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WELFARE FUND

2111 W. Lincoln Hwy., Merrillville, IN 46410

(219) 769-6944 TOLL FREE USA 1-800-759-6944

EMPLOYEE SECTION: Complete This Section Bsfore Taking This Form To Your Dentist

ATTENDING DENTIST STATEMENT (Check One)
[ Pre-Treatment Estimate [] Statement of Services Received

EMPLOYEES NAME Middie LOCAL UNION RO SOCIAL SECURITY NO.

172

First Last

PHONE NUMBER
)

EMPLOYEES MAILING ADDRESS STATE

ZIP CODE

EMPLOYER'S (CONTRACTOR) NAME & ADDRESS

DATE PATIENT FIRST TREATED

PATIENT'S RELATIONSHIP TO EMPLOYEE
Self d Spouse. " Child

it

PATIENT'S NAME  First Middie

Mo

PATIENT'S BIRTHDATE

i Date
' i

Year

O no

IS PATIENT COVERED BY ANOTHER DENTAL PLAN? D YES

IF YES. GIVE - DENTAL PLAN NAME, CARRIER NAME, ADDRESS, POLICY NUMBER AND NAME OF POLICYHOLDER

| HAVE REVIEWED THE FOLLOWING TREATMENT PLAN AND | AUTHORIZE RELEASE OF ANY INFORMATION RELATING TO THIS CLAIM

Signed Patient or Employee Date

ARE BENEFITS TO BE PAID DIRECTLY TO PROVIDER? D YES D NO IF YES, READ AND SIGN
| UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ANY CHARGES NOT COVERED BY THIS AUTHORIZATION

Signed Employee Date

| HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW NAMED DENTIST

DENTIST SECTION:

DENTIST NAME

RESOTBENT
Bt

IF YES, ENTER BRIEF DESCRIPTION AND DATES

ADDRESS IS TREATM;NT
7

réz qu AUTO
OTH

CITY, STATE, 2w IF YES, PLEASE IDENTIFY PLAN

R ACCIDENT?
ARE ANY
oY A

RVICES
Y
DENTIST S S NO OR TAX 1D NO DENTIST LICENSE NO. DENTIST PHONE NO. PROSTHESIS. IS
INITIAL ;

IF NO. REASON FOR REPLACEMENT

ATE OF PR
L EMENT‘Oﬁ

How
Many?|

RAPHS OR

PLACE OF TREATMENT RADIOG!
MODELS ENCLOSED

PFFICE HOSP.  ECF OTHER

FIRST VISIT DATE
NCED

TE

RVICES DATE APPLIANCE PLACED MOS TREATMENT
Y REMAININ

G

For

Claim Office
Use

Only

EXAMINATION AND TREATMENT PLAN — LIST IN ORDER FROM TOOTH NO. 1 THROUGH 32
LISE CHAATING SYSTEM SHOWN

DATE
SEAVICE
PERFORMED
MO DAY YR

DESCRIPTION OF SERVICES
INCLUDING X-RAYS, PROPHYLAXIS,
MATERIALS USED. ETC

sum-
FACE

PROCEDURE
NUMBER

Tooth
on
Letter

ELIG: e

BY:

LABIAL

COMMENTS:

TOTAL COVERED

COINSURANCE

TOTAL

FUND PAYS

PATIENT PAYS

| HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE HAVE BEEN PERFORMED ON THE DATES COORDINATION OF BENEFITS

INDICATED

AMT CHARGE AMT CO B
DENTIST'S SIGNATURE i 1

I |
4 il

DATE

| HEREBY CERTIFY THAT | HAVE REVIEWED THE PLAN OF TREATMENT AND THE FEES TO BE CHARGED, AND L

BALANCE DUE
[

|
L

UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR THE CHARGES NOT COVERED BY THE PLAN

EMPLOYEE'S SIGNATURE DATE

“THE BENEFITS INDICATED WILL BE PAYABLE IF THE SERVICES LISTED ARE PERFORMED WITHIN SIXTY DAYS AND
WHILE THE PATIENT IS COVERED UNDER THE PLAN SUBJECT TO THE POLICY PROVISIONS AND COORDINATION

OF BENEFITS WITH OTHER GROUP PLANS. FUND OFFICE.

PATIENT MUST BE ELIGIBLE ON
DATE SERVICES PROVIDED
|F TREATMENT EXTENDS BEYOND THIS DATE YOU
MUST REQUEST FURTHER ELIGIBILITY FROM

o TR





