Y Aetna

Dental Benefits Request

Mail to: Aetna U S Healthcare
P. O. Box 14066
Lexington, KY 40512~ 4066

TO BE COMPLETED BY EMPLOYEE

1, Employer's Nara

2. PolieyXroup MNurmber Segnch Number

100384

3. Employes's Socal Security Momer

4, Employos's Name

4

. Empluyes’s Bidviats (MMDGYYYY;

[ E] Active E:} Retired

Prate of Retiroment

7. Ermploves's Address dnchude 1 codel (] Acgess is rew

8. Emgioyes's Daytime Telephone Mumber

9. Patient's Name

13, Patierds Address {f dflorend Fom employes)

5
D Male E] Femalke {:]

Ny m Yes

{ !
13, Patients Sovial Security Number 1. Patents Binhdate SAWODAYYYYL 112 Patents Relstionship o Emploves
Elseir [lspouse [Jcowita [ Other
14, Paters's Sex 15 Fut Tame Stagtent |16, Pafient’s Expecied Sraduation Date |17, Name of Schoot ity

18, Palienls Martal Status
(M sarricd ] Single

m No Z} Yas

8. is patient empioyed? 120, Name & Address of Empioyer

m No D Yes

of adimarestraler:

21, Arg any lamily members expenses covered by anolher group headh plar. group pre-payment plan (Biue 22 #yes, lisl policy o ConwraCt Rdider, policy of contract rumber(s) and nameladtress of EWATCE COMpany
Cross-Biue Shield, s1e.), oo faull aulc insurance, Medicare of any federat, state or local government plan?

| e

TEE Wemvers Namg

" Jeh. Yember's Birthate MMTOYYYY)

28, 15 claim reiated fo an accident?
a No E3 Yes if ves, date

ume

27 Is clain related to employment?

Clam Clpm Eive Oves

28 To alf providers of dental care:

clatm has been sabmined,

You are authorized to provide Aewma Life Insurance Company or one of its affiliated companies ("Aetna”), and any independent claim adeministrators and eensulting dentat
professionals and utilization review organizations with whom Aemna has contacied, information concerning dental care, advice, treatment or supplies provided the patient.
This information will be used o evaluate claims for dental benefits. Aetna may provide the employer named above with any benefit calculation used in payment of this
claim for the purpose of reviewing the experfence and operation of the policy or contract. This authorization is valid for the term of the policy or contract under which a

Pknow thet T have a right {o receive a copy of this authorization upon request and agree that a photwgraphic copy of this authorization is as valid as the original.

Patient's or Authorized Person's Signature Dale
9. Tauthorize payment of dental benefits 1o the dentist or supplier of service.
Patient's or Authorized Person's Signature Date

TO BE COMPLETED BY DENTIST

E:} Request for Pre-Treaument Estimate

E} Statemen of Services Rendered

31. Dentists Name & Address (nchude 2 code)

32, Telephane No.
( }

33. Dentist License No.

taxpriysr identitying number.

34, Erfer e axpayer Jdentiving rerber 10 b6 used 101 1095 15,

pOFing PUrPOSES. You are required under authordy of aw to Rarnish yoor

35. First Visit Date Current Serdes

36. Place of Tratment

i:] Office [} Hosp. [l EecE [j Other

7. Ragiographs or models enciosed?
I Ne [ Yes How many?

is Featment result ok

Mg Yos {#yes, enler brisf description and dates

38, octupaticnal finsss of injury?

39, auly accider?

A0 ofher gockien?

41, gt arly seivines codeted by arblher plan?.

42, # prosthesis, 16 this inftial placement?

e of prior placement and reason for replacement

43. 15 teatment lor ortfodertics? - {Date appliarice placed: Initial Appiiance Fee:
e, of months of reatment Monthly Fee:
, e o |Mos o veagmert iemaining: . Vot Case Fee:
4. Ta expaite clam hanging,identdy al 45, Examination ard széa_m plan. List inorder from oot no. 1 through looth s 32, Use sharting system shown.
Tohe [FPmvisslly | (Sobe  {Desoibion of Buvke (orave ploptvlons, miltrds Dty Semvioe Boriormed 1 Prociiare o
of Latter Extracted, Give Dae sed. 80, MM OO YIYY  Pmber
; i
i i
! i
A
H !
R
| i
[T

Elentist’s Signature

46, | horeby certfy that the procedures as indicated by date have been completed and that the fees submdsted are the attuaf fees | {Total charge $
have charged thds patient and intend 1o acoept for those procedures.

