e o timont estimat DENTAL CLAIM FORM it
entist's pre-treatmant estimate marg Compairy
HsES pre-ired = ) STANDARD FORM AND INSTRUCTIONS ARE ON BACK ?
{1 Dentlsi's statement of acfual services
1. Patlent nama 2. Ralaticnship to employes 3. Sex 4, Patient binhdata- & i( Tuil time studant
first m.i. last 0 salf O child m 1 . MM oo YYYY _ achuoct city
. O spouse O athar ' L '
. . H
‘
8. Employes/subacriber name 7. Employsa/subscribsr 8. Employes/aubscribar 9. Emplayar {compsny) 10. Group numbar
Bnd mailing sddress . soc. sec. aumbsr birthdals nams god addrass
MM l oD I Yyvy
11. i3 patisnt coverad by enother plan of benefila? 12-0. Noms and nddresa of earrier{s) 12-b Group no.(s) ° 13. Nama and addraas of employsr
Dental v :
Madlcal
1248 Employes/aubscriber name 14-h Employea/subscribar ' 14-¢ Employea/subscribar 15. Relationabip lo patiant
{if different thon patiant’s) soc. sec. number birthdata 0 selt a
MM oo v YYY =8 parant
l l 0O spouse O other

16. 1 hava rovl i the ot 1 plsﬂ.lu.uﬂmd:umlemolmyln(ommﬂonrﬂsﬂng
fo this cinfim. | uncdersiznd thal | sm reaponaible for sif costs of dental traatmant.

b

Signed {Patian, or parent it minor}

28. I {reatment resuit 1l yen, anter brief deacription and dass. T
of occupatlonal . -
l_llnn:.-s or injury?

27. 1s trenimont reault
-of nuta dent?

28. Qthac nccfdant

29. Ara any sarvices

covared hy
anather plun?

18, Mailing nddress

LI -

City, Stale, Zip

30. It prosthesis, (s the {If no, reanan for rupiacamant) 3

initial plocomant?

¥ 20. Dentist Sac. Sec. or TN, 21. Dantist license no. 22. Dentist phone no. . Dato of prior
piacamsnd

e 2051 . PIN RETENTION

3. Firal visit date 24, Ptaca of treatipant 25, Radiographs or Na [Yea] How | 32.)s traaimenl lor H 3arvicos alroody Oato appliancea Mas. troatment
currand seriea Oftice ‘ Hosp. ' EGF Other madals enclosed? ManyT, orthodontics . :ﬁ:g:mnmd pincud rumulnIr;g
"33, What amount has 34. Circled {oos a5,
paliont paid . todays chargea
& $ D PRE TREATMENT ESTIMATE §
DIAGHOSTIC PROSTHETICS ENDODONTICS
SERVICE SERVICE SERVICE
. DATE FEE DATE COMPLETE FEE DATE FEE
INITIAL PERIODIC 5110 UPPER DENTURE —_— TooTH
0710 EXAM 0120 EXAM....... 5120 LOWER DENTURE JU——— e 3110 PULP CAP DIRECT
— . 0130 EMERGENGCY EXAM \SMECIATE —— 3220 PULPQTOMY
. 0210 FULL SERIES/ING. B.W. 5130 UPPER DENTURE* R ROOT CANAL
e 0220 SINGLE FIRST X-RAY 5140 LOWER DENTURE 3310 ANTERIOR
0230 ADDITIONAL . PAATIALS . 3320 BICUSFID
0770 BITEWING X-HAY: 52— UPFER = 2330 MOLAR
—__027_ADDITIONAL # 52__LOWER EXTRACTIONT
et e 0330 PANOREX/ING. BW. 5630 ADDL. CLASP. —— 710 SIMPLE
. 0470 DIAGNOSTIC MODELS s6___DENTURE REPAIA # . 7120 EACH ADDL.
PREVEHRTIVE §7__RELINE U L —
— . 1710 ADULT, 11z0CHILD *PERIOONTICS . IPACTIONS
— 12__FLUCRIDE . . 7220 BOFT TISSUE
AMALGRH REETORATIONS gg}\emvwecmmv ___ 7230 PARTIAL BONY - e
TOOTH  SURFACES 1220 CURETTAGE ___ 7240 FULL BONY
T AREA ___ 7241 COMPLICATED"®
—2 4280 OSSEOUS SURGERY *CAOWHS {IDTY1IDUAL)Y
— 21 AREA R S .
e 21 een -} S e
e 2l £341 SCALING/AOOT PLANE —_— ——
—— 2 AHEA -/ SN JE—
213 __PIM RETENTION e 4610 PERIODONTAL PROPHY — e e
COMPOZITE RESTORATIONS GENERAL AMESTHESIA . 2520 Agcomari Crawn et
SURFAGES TIME . — . 2950 PINBLD.UP —
- 9110 PALLIATIVE TREATMENT __. 2952 __POST & CORE P
L TOOTH A FIXED REIOGE
—_—— —_— e
— OTHER —_— -
- - __8___ P
——) R | U [
— JES—

} by centily thetthe procadures ee Indlestad by date hava bean camplatad end thal tha kees sehmitled
gro tha actuel {oes | B chargad snd Intend Lo collect for thadw proceduras. .

B

Dato

G030 Rusament Bridga
6070 ~POST & COME

*SUBJECT TO SUBMISSION OF

Slgnod (Dontisty

THEATMENT PLAN &L X-RAYS




INSTRUCTIONS

HOW TO FILE A CLAIM
Complete questions 1 through 15 and sign on line 16.

Ask your dentist to complete the claim form after examination. The dentist should show the full
treatment plan.

PREDETERMINATION
If a course of treatment can reasonably be expected to be less than $300, the form can be
submitted when treatment is completed.

If a course of treatment can reasonably be expected to be $300 or more, follow these steps.

Complete questions 1 through 15.

Give the claim form to your dentist.

c. Have your dentist complete his section of the claim form, showing a description of the
procedures to be performed and the proposed fees. Your dentist should submit the
completed form, with x-rays to CoreSource, Inc at the address below.

d. CoreSource, Inc will review the description of the procedures to be performed and the
charges, and will notify you and your dentist of the benefit payable.

e. After the dentist completes the work, he should indicate on the claim form the specific

services performed, dates of service, and the charges. Your dentist should send the

complete claim form to CoreSource, Inc at the address below.

Sa

X-rays must be submitted with the claim form whenever the charge for the treatment plan
is more than $300.

Claim forms and questions should be directed to: ~ CoreSource, Inc
P.0O. Box 2920
Clinton, IA" 52733-2920
1-800-624-7130
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