DENTAL CLAIM FORM
RETURN THIS FORM TO:

AMERICAN BENEFIT CORPORAT'NIN
> EASE INDICATE CLAIMS ADMINISTRATION AT

3 Pre-Treatment Estimate (Services in Excess of $100)* A@Q@UUS Route 60 «
7 Actual Charges *Ona, West Virginia 255459507

TO BE COMPLETED BY THE EMPLOYEE o

Employee's Name Married Single Social Security Number
Employee’s Address Number and Street - City State Zip Code
Eii—almé?cmr Self Spouse  Child Wiiependent’s Name o Dependent's Date of Birth

t child is 19 years old or older is (s)he ttenging school on a full-time basis? Yes [ No _

s the person for whom this claim is being made covered by any other group plan? Yes No

name of School

Name of Group Policy Number

Name of Insurance Company ) Address

| authorize release to { any information required to process my claim. A o T

photocepy of this authorization may be honored.

Employee’s Signature

TO BE COMPLETED BY THE DENTIST
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REMARKS
T REREY AUTHORIZE PAYMENT GIRECTLY T0 THE BELDW NAMED DENTIST FOR THE SERVICES DESCRIBED ABOVE. _— "
EMPLOYEE'S SIGNATURE ] DATE: ~
"} HEREY GERTIFY THAT THE SERVICES LISTED ABOVE HAVE BEEN PERFORMED ON THE DATES INDIGATED. TOTAL COVERED &
. DENTIST'S SIGNATURE DATE: - TomL
T FLE ASE NOTE: FRE-DEYERMNATION OF BENEFITS DORS NOT GUARANTEE PAYMENT PLAN BAYS .
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