Date Return Original Of This Form To:
Eff. Date CoreSource, Inc.
Can. Date P.0. Box 279
, Div. Code Sheldon, IA 51201-0279
ATTENDING DENTIST'S STATEMENT
1. PATIENT NAME 2 RELATIONSHIP TO EMPLOYEE | 3. SEX | 4.FATIENT BIRTH DATE 5.IF FULL TIME STUDENT
Sell Spouse Child Other| M F Mo, Day Year Schoal City
o 0O O g |Ood
. EMPLOYEE /MEMBER/ SUBSCRIBER NAME (FIRST, MIDDLE, LAST) 7. EMPLOYEE SOCIAL SEGURITY NO EMPLOYEE BIRTH DATE
Mo Day Year

. EMPLOYEE MAILING ADDRESS

CITY, STATE, ZIP

AN

|
10. COMPAMNY (EMPLOYER) NAME AND ADDRESS AND /OR DIVISION AND PLANT LOCATION

CERTIFICATION — | certity that the foregoing information is true and corract.

’SIGNED (PATIENT OR PARENT IF MINOR)
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a
- IS SPOUSE 12 IF 50 WHAT IS 13. IS SPOUSE OR OTHER FAMILY MEMBER Cyes [CONo 14. NAME AND ADDRESS OF SPOUSE’S OR OTHER : SPOUSE BIRTH DATE
w COVERED WITH GROUP ACCT. NO.7 EMPLOYED? SO, SEC. NO FAMILY MEMBER'S EMPLOYER IN ITEM 13 1
z CoreSource, Ine.? It yas, Meambar's Name el ! Mo. Day  Year
1
g AT B A : | |
(Wl 15 1S PATIENT COVERED BY DENTAL PLAN NAME UNION LOTAL GROUP NO. NAME AND ADDRESS OF CARRIER
ANOTHER DENTAL PLAN?
E Cyes CINo If yes, indicate
(o ll AUTHORIZATION TO RELEASE INFORMATION — | hereby authorize any Provider, Insurer or other SIGNED {PATIENT OR PARENT [F MINOR) DATE
(= Organization ta release any information regarding the dental history, treatment, or benefits payable for
I this claim to the Plan Administrator or its authorized agent for the purpose of determining benafits
payable.
P |/ THORIZATION TO PAY BENEFITS TG DENTIST — | hareby authorize payment directly 1o the below [l SIGNEC (EMPLOYEE) DRTE
E named Dentist of the Dental Benefits otherwise payable to me.
o DATE

2413 THEATMENY RESULT
OF PATIONAL
lLI.NE"‘.s GR INJURY?

NO

e
YES

25 15 TREATMENT RESULT
OF AUTO ACGIDENT?

26. OTHER ACCIDENT?

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES A STATEMENT CONTAINING ANY MATERIALLY FALSE INFORMATION,
OR CONCEALS, FOR THE PURPOSE OF MISLEADING INFORMATION CONCERNING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT WHICH IS A CRIME.

—
IF YES, ENTER BRIEF DESCRIPTION AND DATES

27 ARE ANY SERVICES
COVERED
ANOTHER PLAN?

IF YES, NAME OF OTHER PLAN:

TIN, 18. DENTIST LICENSE NO. 20, DENTIST PHONE NO 28, IF PROSTHESIS, IS (IF NO, REASON FOR REPLAGEMENT) 29. DATE OF PRIOR
THIS INITIAL PLACEMENT
i PLACEMENT?
]
21. FIRST VISIT DATE | 22. PLACE OF TREATMENT 23. RADIOGRAPHS OR T How | 30, 1S TREATMENT FOR IF SERVIDES DATE APPLIANCES PLACED  MOS TREATMENT
CURRENT SERIES |OFFICE HOSP | ECF |DTHER MODELS ENCLOSED? | MANY? ORTHODONTICS? ALREADY REMA(NING
n o'!'g!d Owo Oves | ZOMIENIED:
CHECK ONE: 31, EXAMINATION AND TREATMENT PLAN — LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH ND 32 — USE CHARTING SYSTEM SHOWN
oy ’ TOOTH SURFACE DESCRIPTION OF SERVICE DATE SERVICE | PROCEDURE
O Dentist's Pre-treated Estimate #0R (is., M, O, (INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC.) COMPLETED NUMBER FEE
(date) LETTER D,B,LLA I LINE NO. MO DAy vEar] (See Reverns)

[l Statement of Actual Services

Indicate missing teath with an "' X"
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PART Il — TO BE COMPLETED BY ATTENDING DENTIST

FAGIAL

32 Ramarks (or unususl sEMVICES

IHEREBY CEATIFY THAT THE PROGEDURES AS INDICATED BY SIGNED (DENTIST)
DATE HAVE BEEN COMPLETED AND THE FEES INDICATED ARE
THOSE ACTUALLY CHARGED THE PATIENT REGARDLESS OF THE

EXISTENGE OF INSURANCE COVERAGE.

