DENTAL CLAIM FORM

If the cost of trealment is expected to exceed $300, a pre-reatment estimate should be compleled

The physician or denlisl must indicate: A list of every racommended dental procedure; and the
charge for each procedure and provide supporting pre-trealment radi

CHECK ONE: $CBOON-CHAPMAN

0 BENTIST'S PRE-TREATMENT ESTIMATE
D1 DENTIST'S STATEMENT OF ACTUAL SERVICES

1. PATIENT NAME 2. RELATIONSHIP TO EMPLOYEE

¥ SELF 3 SPOUSE

5. 15 DEPENDENT A FULL TIME

O CHILD STUDENT? ___YES __ NO

8. EMPLOYEE'S NAME {Last, First, Middle Tnitial} 7. EMPLOYEE'S 65N 8. GROUP NUMBER / NAME

"8 EMPLOYEE'S MAILING ADDRESS 10. CITY, STATE, ZIP

1. OTHER FAMILY MEMBERS EMPLOYED?
IF YES, MEMBER'S NAME
13. 15 PATIENT COVERED BY
ANOTHER DENTAL PLAN?
| HAVE REVIEWED THE FOLLOWING TREATMENT PLAN, 1 AUTHOREZE RELEASE OF
ANY INFORMATION RELATING TO THIS CLAIM.

12, NAME ANE ADDREGS OF EMPLOYER
BSN#

DENTAL PLAN NAME GROUP NUMBER 14. NAME AND» ADDRESS OF EMPLOYER

| AUTHORIZE DIRECT PAYMENT OF BENEFITS TO THE DENTIST OR SUPPLIER,

SIGNED {PATIENT OR PARENT IF MINOR) DATE SIGNED {EMPLOYEE} DATE
14. DENTISTS NAME 22. |s ireatment rosuit of Occupationad llinass or Injury? 3 YES O NO
If yes, give brief description and dales
15. DENTIST'S ADDRESS 23, Is trealment result of Aulo Accidenl? [ YES 01 NO
Clher Accident? O YES O NO
24. Ifyes, give brief descriplion and dales .
16. DENTISTS 5N OR TIN 17. LICENSE # 18. PHONE# | 25 |f Prothesis, is this initial placement? &0 YES ©  NO

If no, reason for placement
26. Date of placement

18. FIRST VISIT DATE
CURRENT SERIES

20. PLACE OF TREATMENT
[C10FKice 1 Hosp#al (b ECF
O Olher,

21. RADIDGRAPHS OR 27, Is Treatment for Ohodontics? 3 YES [ NO
MODELS ENCLOSED? 28. I services already commenced: Date appliances placed:

Monihs treatment remaining
OYES [0 NO
HOW MANY?

29, Identify missing teeth with 30. EXAMINATION & TREATMENT PLAN. LISTIN ORDER FROM TOOTH NC. 1 THROUGH TOOTH NO. 32. USE CHARTING SYSTEM SHOWN

g _ —
TOOTH SURFACE DESCRIPTION OF SERVICE {Including Xrays, Dale Senvice Performed Procedure FEE
Na. or Prophylaxis, Materials Used, Elc.) Mo, Day  Year Cade
Letter

THEREBY CERTWY THAT THE PROCEDURES AS HDICATED BY DATE [ WL BE [JHAVE BEEN COMPLETED.

SIGNED DATE

TOTAL FEE CHARGED

MAXIMUM ALLOWABLE

DEDUCTIBLE

REMARKS:

PLAN %

PLAN PAYS

PATIENT PAYS

RAIL CLAIMIS TO: Boon-Chapman, P O Box 9201 Austin, TX 78766




VISION CLAIM FORM

PATIENT INFORMATION
[T ELOTEES 554

§CBOON-CHAPMAN

5. PATIENTS ADDRESS {Ho, S7ee)

5. PATIENT RELATIONSHIP TO EWPLOYEE

1. EMCLOTLE S 55¢ GAOUD NOMBER CROUT HAME
597 San Antonioe Pofice Officers and Firefighters Benefit Plan & Trust
2 PATIENT S NANE (Lasl Name, Frel ame, Wddle buialy 4 PATENTS BHTHDATE B 4 ENPLOVEE S NARE (Last Name, Firsl Name, Madds nda)
(it ] | MOgfo

