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HEADER INFORMATION

CARBIER NAME AND ADDRESS:

{. Type of Transaction (Check =il appliicabla boxes)

D Satemant of Actual Services - QR — D Request for Predatemination/ Preauthorzation

[lersoTimue xix
i

2. Delta Dental of Hinois
PO Box 5402
Lisle, IL 60532

FRIMARY PAYER INFOFRMATION

3. Mame, Adaress, City, State, Zip Code

OTHER COVERAGE

e
16. Other Dental or Medical Coverage? [j Mo {Skip 17-23) ‘L_]Yes {Compiete 17-23}

PRIMARY SUBSCRIBER INFORMATION

4. Name (Lasl, First, Midcle Inital, Suffix), Address, City, Stale, Zip Code

17. Subseriter Name (Last, First, Middle initial, Suffix)

5. Date of Birth (MM/DD/CCYY) §. Gender T. Subscriber identitar (SSN or D&}

2, Pran/Grouh Numixer 9. Zmployer Name

18, Gender

L m;:

18, Date of Birth (MM/DD/CCYY) 20, Subseriber identfier (SSN or D)

PATIENT INFORMATION

1. Stdent Status

[Jrrs {ers

10, Relationship o Primary Subscriber {Check soplicable Hax)

[ sen [ vependent cnia [ ] omer

i} Spouse

22, Redationship 1o Primary Subscriber (Cheok appiicable bax)

E Seil [:E Spouse m Depandant D Other

21, Plan/Group Number

12, Name {Last. First, Migdle Iniial, Suffix), Address, City, Suate, Zip Code

23, Other Carrier Name, Address. City, State, Zip Cade

14. Gender

e LI

13, Date of Birih (MM/DDICEYY) 15, Patient iD/Account # {Assigned by Dentisl)

RECCRD OF SERVICES PROVIDED
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MUSSING TEETH INFOSMATION Parmanent Piniry 32, Othar :
) o t 2 3 4 & & 7 Big 10 11 1z 13 4 15 6[A B C D E|F G H 1 Faels) :

34, (Piace an "X’ on each misging iooth)
32 31 30 2% 28 27 26 2hi 24 23 22 21 20 1% & 17 T g R %] P &) N 4 L K 33. Tolal Fag | :

35. Hemarks

AUTHORIZATIONS

ANCILARY CLAM/TREATMENT INFORMATION

36 | havs been mformad of the reatmant plan and associated fess. | agree © be responsible for alt
chargas for dental services and malerials not patd by my denial henefit plan, unfass protibilad by iaw, or
the weating denlist or dental praciics has a contraciual agreament with my piar prohibiting &1 or 2 partion of
such charges. To fhe extent parmitiad by law, | consent to your use and disciosure of my protecied haslibh
information to carry oul payment activilies in connastion with this claim.

X

Patient/Guardian signature

Date

38, Place of Treaiment {Cheatk applicable box}

[j Frovidess Office [:[ Heospital D ECE D Chther

39, Number of Enclostres {00 to 597
Radicgraphis) Crsmagaefs)  kodaks)

L]

440, Is Treatment for Orthiadontica? 41, Date Appliance Placed (MMOD/COYY)

BNU {Skip 41-42) [:j\:'es (Complste £1-42)

42, Months of Treatment 44, Date Prior Placement (MM/DD/CCYY)

43. Replacement of Prosthesis?
Hemaining

37. Phereby authariza and direst payment of the dental benefils offrersize payable fo me, dirsclly (o the helow narred
dentist or denzal entity,

X

Subserber signature

Date

E:i Mo [::[Yas {Gompiste 44)

45. Treatment Resulling fram (Check applicable box)

D Auto accident

D Gecupational liness /injury E} Other accident

48, Date of Accident {MM/DIHCCYYY i 47, Auto Accident State

BILLING BENTIST OR DEMTAL ENTITY (Leave blank if dentist or dentai endily is not submitting

claim an behalf of the patient or insuredisubscriber)

THEATING DENTIST AND TREATMENT LOCATION INFORMATION

53. 1 hereby certify that the procedures as indicated by date are in prograss {for procecures that requlse multiple -

48. Name, Address, Gity, State, Zip Code

visits] or ave been compieted and Hat 1he fees submitted are the aclual fees | have charged and infend to
callect for those procedures.

X
Signed {Traating Dentist Date

. T
54, Provider 1D i 55. License Numhear

5&. Address, Cily, State, Zip Cate

49, Proviger 10 50. Ligensa Numbar 51 88N or TIN

52 Phope Number [ j -

8. Trealing Provider
53

57. Phone Numbar ( peciady