Drate

Amnount paid $
Balasce dug 3
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%“ Aetha Dental Benefits — Claim Instructions

Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any cther person.
Penaifies include imprisonment and/or fines, In addition, an insurer may deny insurance benefits if faise information materially relared o claim was
provided by the applicant.

California Residents: For your protection, California law requires notice of the following: Any person who knowingly and with intent to defraud or
deceive any insurance company files a statement of claim containing any materially false, incomplete or misleading information is guilty of a crime
and muay be subject to fines, confinement in a state prison and substantial civil penalties.

Colorado Residents: An insurer or agent whe knowingly provides false or misleading information to defraud a claimant regarding
insurance proceeds must be reported to the Insurance Division.

Pennsylvania Residents: Any person who knowingly and with intent to defrsud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of maisleading, information concerning any
fact material thereto comumits & fraudulent insurance act. which is a crime and subjects such person to criminal and civil penalties.

NOTE: INCOMPLETE CLAIM FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION. THIS WILL
DELAY THE PROCESSING OF THE CLAIM. FOR FASTER, EASTER SUBMISSION OF CLAIMS, THE PROVIDER MAY
CONTACT THE AETNA CLAIM PROCESSING CENTER FOR INFORMATION REGARDING ELECTRONIC CLAIM

SUBMISSIONS.
TO THE EMPLOYEE

1. Compiete items one (1) through twenty-seven (27) in full. Be certain to sign the authorization to refease information block ¢28).
2. If you wish 1o have your benefits for this claim paid directly to your dentist, sign the block (29).

If total charges for the planned course of treatment are expected (o exceed the minimum Predetermination dollar amount stated in
your dental plan booklet, it is suggested you file for Predetermination of Benefits. Aetna Dental™ will notify your dentist of the
benefits payable.

NOTE: YOUR DENTAL COVERAGE IS SUBJECT TO SPECIFIC LIMITATIONS AND EXCLUSIONS. PLEASE REFER TO
YOUR DENTAL BOOKLET FOR DESCRIPTION OF COVERED EXPENSES, DEDUCTIBLE AND COPAYMENT
INFORMATION, AND LIMITATIONS AND EXCLUSIONS.

TO THE DENTIST

1. COMPLETED SERVICES — Check the box noted "STATEMENT OF SERVICES RENDERED" and complete items 30 through
46. When entering the treatment plan on the form, please indicate a separate fee for each individual service rendered.

2. PREDETERMINATION OF BENEFITS — If total charges for this claim are to exceed the minimum Predetermination doHar amount
indicated in the employee's Dental Plan Booklet (and treatment is not emergency in nature}, Predetermination of Benefits is
suggested. Check the box marked "PRE-TREATMENT ESTIMATE", and complete items 30 through. 40,

NOTE: PREDETERMINATION OF BENEFITS IS ONLY INTENDED TO AVOID MISUNDERSTANDINGS BETWEEN THE
EMPLOYEE, DENTIST AND INSURANCE COMPANY CONCERNING BENEFITS PAYABLE. YOU AND YOUR PATIENT
ARE, OF COURSE, FREE TO PURSUE ANY TREATMENT PLAN YOU! THINK BEST,

3. If the emplovee indicates that benefits should be paid directly to the dentist, then these benefits will be sent directly to you with an
mformation copy of the transactions to the employee.

#X-rays taken for metal restorations and crowns should be submitted with treatment plan. They may also be requested for other
services. X-ravs will be reviewed by practicing Dentists and returned promptly.

TO THE EMPLOYEE & DENTIST
Send the completed benefits request and the bills to the Aetna Dental™ office that services your employer.
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