7 ENFi OYEES ADDRESS (o, Steel)

¢. EMPLOYER'S HAWE OR SCHOOL HAVE

d. PLEASE PROVIDE ACCIDENT DETALS:

Belf ] Spouse [u} Chid o Oeher o
CheY STATE 8. PATIENT STATUS CIY STATE
Sinpla ] Mamed O Oiher |
2P CODE TELEPHONE (Inciude Area Code) E L] Fulfime Student a Partiime Student D 1 CODE TELEPHONE (indude Aea Code)
{ ) ) { ]
8. OTHER NEURED'S HANE (Last name, Fest Hama, Mddle indel} 106, 35 PATIENTS CONDITION RELATED TO‘.A 11, EMPLOVEES POLICY GROUP
2. EMPLOYMENT? {CURRENT OR PREVIOUS)
OTHER INSURED'S FOLICY OR GROUP FUNBER 0 s ghe EVPIOVEES DATE OF B TEX
a. g = b, AUTO ACCIGENT? PLAGE (State) - REH
YES KO { 1 (mmsdin} t ! Mo fo
N HER kN
b. OTHER HNSUREDS DATE OF BRTH 8EX e oG i b. CLAMS ADMNISTRATCR
YES MO
(medely) I "o Ffo d Boon-Chapman

P. O, Box 8201

Austin, TX 78766
EDTPAYER ID #74238
1(800)936-7689

3. IHSURARCE PLAN HANY: OR PROGRAM TUNE

€ IS THERE ANOTHER HEALTH BENEFTT PLAN?
8] YES DNO if yes, retum 10 and completz kem 9 ad

assignment betow.
SHSNED

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. | authorize the refease of any medical or other information
necessary to process Lhis claim. | alse request payment of govermmend benefits either lo myself or to the party wha accepts

DATE

13. AUTHORIZED PERSON'S SIGNATURE. | autherize payment of medical
banefits to the undarsigned physician or suppfier for services described
below.

SIGNED

PHYSICIAN OR SUPPLIER INFORMATION

T4, DATE OF CURRENT LLNESS {Frsl sympiomy OR HJURY (Acetdent; OR

16, fF PATIENT HAS HAD SAVE OR SHALARILNESS GVE

16 DATES PATIENT LHASLE TO WORK N CURRENT OCGUPATION

DATE

PREGNANCY §.MP) (mmiddhm | | FIRST DAYE {rm/ddyn [ I FROM {menidenn TO (mmiddivi)
17. MAME OF REFERRING PHYSICIAN OR OTHER SOURCE 6. LD, NUGVZER OF REFERRRIG PHYSICLAN 18, HOSPIFAL DATES RELATED TO CURRENT SERVICES 20, OUTSOELAD? % CHARGES
FROM (mmicd?y) TO (mmAddiy) O¥Es e |
21, DIAGNOSIS OR NATURE OF KLNESS CRINJURY (RELATE ITEXMS 1,2, 3 CR 4 TOITEM 24E BYLINE) 2Z. MEDICATD RESUBMISSON
CODE | ORIGMAL REF. MO,
i . 3. -
| — %, PRIOR AUTHORCATION HUVBER
2.1 . L%
24_A B c i} __E F ] H 1 4
DATE(S) OF SERVICE Hace of Type PROCECURES, SERVICES, OR SUPFLIES DHAGROS!IS $ CHARGES DAYS G EPSCT
Fram {mm&dh}  Fofmmiddyry Hervice ol Senice (plain Unusual Craumstanca) CODE UNETS Famiy NG coB
CPTHCPCS |  MODIFER Pian
1
2
3
4
5
a
25, FEDERAL TAXLD. NUMBER 8SH EN 26. PATENTS ACCOUNT NO. 27, ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 298 NT PAG 30, BALANCE DUE
a o v pte
—— A itk e - o s —
31, SIGHATURE OF FHYSICIAN GR SUPPLIER 32 NAME AND ADDRESS OF FACLITY WHERE SERVICES WENRE RENDERED (f 33, PHYSICIAN/SUPPLIER BRLENG ADDRESS:
other than homs or office}
F— Pitiée GRPY¥
SIGNED I

TR




