
DENTAL CLAIM FORM
SHEET METAL WORKERS

LOCAL NO. 110 WELFARE FUND
~

PLEASE INDICATE
o Pre-Treatment Estimate (Services in Excess of $200)"
o Actual Charges

RETURN THIS FORM TO:
American Benefits Corporation
3150 Rt 60
Ona, WV 25545
(304) 525-0031 ... • Claims

TO BE COMPLETED BY THE EMPLOYEE
Employee'sName o Married o Single Social Security Number

Employee'sAddress City State Zip CodeNumber and Street

Claim is For Dependent's Date of Birth

(Circle One) Self Spouse Child

Dependent's Name

Is the person for whom this claim is being madecovered by any other group plan? 0 Yes 0 No

Name of Group Policy Number

Name of Insurance Company Address
I authorize release to the Plan of any information req ui red I I herebyauthorizepaymentdirectlyto thenamedDentistfor theservices
to process my claim. A photocopy of this authorization described.
may be honored.

Employee'sSignature Employee's Signature

DEHllST NAME

TO BE COMPLETED BY THE DENTIST

ADDfIESS

(If NO. REASON FOR REPU.C€MENTI

DATE Af>f'\.IANCES PLACED

IS TREATMENT
RESULT Of AUTO
"'CCIDENT?
OTHER AcaDENT!

ISTREATMEHT INO I YES IIFYES. ENTER BRIEF DESCRIPTION AND DATES
RESULT OF
OCCUPATIONAl
ILLNESS OR IWUIIY?

crrr.srxre, liP
•••RE "'NY SERVICES
COVEREO BY
mOTHER PlAN?

D'"TE OF PRIOR
PL.o.CEMENT

DENTISTsot. SEC.MO.Oft TAXLO.NO. 'DENTIST LICENSE NO.

FIRST VISIT D•••TE r PL.o.CEOF TREATMENT .,.
fflCE IHOSP'1 ECfl OTHER

I I I

IDENTTST PHONE NO. I'f fflOTHE;SIS. IS
THIS INITIAL
PlACEI.IENn

RADIOGRAPHS Of\ INO fESr IMOOELS ENCLOSED' IS TIlEA TMeIlT FOf\
Of\THOOOtffiCS?

If SEAV'lC£S:
"'-"EAOY
CQMMEHCEO
ENTER

MOS. TREATMENTI
IIE"""'N'OO

INDICATE MISSING TEETH.
WITH AN X

EXAMIWolI0tI mD TREATMENT PL.o.N- LIST IN Of\OER FROM TOOTH NO.1 THflOUGH 12
use CHARTiNG SYSTEM SHOWN

fEEDESCfIIPTIOO Of SERVICES PRNWg~RE
INClUOING X-AAYS. PROPHYLAXIS,

I.IATERI"'-S USED. ETC.

I I I I I I I~
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'CY'CY

fACIAL

REMARKS

DENTIST'S SIGNATURE :::

I HEREBY CERTIfY THAT THE SERVICES LISTED ABOVE HAVE BEEN PEt',fQAMED ON THE OATES iNOICATED.

DATE:

TOTAl


