[peta Dental of Naw Yark

PO Box 2105

Mechanicsburg, PA 17055-2105
717-766-8500  B0C-932-0783
TTY/TOD 888-373-3582

TRANSACTION AND PREDETERMINATION INFORMATION

SUBSCRIBER INFORMATION

1. Policyhaider / Subscriber Name (Last, First, Middle ‘nitial, Suffix), Address, City, State, ZIP Code

D Statement of Actua] Services
[ epsow e x1x

13. Type of Transaction (Mark all Applicable Boxes)
D Request for Predetermination/Pre-treatment Estimate

I:] Encountar

14. Predetermination/
Pre-reatmant
Estimate Numbear

TREATMENT INFORMATION

15, Treatmant Resulting From
[j Qccupational linessfinury

D Auto accident

D Other accident

16. Date of Accident (MMDOCCYY)

[ 17. Aulo Accident State

18. Place of Treatment

[ Providers office [ | Hospital [ JECF [ ] Cther

19. Numbar of Enclosures {00 to 99)

2. Date of Bith (MMDDCCYY) 3. Gender 4. Policyholder { Subscribar 1D {SSN or ID#)
HYN;
S. Plan or Group 6. Employer
Numbar Name
PATIENT INFORMATION

20, Is Treatmant for Orthodontice?

[Jvo (skip21-22) [ Jves

(Complete 21-22}

21, Date Appliance Placed (MMDDCCYY)

7. Relatianship to Policyholder/Subscriber in #1 Above

I:I Self D Spousa E] DCapendent Child D Other

22. Months of
Treatmant
Remaining

DND

23. Replacament of Prasthesia?

[ves (compiete a4)

24, Data of Prior Placemant (MMDDCCYY)

OTHER INSURANCE COVERAGE

B Patient Mame (Lasl. First, Middle Initial, Suffix), Address, City, Stale, ZIP Code
25.Other Coverage? | | None || Dental (Compiets 286-32) || Medical (Complete 26-32)
26. Name of Cther Coveraga Paiicyholdar / Subscriber (Last. First, Middle Initial, Suffix)
27. Date of Birth (MMDDCCYY} 28. Gender 29. Policyholdar / Subscribar 1D (SSN or ID#)

Clw [)F
9. Date of Birth (MMDDCCYY) 10. Gender 11. Patient ID/Account # {Assigned by Dentist) 30. Plan or 31. Patient's Relationship to Person Named in #26
Gro
D M DF Nu""\':er D Self l:l Spouse |:| Dapsndent D Other

12. Remarks
32. Other Insurance Company / Dental Benefit Plan Name, Address, Cilty, State, ZIP Code
33. Diagnosis Codes A B. C. 0.
RECORD OF SERVICES PROVIDED
34. Procedure Date |35 Araaof |36 Tooth Number(s) [37. Tooth | 38. Quantity| 39. Procadure | 4 EI;EE"' 41. Description 42, Fes
(MMDDCCYY) Oral Cavity or Letter(s) Surface Cods (A, B, etc.) ) :
1
2
3
4
5
[
7
-]
MISSING TEETH INFORMATION Permanent Primary 43, Total
. fol

1 2 3 4 &5 6 7 8|98 1011 12 13 14 15 6|]A B C D E|F G H 1 2 Fee 0.00
44, (Place an ‘X' an each missing tooth)

32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17| T S R Q P |O N M L K

AUTHORIZATION - RELEASE OF INFORMATICN

45. | have been informad of the treatment plan and associated fees. | agree to ba responsibla for all
charges for dantat services and malerlals not paid by my dental banefit plan, uniess prohibited by law, or
1he treating denlist or denlal practice haa a coniraclual agreement with my plan prohibiting all or a pertion of
such charges. To the extent permitted by law, | consent o your use and disciosure of my protected haalth
information to carry out payment actvities in connection with this claim.

X

PatientGuardian signature Date

dantist or dental entity

X

AUTHORIZATION - ASSIGNMENT OF BENEFITS
46. 1 harsby authorize snd direct paymand of the dental benefits otharwise payable o ma, diceclly 16 tha balow named

Subscriber signature

Date

wisits) or have beean completed

BILLING DENTIST OR DENTAL ENTITY
47, Denlist or Entity Name, Address, City, State, ZI® Code

X

TREATING DENTIST AND TREATMENT LOCATION INFORMATION
53, | heroby cadify that the procedures as indicaled by date are in progress (for procedures that require multipla

Signed {Treating Dentist}

54, Treatment Localion Address,

City, State, ZIP Code--

48. NPL 55. NPI
49 License 0. gSN 56. License 7. :;';"c'&en;
Number TIN Number Code
51. Phone 52, Additional 58 Phong 58. Additional
Numbaer Provider 1D Numbar Provider 1D
Dets Duraal Entarprise Ciaim_Form
Varsion 1, Rev D 10122001



