RETURN COMPLETED FORM TO: BAC LOCAL UNION 15

WELFARE FUND

Dental C F 6405 Metcalf, Suite 200 « Overland Park, Kansas 66202
ental Lare rorm (913) 236-5490 o Fax: (913) 236-5499

EMPLOYEE IN FORMATION Reqmred For AH C!arms
EMPLOYEE'S NAME (Last / First / Miodle)

DATE OF BIRTH SOCIAL SECURITY NUMBER

MARITAL STATUS: PHOMNE NUMBER

D SINGLE D MARRIED D WIDOWED D DIVORCED E] SEPARATED ( )

STREET ADDRESS ciTy STATE Pl
CCCUPATION HOME LCCAL UNION NUMBER:

I ]ACTWE [ ]RET!RED

”DEPENDENT INFORMAT{QN_ - If. Cfarm ls For.Your Dependem

DEPENDENT'S NAME (Last / First / Middle) | SOCIAL SECURITY NUMBER

T OATE OF BIRTH

MARITAL STATUS: RELATIONGHIP T0 EMPLOVEE

D SINGLE D MARRIED D WIDOWED D DIVORCED [:| SEPARATED

18 DEPENDENT EMPLOYED? 1 IF YES, COMPANY NAME

D YES D NG

STREET ADDRESS iy STATE 2P

1S DEPENDENT ATTENDING SCHOOL? | IF YES, SCHOOL NAME

D YES D NG

STREET ADDRESS . iy STAYE Zip

“OTHER INSURANCE INFORMATION - - N R
I DO YOU OR YQUR DEPENDENTS HAVE ANY QTHER HEALTH OR DENTAL INSURANCE?

[:] YiES D NO IF YES, COMPLETE THE FOLLOWING:
A} NAME OF THE PERSON INSURED AELATIONSHIP TO EMPLOYEE
B) INSURED PERSON'S EMPLOYER PHONE NUMBER
( )
C} EMPLOYER'S STAEET ADDRESS ary . STATE Pl
D) PCOLICY NUMBER CERTIFICATE NUMBER SOCI..hL SECURITY NUMBER

NOTE: Attach copy of payment worksheet or denial from other insurance.

ACCIDENTINFOHMATION I L REE T g ‘ ;
If this treatment was required due to acmdemai injury, please complete Acmdemal lnformatlon sectlc:n on other sude of thss iorm

AUTHORIZATION -+ o i | ASSIGNUENT, =

I hereby certify the above statements are true and complete to the best | | hereby authorize payment of Dental Benefits diractly to the provider of
of my knowledge and belief. { authorize the release, when requested by | services and materials described on the reverse side of this torm.

the Trustees or their representative, of any facts concerning the
treatment of myself or my dependents. A photocapy of this authorization
shall be considered as effective and valid as the ariginal,

EMPLOYEE'S SBIGNATURE DATE EMPLOYEE'S SIGNATURE DATE

PATIENT'S SIGNATURE DATE

YOU MUST SIGN FORM ON THE REVERSE SIDE



"ACCIDENT INFORMATION
NATURE OF INJURY

'DATE ACCIDENT OCCURRED | DATE FIRST TREATED

NAME & ADDRESS OF PHYSICIAN{S) CONSULTED

m

2

IF HOSPITALIZED, NAME OF HOSPITAL

DATE ADMITTED DATE DISCHARGED

IF INJURED, HOW 4 WHERE DID ACCIDENT HAPPEN?

DID INJURY QCCUR IN THE COURSE OF ANY EMPLOYMENT?

D YES D NO

D YES D NO

HAVE YOU OA DO YOU INTEND TO FILE THIS CLAIM UNDER WORKER'S GOMPENSATION?

PATIENT'S NAME

TO BE COMPLETED BY DENTIST - Use the Nomenclature and Procedure Codes Provided:.

AGE

DENTIST'S NAME

NO | YE!

w

1§ TREATMENT RESULT
OF OCCUPATIONAL
ILLNESS CR INJURY?

IF YES, ENTER BRIEF DESCRIPTION AND DATES

ADDRESS

15 TREATMENT RESULT
OF AUTO ACCIDENT?

OTHEA ACCIDENT?

CITY / STATE / ZiP

ARE ANY SERVICES
CQVERED BY ANOTHER
PLAN?

DENTIST S5 OR TAX IO NC. | DENTIST LICENSE NO.

DENTIST PHONE NO. F PROTHESIS, I8 THIS

INITIAL PLACEMENT?

IF NO, HEASON FOR REPLACEMENT TJATE OF PRIOR PLACEMENT

FIRST VISIT DATE | PLACE OF TREATMENT

OFFICE !} HOSP. | EOQF ! OTHER

NO PRE-ESTIMATE REQ

RADIQGRAPHS OR MODELS ENCLOSED

L Jves Do ane

1S TREATMENT FOR
GRTHODONTICS?

IF SERVICES
ALREADY
COMMENCED
ENTER

DATE APPUANCES PLAGED | MO TAEATMENT REMAINING

DENTIST'S SIGNATURE

s EXAMINATION AND TREATMENT PLAN - LIST 2 ORDER FROM TOOTH NO-1 THRCUGH 32 FOR
INDIGATE MISSING TEETH WITH AN "X A Tl N OHDER FRON o FSSNE SCHEDULED
TOOTH DESGRIPTION OF SERVICES -
FAGIAL somr | surrace INCLUDING X-RAYS, PROPHYLAXIS SERVIGE | PROCEDURE FeE ONLY I
Y LETYTER MATERIALS USED, ETC PERFORMED | NUMBER USUAL & CUSTOMARY
. MO DAY vA
(]
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[ h'd
t 3 =
2 w E
RIGHT RLEFT &
& -
3 L4
a4 . o
e w0
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FACIAL
¥ NONE, CHECK BOX D
OR Op0o [2iagno 0 . d De e Apo AD a 0 TOTAL
DATE FIRST APPLIANGE INSERTED DATE LAST APPLIANGE REMOVED TREATMENT PERIOD (NUMBER MONTHS) DEDUCTIBLE
TOTAL COVERED
COPAYMENT % % | Yo
TOT
OTAL TOTAL
FUND PAYS
| HEREBY CEHTIFY THAT THE SERVICES LISTED ABGVE HAVE BEEN PERFORMED ON THE DATES INDICATED
PATIENT PAYS

DATE

AESPONSIBLE FOR THE CHARGES NOT COVERED BY THE PLAN.

EMPLOYEE'S SIGNATUAE

| HEREBY CERTIFY THAT 1 HAVE AGVIEWED THE PLAN OF TREATMENT AND THE FEES 70 BE CHARGED AND UNDERSTAND THAT 1 AM FINANCIALLY

DATE

PATIENT MUST BE ELIGIBLE ON
DATE SERVICES PERFORMED.

IF TREATMENT EXTENDS BEYOND THIS
DATE YOU MUST VERIFY FURTHER
ELIGIBILITY WITH CLAIMS OFFICE.




