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DENTAL CLAIM FORM

Date of Service Int'l Tooth Code Tooth Provider's Fee Laboratory Charges
YYYY MM DD Procedure Code Surfaces Total Charges Allowed Amount Code

This is an accurate statement of sewices performed and

TOTAL FEE SUBMITTED
the total fee due and payable.

Provider Signature : Date :

INSTRUCTIONS FOR CLAIM SUBMISSION:

Please carefully fill in all pertinent areas and sign the completed form. (Refer to SSQ Identification Card for correct patient information). Incomplete or incorrect claim forms will
be returned or rejected and will result in a delay in reimbursement.

PART 2 - PARTICIPANT All claims must be submitted within 12 months of the date of service.
Participant's Name (Please Print) SSQ Certificate Number Participant's Date of Birth
YYYY MM DD
Last Name First Name | |
PART 3 - PATIENT INFORMATION
Patient's Name (Please print) Sex Female[ ] Male [] Patient's Date of Birth
YYYY MM DD
Last Name First Name | |
1. Patient: Relationship to Plan Member, 3. Is any treatment required as the result of an accident? If |:|

Yes, please complete the Dental Accident Report form.




