
CHECK ONE: 

' ____ DENTIST'S PRE-TREATMENT ESTIMATE 

DENTIST'S STATEMENT OF ACTUAL SERVICES 

1. PATIENT NAME 

FIRST M.l. LAST 
p 
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11. IS PATIENT COVERED BY ANOTHER PLAN OF BENEFITS? 12-A. NAME AND ADDRESS OF CARRIER(S) 

DENTAL ________________________________ __ 

MO. DAY YEAR 

12-B. GROUP NO.(S) 13. NAME AND ADDRESS OF EMPLOYER 

T~~M~E~D~I~~=================================-_1--,-----------------------r-------------_j ______________ ,__l ______________________________________ ~ 
I 14-A. EMPLOYE8SUBSCRIBER NAME 
0 (IF DIFFERENT THAN PATIENrS) 
N 

14-B. EMPLOYE8SUBSCRIBER 
SOC. SEC. NUMBER 

14-C. EMPLOYE8SUBSCRIBER 
BIRTH DATE 
MO. I DAY YEAR 

I HAVE REVIEWED THE FOLLOWING ffiEATMENT PLAN. I AUTHORIZE RELEASE OF ANY INFORMATION RELATING TO I HEREBY AUTHORIZE PAYMENT 
THIS CUAM. I UNDERSTAND THAT I AM RESPONSIBLE FOR ALL COSTS OF DENTAL TREATMENT. OTHERWISE PAYABLE TO ME. 

15. RELATIONSHIP TO INSURED 

0 SELF 

D SPOUSE 

0 CHILD 

0 OTHER 

TO THE BELOW NAMED DENTIST OF THE GROUP INSURANCE BENEFITS 

~----------S-iG __ N_A_.T_u_•R_E_:_O_N_'_I_"!_L_.E_:_N_0_1_-_A_C_;f_:f_:P_.'_·r_A_B_L_f_. ________________________ ___ 
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16. DENTIST NAME 

SIGNED (INSURED PERSON) 

24. IS mEATMENT RESULT 
OF OCCUPATIONAL 
ILLNESS OR INJURY? 

DATE 

NO IF YES, ENTER BRIEF DESCRIPTION AND DATES. 

i~17=.=M=A=IL=IN=G=A=D=D~R=E=ss~------------------------------------------------------~-25-.-~-s-T-REA __ T_M_E-NT--RE_S_U_L_T~~-1---f------------------------------~------------~ 
S OF AUTO ACCIDENT? 

Tr-~~~~~~--------------------------------------------------------~-2B_._o_T_H_E_R_A_cc_I_D_E_NT_? ____ ~--4---+---------------------~---------------------1 
CITY, STATE, ZIP 27. ARE ANY SERVICES 

COVERED BY 
ANOTHER PLAN? 

19. DENTIST LICENSE NO. 20. DENTIST PHONE NO. 28. IF PROSTHESIS, IS THIS 
INITIAL PLACEMENT? 

CURRENT SERIES 
22. PLACE OF 

OFFICE I HOSP. I 

IDENTIFY MISSING TEETH 
WITH"X" 

FACIAL 

FACIAL 

32. REMARKS FOR UNUSUAL 
SERVICES 

TOOTH 
lOR SURFACE 

LETTER 

23. RADIOGRAPHS OR 
MODELS ENCLOSED? 

30. IS ffiEATMENT FOR 
ORTHODONTICS? 

DESCRIPTION OF SERVICE 
(INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC.) 

I HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED AND THAT THE FEES SUBMITTED ARE THE ACTUAL FEES I HAVE 
CHARGED AND INTEND TO COLLECT FOR THOSE PROCEDURES. 

SIGNED (DENTIST) DATE 

IMPORTANT ALL TREATMENT PLANS IN EXCESS OF $200 REQUIRE 
PRE-DETERMINATION AND SUBMISSION OF DIAGNOSTIC X-RAYS 

ITB·HSF REV. 3199 11103 

(IF NO, REASON FOR REPLACEMENT) 29. DATE OF PRIOR 
PLACEMENT 

IF SERVICES ALREADY COMMENCED, ENTER: MOS. TREATMENT 
DATE APPLIANCES PLACED REMAINING 

ADA 
PROCEDURE 

NUMBER 

TOTAL 
FEE 

CHARGED 

FEE 


