Guardian
Group Dental Claims

= e Guardian Life [nsurance PO . * -
GUARDIAN" Do es Spokane 1A 992102459 Attending Dentist’s Statement

Patient Section

Check one: [T Dentist’s pre-freatment estimate {1 Dentisf’s statement of actual services
1. Patient name 2. Relationship to employee 3. Sex 4. Patient birthdate 5. [t full time student
first mi last 1 sof 7 ehid M F MM DD YYYY' school city
{1 spouse [ other '
6. Empleyee’s rame 7. Employee 8. Employee birthdate 9. Employer {company) - 10. Group number
and mafling address Sacial Security Number MM DD YYYY name and addiess
1. 15 palient coveted by anather dental plan? 12-a. Name and address of carrier(s). 12-b. Graup no.{s) 3. Name and address of employer

Cives INo Ifyes, indicate:

AUTHORIZATION TO RELEASE INFORMATION - | hereby autharize any Provider, Insurer, or other Organization | $iged (Patient or parent i minor) Date
to refease any information regarding any infermation regarding the denta history, Irealment, or benefits payable for
this elaim to the Plan Adminisirator or ifs authorized agent for the purpase ot determining benefits payable.

: A . Signad {Employee) D&t
AUTHORIZATION TO PAY BENEFITS TO DENTIST - 1 hereby authorize payment directly 1o the below named i
dentist of the denta! benefits ctherwise payable lo me, -

Signad (Patient ar parent f minor) Dafe
CERTIFIGATION - | certify that the foregoing informatien is frue and comract,

Any person who knowingly and with intent to defraurd any insurance company or other person files an application for insurance or statement of claim containing any
malerially false infermalior, or conceals for the purpese of misleading, information concerning any fact material therato, commits a fraudulent insurance act, which is a
crime. :

Dentist Section

14, Dentist name . . 22. s treatment result Mo 1Yed |ff yes, enter brief description and dakes.
’ of cecupational "
. . fliness or injury?
15. Mailing addrass : ’ 23. 1s treatment & result
' | of auto accident?
24, Other accidon(?
City, Stale, Zip 2. Aze any senvices
covered by
" another plan? )
16, Dentist Soc. Set. of T.LN. 17. Dentist ficense no. 18. Dentist phone no. 26. If prosthesis, is (it no, reasen for replacement} 21 Date of prior
: this injtial . placament
i placement? .
18. First visit dale 20. Place of ireatment 21. Radiographs or No [Yes | How | 28. Is treatment ior . H sefvices akeady  Dateapplances  Mos. trealment
current series l{}ﬂioe [ Hosp | ECF | Other | models enclosed? many? |  orthodontics? commenced placed temaining
. ’ ’ enter:
. N 28_ Examination and irestment plan: List in order from tooth no. 1 through tooth no. 32 - Use the charling system shown. For
identify missing teeth with an "x* Tooth | Surface | Description of service " Dale setvice Procedure Fea administrative
FACIAL #ar (ncluding x-rays, prophylaxis, material used, elc.) petermed number uge only
fetter Lina Mo, mo. day year
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30. Remarks for unusual setvices i l i
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| hareby certify that the procedures as indicated by date have been completed and that the fees subsmitted : Total Fes |
are the actval fees | have charged and intend to collect for those procedures. Charged
Signed (Dentist) Date Max allowsble
g Deductitle
Carrier %
Carniet pays

GGC5/OL  {11/99) : ’ ' Pafient pays