DATE

TOTAL FEE CHARGED




FOR THE EMPLOYEE

FOR THE DENTIST

1. Please answer all questions in Part | entitled "'TO BE
COMPLETED BY EMPLOYEE"".

2. Sign and Date the '‘Authorization to Release Informa-

tion"".

3. If you wish to have your benefits paid directly to the Den-
tist, sign and date the ''Authorization to pay Benefits to

Dentist"'.

If authorized, payment will be made directiy to your Den-
tist. A copy of the payment will be sent to you for your
records. Otherwise, payment will be made directly to

you.

4, If the patient has coverage under any other group or
Government plan, submit the same bills to the other plan

at the same time.

For claims involving Predetermination of Benefits:

1. Complete the section “TO BE COMPLETED BY AT-
TENDING DENTIST". Be sure to itemize charges for
each proposed procedure.

»

CoreSource, Inc. will review the treatment plan

and will provide the estimate of benefits

payable.

3. Review the form and benefit estimates with your patient
before the work is done.

4. When you complete treatment, return the form with the
treatment dates completed and your signature.

For claims not involving Predetermination of Benefits:

1. Complete Part II.

Be sure to date and itemize charges.

2. Sign and date bottom of claim form when work is com-

pleted.

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

|. DIAGNOSTIC/GENERAL

Examinstions

0110 initial Oral Examination
0120 Parodic Oral Examination

Radiographs
0210 lntraoial-complete seckes

0220 Intrsoral-singls, tirat fim

0230 Intracral-each additional film

0272 Bitawing, two films

G274 Biewing, lour flims

0330 Panoramic-maxillsry snd
mandibular-single film

Il. PREVENTIVE

DCiental Prophiyiaxie linciuding scaling & polishing)
1110 Adubts
1120 Ghikdran undar 14

Fluocida Treaiments
Topical application of sodium fluoride, four treatments
1210 Excluding prophylaxia

Topical spplication of stannous Muonide, one (reaiment.
1220 Excluding prophylaxia

Space Malrainers

1610 Fined, unilateral type

1616  Fixed, bilateral typs

1620 Removable, unilateral type
1625 Raemovabie, bilateral typs

Iil./Restorative (Con't)

Crowns-Single Aastoralions Only

2710 Pleslic {acrylic)

2711 Plasic-prafabricated

2720 Plastic with goid

2721  Piastic with non-pracious matal
2722 Plaalic with semi-precious metsl
2750 Porcalain with gotd

27561  Porcelain with non-precioun metal
2752  Porcelain with semi-precious metsl
2700 Gold {full cast)

2781 Mon-precious melal - full cast
2782 Semiprecious metal - full cast
2810 Gobd (% cant)

2830  Stainless slesl

2801  Postand core In mddition
2802 Steel postand to above:
composite ac par tooth

amelgam

Other Rouloralive Services
2010 Racement inlays
2020 Reacemen! crowns

./RESTORATIVE

Amaigam Rastorations (deciduous Leath)
2110 Amalgam-one suriace

2120 Amalgam-two suffacas

2130 Amalgam-ihres surfaces

Amaigam Restodalions (permanent testh)
2140 Amabgam-on,

2181 Amaigam-Tour swlaces

Silicate Aeatneationn
2210 Silicals cemen:por rastoration

Filled or Unfilled Resin Reslorations

22m n-one aurlsce

2331 ntwo surfaces

2332 n-thees suraces

2334 Compasiie remin, invobving incisal angls

Gold inlay Restoratione
2520 Iolay, gold-two surfacen
2530 inlsy, gold thras surlaces

IV. ENDODONTICS

Pulpotomy {sxcluding realorstion)
3220  Therapeulic pulpolomy

FRoot Canal Therapy (includes treatmant plan, cllnical
procedurae, And (oliew-up care] sxciudes restoration)
3310 One canal

3320  Two canals

3330 ranals

Parispical Servicos
3410 Aplcosctomy, parformed 8s 8 ssparate
aurgical procedure.

