
1. Type of Transaction (Mark all applicable boxes)

I Stut"r"nt of Actual Seruices ! Request for Predetermination/Preauthorization

POLICYHOLDEWSUBSCRIBER INFORMATION (For Insurance Company Named in

12. Policyholder/Subscriber Name (Last, First, Middle Initial, Sutfix), Address, City' State, zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFOBMATION

3. Company/Plan Name, Address, City, State, Zip Code

'15. Policyholder/Subscriber lD (SSN or lD#)13. Date of Birth (MM/OD/CCYY)

+oth"rD.nt"lorMedicalCoverage? [ruo lstips-tr1 l-lYes(complete5-11)

5. Name ol Policyholder/Subscriber in #4 (Last, First, Middle Initial' Sutfix)

18. Relationship to Policyholder/Sub

I s"rr n spou." I oepenoentcnild n other8. Policyholder/Subscriber lD (SSN or lD#)6. Date ol Birth (MM/DD/CCYY)

20. Name (Last, First, Middle Initial, Sutfix), Address, City, State' Zip Cods

10. Patient's Relationship to Person Named in #5

11. Other Induranca Company/Dental Benstit Plan Name, Address, City, Stats' Zip Code

23. Patient lD/Accounl # (Assigned by Dentist)21. Dare of Birth (MM/DD/CCYY)

26.
Tooth
System

F G H I JA B C D E

T S B Q P

I  1 0  1 1  1 2  1 3  1 4  1 , 5  1 61 2 3 4 5 6 7 8
34. (Placa an 'X' on each missing tooth) O N M L K24  23  22  21  20  19  18  1732 31 30 29 28 27 26 25

39. Number oI Enclosures (00 to
Oral lmage(s)

l l! Provider's otfice f] Hospital I ecr I oln"t
36. I have been inlormed of the treatment plan and associated fees. I agree to be responsibleJor all

charoes for dental seruices and materials iot paid by my dental benellt plan, unless prohibited by law,.or

the tieatinq denlist or dental practice has a contractual agreement with my plan prohibrtlng all or a.ponlon oI

such chardes. To thg extent permitted.by law, I consent to your.use end disclosuro ot my prolecleo nearn

inroi."tioi to 
""rry 

out payn:lsnt activiti6s in connection with this claim'
41. Date Appliance Placed (MM/DD/CCYY)40. ls Treatment for Orthodontics?

flruo lstip+t-+z) lves (complete4l'42)

44. Date Prior Placement (MMIDD/CCYY)

37. I hersby authorize and direct payment of the dental benefits otheruise payable to me, dir€ctly to lhe below named

dentist or dental entity. 45.Jrealment Resulting lfom

Auto accidenl I otner accident

47. Auto Accident State

AND TREATMENT LocATloN INFoRMATIoN g
BILLING DENTIST OR DENTAL ENTITY (Ueave blank it dentist or dental entity is not submifting

claim on behalf of the patient or insured/subscriber) 53. I hereby certily that the procedures as indicated by date are in progress (for procedures that require multiple

visils) or have been completed.

48. Name, Address, City, State, Zip Code

56. Address, City, State, ZiP Code

51.  SSN or  T IN

ADA. Dental Claim Form

4s.Y

52
To Reorder call 1-800-947'4746
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