Reason for submission (Please v one}):
D Statement of Actual Complated Services

DENTAL CLAIM FORM

www.cseaebf.com 800-323-2732

CSEx

EMPLOYEE

D Pretreatment Estimate/Predetermination

" SUBSCRIBER INFORMATION :

Subscribet's Name

Claim Address: PO Box 489 Latham NY 12110-0489

First Name, Middle, Last Name
Pate of Birth {(mm/ddiyyyy)

D Male D Female {Check one)

Subscriber's EBF ID Number,

Streat Address

State Zip

City

Is other Dental coverage available? (Check one) [ | Yes [ ] Mo

Name of Company,

Other Dental Company Claim Address

Zip

Stale

Czty

' Date of Procedure Tooth #

BENEFIT FUND

L PATIENT INFORMATION

Patient's Name,

First Name, Middle, Last Name
Date of Birth (mm/dd/yyyy)

D Male E:l Femaie {Check one)

Relationship to Subseriber (Check one)

[:]Self l:] Spouse I:| Dependent Child D Other

~OTHER COVERAGE INFORMATION -

Subscriber’s Nams

First Name, Midgle, Last dame
Date of Birth (mm/dd/yyyy)

D Male [:] Female (Check onre)

Subscriber’s ID Number

Plan/Group Number

Patient Relationship to Subscriber (Check one)

I:I Self |:] Spouse |___| l}ependent Child |:| Other

- RECORD OF SERVICES PROVIDED

Fee

Surface Descnptlon of Servme
Servica Code Letter/Quad
Remarks: Totai
Missing Teeth 112lalals]e[7]a|lo[nln]e]ninuw]ln]s alefc]ole H
(Mark each missing
2131 |30oe|2s|ler|2e|25]||2ala3f{2z|2zn)ewf19]18]7 Tis|ajajr|]|o ML

tooth with an X.}

: " 'SUBSCRIBER AUTHORIZATION -
| hereby certify ihat the dated procedures have been complsted.

X Is treatment for erthodontics? {Yes/No)
Please issug payment directly to the dental entity below. Date of insertion? (dd/mm/yyyy)
X Replacement of prosthesis (Yes/No)

CrBILLING DENTIST OR'-DENTAL ENTITY (NAME AND ADDRESS) .

g - ADDITIONAL INFORMATION
Radmgra;)hs enciosed? (Yes/No)

[}ate 01 pmr placemeni‘? (ddlmm/yyyy)
S TREATING DENTIST
Treatmg Dentist Sign Below

X

NP} License # TIM or S5N

Bate (mm/ddivyyy)

Phone Number

NPi License #