¥Yi. Prosthodontics-Remov. (Con't)

Panisl Danturea

Acrylic Bass

6211  LUpper without clasps

5212 Lowsr withoul cinsps

8218 Upper with two chrome cla

5238  Lowaer with two chrome cla

5231 Lownr with chroma lingual
acrylic bass

5241 Lowes with chiome lingual bar and twa clasps,
cast

5281 Upparwith chisma palatsl bar and two clasps.
acryiic base

5281 Upper with chroma palatal bar and two claspa,
a8l bang

nd two claspe,

‘Adjuatments to dentures (8 mos. after inataliation or by den-

1ist othar fhan dentist providing apphances)
5410 Gomplaie donture

5421  Partial denture (uppec)

5422 Panial denture (lower)

Repalr bioken complele of partial dentura
5810 Notesth damaged

5820 Hoplace ona broken loath

5830 Replace additional teeth, sach loath

5840  Feplace broken 100th on deature, no othar repairs

Adding teeih 1o partial 1o replace extracted tooth
5850  Each tooth not involving clasp

5880  Each taoth involving clasg

5730 Relining upper or lowsr complate danture (ot
B740  Aelining upper of lower partial denture (office
5750 Relining upper or lowsr complete damure (sl

Vil. Prosthodontics-Fixed (Con't)

8780 Gold (% caat)

8780 Gold (full cant)

8781  Mon-procious metal (hull cast)
8782  Semi-precious metal (full cast)

Othar servicas
8030 Recemen! brigge

Vill. ORAL SURGERY

Al Includa tocal and

care)

Simple axlractions
T110  Single tooth
7120 Each additional 1ooth

Surgical Extractions

7210 Erupted tooth

7220 Soff tissus impaction

7230 Partiel bony impaction

7240 Complate boay impaction

T24)  Complels bony impaction presenting viusual
ditficyity and circumstances

{ourgical

of ridga for d ),
por quadrant:

7310 In conjunction with sxtractions

1320 Mol in conjuntion with a kifactions

IX. ORTHODONTICS

[~ Full Banded

6760  FAslining upper of lower partial denture (

V. PERIODONTICS

Surgical Services
4210  Ginglvectomy of gingivoplaaly. pet quadriant
42080 Osssout AUTGeTY, per quadian!

Adjunctive Servicen

4330 Occlunal adjusiment {limited; not
nvolving 1 al

4331 Occlunal adjusimant (complets; not
involving reatoration)

4340 Rool Planing, antive mouth

4341 Root Planing, per quadrant

Miscellanecus Sarvicas

4070

P .
procadurs s following actlye parisdonial iherspy)

VI. PROSTHODONTICS-REMOVABLE

Complete Denturias

8110 Complate upper
5120 Complels lower
5130 tmmadiate upper
5140 Immedinte lawer

Vil. PROSTHODONTICS-FIXED
Fixed Bridgen

Bridae Pontics

6210 Casl gold

8211 Canl-ion piscious

#8212 Casl sami-precious

B240  Porcelain fused 1o gold

8241  Porcelain fussd 10 non-precious metal
B242  Porcalain luasd 10 semi-praclovs matal
6260 Planiic processad to gold

8251  Planlic processed 10 noa precious metal
8262 Plastic processed 1o semi precious metal

Abutmants
8520 Two surface gold ilay

BE30  Thras ormods surfacs goid Inlay
8540 Gold inlay. (ontaying cusge)

Crowne

6710 Plastic (aceylic)

8720  Piastic processsd 1o gold

8721 Planiic processsd o non pracious matal
8722 Plantic processad 1o sami-pracious melal
8750 Porcelain tussd (o gold

8761 Porcelain fused 10 non precious metsl
8782  Forcelaln fused 10 semi precioos metal

Y ¢ g
radiographs, diapnoatic casis and rreafmanl pla.
and firal monih of active treatment inchsding el ac
five and rafention appliances

8030 Aciive freatment. permonth after sl montty

Cthar Orthodontic Trealment

Appllancaa for Tooth Guidance
8110 Removable
8120 Fived or comented

Appliancas 10 Contral Harmid Habite
8210 Remoyable
8720 Fixed of cemented

X. ADJUNCTIVE SERVICES

Emargancy Trastment
2110 Fallialive (emergency) (eaimen! ol dental paia

2185



