address, City, State, Zip Cods

1G. Patient’s Ralationship 1o Other Insured (Chack applicable box}

[(ser [ Ispouse [ Jpependent [ ] Ctver

4. Plan/Group Number

11 Other Carner Name, Adgress, City, State, Zip Code

21. Date of Birth (MWODICCYY} 22, Gender

Ev (e

23, Pationt 1D/ Account # {Assignad by Dantist

RECORD OF SERVICES PROVIDED

125, 28,
24, Frocadure Date 27_Tooth Numberis} 28. Tooth 29. Procedura o
(MMDD/CCYY) on! oot or Latter(s) Surtace Coda 30. Deseription 31 Fes
! :
2 :
3 .
P :
5 i
& ;
4 1
:
8 ;
s E
10 :
MISSING TEETH INFORMATION Permanant Primary a2, Othar {
; ] 1 2 8 4 5 6 7T 8§18 i 11 12 13 14 15 6/ A B £ D EIF G H 1 4 Fasis} ;
34 {Plage an X’ on sach missing toth) -
32 31 30 29 28 27 26 25)24 23 22 21 20 19 18 [T $§ R G PO N M L K aa,zofawee] : :

35, Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36. 1 have basgn informed of the Featimant plan and asscciated fees.  agree 10 be responsible for ali
charges Ior dental services and materials not paid by my dental benafit plan, unless prohibited by law, or
he vealing dentist or dental practica has a contractuat agreemant with my piaﬂ prohibiting aiora pm:on of
such charges. To the exterit peritied by iaw, 1 consent 10 your 45e gnd d oimyp

38. Place of Treatment (Check applicatie box)

) Provider's omee [ | Hospitat [ ECF [ ] Other

39. Numi)af of Encfosures 590 to 98}
Radiographis) 5} Moz}

mformation to carry out payment activitiss in connection with thig claim.

X

40, Is Treatment for Orthodantics?
TlNo mhipavazy [ )ves (Complate 41423

41, Date Appliance Placed (MM/DBICCYY)

X

Patent:Guardian sighatire Data 42, k}onm_s af Treaiment 43, Rapizcement of Prosthesis? | 44, Date Prior Placement (MMADDAZCYY)
armaining
No i
37. 4t hereby authorize and ditect payment of the dental benefts atherwisa payabis 10 me. dirsctly 10 the Below named {:] E} s (Complata 42}
Serst o dental entty. #4%. Treatment Resulling from (Check appiicable box}
i) cotupationat finass/injury ] Auto aceiden [ omer accigem

Subscriber signatute Date

48, Date of Accident INMAIDICCYY) | 47, Auto Aocidem State

BILLING DENTIST OR DENTAL ENTITY Leave blank i dentist or dental sntity is not submitling
cigirn on Benal of the patient ar insuredisubscribar)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53. | hereby cenlily that the procedures as indicated by date are in progress {for procedutes that reguine maultipie
visits) of have bean completed and that the loes submitted are the actual fees | hiave charged ang infend o

48, Mame, Adcress, iy, State, Zip Code

coliect far tase procedures.

X
Signad {Treating Dentist) Date

54. Provider 1D 83, License Number

6. Address, City, State, Zip Code

49, Proviger 10 50. License Number 5. S8N or TiN

53. Phona Number | 3

57, Phone Numbar { }

i 58. g&;g;iggfrw&der

©2002, 2004 American Dental Association
3518 (Same as ADA Dentat Claim Form - J816, U817, J518, J519)

Cat. #3901548 Rev. 8-06




