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HOW TO FILE A CLAIM


1. Complete EMPLOYEE OR PATIENT section of form. 2. Have attending Physician complete this side of form (or attach itemized bill) and return to you. 3. Attach itemized bills for medical expenses such as hospital, radiologist, pathologist, anesthesiologist and other covered charges. 4. Each prescription drug bill should show the patient’s full name, prescription number or name of medication, charge and date of purchase.  5. A separate claim must be completed for each covered person. 6. Forward completed form and bills to address shown on the reverse side of the form.











ATTACH ITEMIZED BILL OR COMPLETE


ATTENDING DENTIST’S STATEMENT





 CHECK ONE:


 DENTIST’S PRE-TREATMENT ESTIMATE


 DENTIST’S STATEMENT OF ACTUAL SERVICES





GROUP NUMBER:





1. DENTIST NAME





2. MAILING ADDRESS





3. CITY, STATE, ZIP





4. DENTIST (SOC. SEC. OR E.I.N.)





5. DENTIST LIC. NO.





6. DENTIST PHONE NO.





14. IF PROTHESIS, IS THIS


      INITIAL PLACEMENT?





13. ARE ANY SERVICES


      COVERED BY ANOTHER


      PLAN?





11. IS TREATMENT RESULT  OF


      AUTO ACCIDENT?


12. OTHER ACCIDENT?





10. IS TREATMENT RESULT


OF OCCUPATIONAL ILLNESS


OR INJURY?





7. FIRST VISIT DATE


    CURRENT SERIES





8. PLACE OF TREATMENT


 OFFICE    HOSP   ECF    OTHER





16. IS TREATMENT FOR


      ORTHODONTICS?





9. RADIOGRAPHS OR


    MODELS ENCLOSED?





NO





YES





HOW MANY?

















NO





YES





IF YES, ENTER BRIEF DESCRIPTION AND DATES

































































IDENTIFY MISSING TEETH


WITH “X”























�












































18. REMARKS FOR UNUSUAL 


     SERVICES











15. DATE OF PRIOR


      REPLACEMENT





(IF NO, REASON FOR REPLACEMENT)











IF SERVICES ALREADY COMMENCED, ENTER


DATE APPLIANCES PLACED __________________


MOS. TREATMENT REMAINING ________________





Send completed claim form to:





CoreSource, Inc.


CoreSource, Inc., P.O. Box 2920, Clinton IA 52733-2920






































17. EXAMINATION AND TREATMENT PLAN – LIST IN ORDER FROM TOOTH NO. 1 THROUGH TOOTH NO. 32 – USE CHARTING SYSTEM SHOWN





TOOTH


# OR


LETTER








SURFACE





DESCRIPTION OF SERVICE


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


LINE NO.





DATE SERVICE


PERFORMED


MO.         DAY         YR.





PROCEDURE


NUMBER








FEE








FOR


ADMINISTRATIVE


USE ONLY













































































I HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED








________________________________________________________________________________________________ __________________________


                                                        SIGNED (DENTIST)					                             DATE














TOTAL


FEE


CHARGED











MAX ALLOWABLE











DEDUCTIBLE











PLAN %











PLAN PAYS











PATIENT PAYS





Group Number: 5168 The NAMG Insurance Company


Dental Claim Form













































































14. Address Of The Patient’s Employer Or The School Attended (Include Mailing Address, City, State, Zip And Telephone No.)





12. Patient’s Date Of Birth





13. Name Of The Patient’s Employer Or The School Attended





9. Relationship To Employee


           Self	                 Child


           Spouse              Other





Name And Address Of The


Other Insurance Company





Name Of The


Insured Person





Name Of Employer, Group Or


School Providing The Plan





3. Date of Birth


Employee:


Spouse:





2. Employee Social Security Number





1. Name Of Employee





EMPLOYEE OR PATIENT: (TO BE COMPLETED IN DETAIL BY THE EMPLOYEE OR PATIENT AND SIGNED BY THE EMPLOYEE)





Dental 1





SIGNED (COVERED EMPLOYEE)








DATE





20. AUTHORIZATION TO PAY BENEFITS TO DENTIST: I hereby authorize payment directly to the Dentist and/or Hospital providing services for which benefits are payable. This assignment will be honored only when the claim form from the provider of services does not contain any assignment of benefits or an indication that one is on file.








SIGNED (PATIENT OR PARENT, IF MINOR)








DATE





19. AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize any Hospital or Dentist to release information required in the course of my examination or treatment which may be necessary to determine benefits payable under this plan. (A photostatic copy of this authorization is as valid as the original.)























AUTHORIZATIONS: (TO BE COMPLETED BY THE PATIENT AND EMPLOYEE)





(EMPLOYEE’S SIGNATURE)





18. I CERTIFY THE STATEMENTS ABOVE ARE TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF.











Policy Number


Or Cert. No.





17. IS THE PATIENT COVERED BY ANY OTHER DENTAL COVERAGE?	Yes	No   (FAILURE TO LIST OTHER INSURANCE OR DENTAL BENEFITS MAY CONSTITUTE FRAUD)


If Yes, Please Give The Complete Information About The Coverage In The Space Below


























15. If Your Claim Is Due To An Accident, Answer


The Following:


When Did It Happen? 	________________________________________________


Where Did It Happen? 	________________________________________________


How Did It Happen? 	_________________________________________________


Was The Accident Connected With Your Work?	_____________________________


If Auto Accident, Who Was At Fault?	 _____________________________________





	________________________________________________________________





16. If Your Claim Is Due To An Illness, Answer


The Following:


When Did The Symptoms Begin?	_______________________________________


Where Did You First See A Doctor For It?	_________________________________


	_______________________________________________________________


Name And Address Of Doctor	_________________________________________





	_______________________________________________________________





	_______________________________________________________________





11. Patient’s Social Security Number





10. Marital Status Of Patient	Single


            Separated		Divorced


            Married		Widowed





7. Name Of Patient





8. Sex


    Female


    Male





6. Work Location Of Employee





5. Is This A New Address?


             Yes	             No





4. Address Of The Employee (Street, City, State and Zip Code)














