United Teachers of Seaford
., Local 1780

Trust Fund

ORTHODONTICS FOR A DEPENDENT

CHILD ONLY

RETURN THIS FORM TO

United Teachers of Seaford
Trust Fund

c/o Daniel H. Cook Associates
1040 Avenue of the Americas,
24" Floor, New York, NY 10018
(212) 505-5050

PATIENT NAME: (print last namo first) SEX RELATIONSHIP TO MEMBER PATIENT DAT E OF BIRTH
om OSef OChid O Srouso oY. YR.
OF O Othor ,
|
MEMBER NAME (print last name first) Sex MENMBER'S 1.0. NUMBER MEMBER DATE OF BIRTH
oM MO. DY. YR
OF | |
|’ HOME ADDRESS Number and Street APT. HOME PHONE (include area coce)
CITYy ° STATE 2IP EMPLOYER PHONE (include area code)

MEMBER CERTIFICATION:

| certify that the information given is correct and authorize release of any
information necessary to process this claim.

Dale

Member Sign Hero

| hereby assign lo Dr.

-To bo signed, if Benofdts aro to be paid divectly to your doctor.
ASSIGNMENT OF BENEFITS:

assignment.

Dato

Member's Signature

the benafits | am enlitied to as reprosented by
this claim. | understand that | Am financaally rospons:ble for charges not covored andior paid by this

DENTIST NAME

IS TREATMENT RESULT
OF OCCUPATIONAL
ILLNESS OR I*JURY?

NO

YES

IF YES, ENTER BRIEF DESCRIPTION AND DATES

MAILING ADDRESS

IS TREATMENT RESULT
OF AUTOACCIDENT?
OTHER ACCIDENT?

CITY, STATE. 2IP

. ARE ANY SERVICES
i COVERED BY ANOTHER
PLAN?

CENTIST SOC. SEC. or TN, CENTIST LICENSE NO. DENTIST PHONE NO.

IF PROSTHESIS, IS THIS

(IF HO, REASON FOR REPLACEMENT) OATE OF

INITIAL PRIOR EMPLOYMENT
FIRST VISIT DATE PLACE OF TREATMENT RADIOGRAFHICS YE | HO | HOWY IS TREATMENT FOR If SERV.CES DATE APPLIANCCS NOS. TREAT.
CURRENT SERIES  Office Hosp. ECF Other  OR MODELS s MANY? | ORTHODONTICS? é;ﬁfﬁg‘ o PLACED MENT REMAINING
ENTER:
USE CHARTING SYSTEM ATLEFT. DESCRIBE YOUR TREATMENT PLAN OR SERVICES COMPLETED
OFF
Tooth DESCRIPTION OF SERVICE Dato cot USE
ofr Sur- (incuding X-RAYS, PROPHYLAXIS, MATERIALS USED, atc) Servico Procoduro FEE
Letter face LINE NO. Porfonned Rumber
—~ CHECK OME ONLY - TOTAL FEE CHARGED
ODENTISTS TREATMENT PLAN D DENTIST'S STATEMENT OF
{PRE-DETERMINATION) ACTUAL SERVICES:
1 horoby cortify that the abovo procedures oro | horeby certify thal the obovo prococuses were 1am 2 spocialist in:
nocossory (o bo performed rondered on the cates ndikated: 0O Orthodontics
Dontist's Signature Dato Dentist's Signature Dato




