P. Q. BOX 1688 Windsor, Ontario N9A 7G1
Attn: Dental Department or Customer Service Centre 1-888-711-1119

DENTAL CLAIM FORM

PART 1-PROVIDER Unique Na. Spec | Patient's Office Account No. | [ hereby assign my benefits payadie from this
claim to the named provider and autharized

payment directly to him/her

p Patient Last Name Given Name P

A o

T Address Apt. v

I i

B o] Sigmanure of Plan Member
N City Prov. Postat Code E

T Phone No

I undersiand that the fess listed in this claim may not be covered by or may exceed my plan benefits. | understand that
1 am financially responsible to my provider for the entirc treatment. | acknowledge that the total fee of $

is accurate and has been charged to me for services rendered. 1 azthorize release of the information contained in this
cfaim form to my insuring company/plan administrator..,

For provider's use onty - for additional informarion, diagnosis.
procedures, or special consideration.

I aiso authorize the communication of information related to the coverage of services doscribed in this form ta the named
provider.
Signature of Patient (Parent/Guardian)

Duplicate Farm [} Office Verification
E:)a;;o;i:r;;{c Pracedure Codé Int'k Tooth Cede| Tooth Surfaces Provider's Fee Laboratory Charges Totad Charges Atlowed Aarount Cude
This is an accurate statement of services performed and TOTAL FEE SUBMITTED
the total fee due and payable, £ & QFE.
FOR I :

Flease carefully fill in all pertinent aveas and sign the completed form. (Refer to Green Shield Mentification Card for correct patient information). Incomplete or intorrect claim forms
will be returned or rejected and will result in o delay in reimbursment.

All elaims must be subinitted within 12 manths of the date of service {unless otherwise
- 0% U o U
PART 2 - EMPLOYEL/PLAN MEMBER stated in your benefit plan docuinentation).
Plan Mensber's Name (Please Pring Plan Mentber's idertification Numtber Plan Memberts Date of Bivth
Yr Mo Day
s I I
Last Name Given Names

PART 3 - PATIENT INFORMATION

Patient's Name (Please print) Patient's [dentification Number Patient's Date of Birlh
Yo Mo Hhay

Last Name Given Names

1, Patient: Reiationship 1e Plan Member, 3. Is any treatment requized as the result of an accident? ifYes, give  No E:i Yes I:]
dutz and delails separatcly.

1f child, indicate: Suwident D Handicapped D 4. 1M denwre, crowst or bridge, 15 this mitial placement? Give date of  Np I:I Yee D

prior placcmcnl and reasen for replacement.

IF srudent, indicate schoo], 3. 15 any treztmem required for orthodontic purposes? Na ’:} Yes I::]

2. Are any dental benzfits or services provided under any other group insurance No D Yes D ['authorize the release of any informatior or records required

or denlal plan, WA.1.B. or Government plan? in respect of this claim ta insuret/plan administrator and

certify that the information given is true, correct and
complele to the best of my knowledge.
Spousc Date of Bisth

If Yes, Policy Ne.
Bate,

Name of ather insuring Agency or Plan, Day Month Year
Signature of Plan Member

All information recorded on this form is confidential,

I 2 authorized by my spaznse ardfor dependenss (o disclose aud recelve information about them that is used for these purpeses. Tuaderstand that thig Informatlan may be seen by the eardholiern

By sipniap this ¢laim form andfor submiitlng actual rezeipts, | apree that the informadon provided is complete and accurate. | undersiand that 1he information provided by me te Green Shield Canada about mysell and my
dipendents, will be used by Green Shicld Canada for cleims adjudication ead any other services necessary in the sdministration of auz benchits which may includs the exehange of information with sthir parties to adminisier this
benefit claim,

1 turther andhorize Green Shield Capzda to obtaia and exchange infermation with ather pardes, such as heatik practitianers or insurers, in order v confirm the aceuracy of ihe submitted claim(s) infarmatian. In she event of
suspected Craudulent aclivity pertaining 10 clzims submitted on behuil of myself andfor my dependeats, | acknawledge and agree to the disclesure af this informytion to relevant purtics, such as the Plan Spinsor, regulatisy and

tuw erforcement agencics,

DE (Rev, 2015-02)




