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PLEASE READ BEFORE FILING YOUR DENTAL CLAIM

FOR THE EMPLOYEE

. PLEASE ANSWER ALL QUESTIONS IN PART I.
2. SIGN AND DATE THE AUTHORIZATION TO RELEASE INFORMATION.

] 3. IF YOU WISH TO HAVE YOUR BENEFITS PAID DIRECTLY TO THE DENTIST,
Assignment SIGN AND DATE THE AUTHORIZATION TO PAY BENEFITS TO DENTIST. A
COPY OF THE PAYMENT WILL BE SENT TO YOU FOR YOUR RECORDS. NON-

ASSIGNED BENEFITS PAYMENT WILL BE MADE DIRECTLY TO YOU.

4. IF THE PATIENT HAS COVERAGE UNDER ANY OTHER GROUP OR
GOVERNMENT PLAN, SUBMIT THE BILLS TO THE PRIMARY PAYER FIRST,
THEN, SUBMIT THE PRIMARY PAYER’S EXPLANATION OF BENEFITS
STATEMENT TO THE SECONDARY PAYER.

IF THE CLAIM IS NOT COMPLETED IN FULL AND/ OR SERVICES ARE NOT
Important COMPLETELY ITEMIZED, PROCESSING OF THE PAYMENT WILL BE DELAYED
UNTIL ALL REQUIRED INFORMATION HAS BEEN SUBMITTED.
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