
CENTRAL STAT E S

SOUTHEAST AND

SOUTHWEST AREAS

H E A LTH AND WELFARE FUND

Central States Southeast and Southwest Areas
Health and Welfare Fund
Claims Processing – Dental

PO Box 5104   Des Plaines   IL   60017-5104
1-800-323-5000

MAIL TO: DO NOT WRITE ABOVE THIS LINE.
FOR OFFICE USE ONLY.

PART 1 MEMBER – READ INSTRUCTIONS ON BACK BEFORE COMPLETING PART 1.

Member’s Soc. Security Number

IF ADDRESS HAS
CHANGED SINCE LAST
CLAIM, PLACE “X”
IN THIS BOX.

Member’s First Name                            Middle Initial                  Last Name

Member’s Street Address

Local Union

Patient’s First and Last Name Relationship To Member

First Name of Spouse

Spouse’s Employer Providing Coverage

Spouse’s Insurance Company Name & Address (Street, City, State, & Zip Code)

AUTHORIZATION
I hereby authorize release of any x-rays and information relating to this claim. I hereby certify that services listed below have been fully completed and de-

l i v e r e d and I authorize benefit payment directly on the below-named dentist.

SIGNED (Patient,  or  Parent if Minor)                        Date SIGNED (Member)                                  Date

Group Number Policy Number

Address of Spouse’s Employer (Street, City, State, & Zip Code)

Is your Spouse
e m p l o y e d ?

Does your Spouse
have Group Dental
c o v e r a g e ?

S p o u s e ’s
B i r t h d a t e

M o n t h D a y Ye a rS p o u s e ’s Soc. Sec. Number

Patient’s Birthdate Is Patient
covered by
other Group
Dental Plan?

Month Day Year

Employer Name
Member’s Marital

Status

Member’s City & State Zip Code

Member’s Birth Date
Month Day Year □ M

□ F

□ YES

□ NO

□ Married
□ Single

□ Yes □ No

□ Yes

□ No

□ Self
□ Spouse

□ Son
□ Daughter

□ Stepson
□ Other (explain)

□ Stepdaughter

□ Divorced
□ Widowed

Sex

THESE QUESTIONS
M U S T
BE ANSWERED!

ASSIGNMENT OF BENEFITS    SIGN ONLY AFTER WORK HAS BEEN COMPLETED.



PART 2 DENTIST – READ INSTRUCTIONS ON BACK BEFORE COMPLETING PART 2.

PART 3 – DENTIST TO SIGN ONLY AFTER WORK HAS BEEN COMPLETED.

Dentist Name                     (Indicate Specialty, if any)

Mailing Address

City, State, Zip

Dentist Tax I.D. Number/or S.S. No. * Dentist Lic. No. Dentist Phone No.

(            )
First visit date
Current Series

Is treatment result of
occupational illness
or injury?

If YES, enter a brief description and dates.

Is treatment result of
auto accident or
other accident?
Are any services
covered by
another plan?
If Prosthesis, is this
initial placement?

If NO, reason for Re-
placement.

If service already commenced
enter date appliances placed.

Date of prior placement

Mos. treatment
remaining.

Is treatment for
O r t h o d o n t i c s ?

Place of Treatment How
many?

Radiographs or
Models enclosed?

□ YES
□ NO

□ YES
□ NO

□ YES
□ NO

□ YES
□ NO

□ YES
□ NO

□ YES
□ NO

□ DIAG.
□ POST.

□ ORTHO.
□ ALT.  TR.

□ F.B.

Office
□

Hosp.
□

ECF
□

Other
□

EXAMINATION and TREATMENT - List in order from tooth no. 1 through no. 32 - Use charting system shown.
Tooth
No. or
Letter

Procedure
Number
(ADA CODE)

For
Office
Use
Only

Date Service
CompletedSurface

Mo Day Year
FEEDESCRIPTION OF SERVICE

(Including X-rays, Prophylaxis, materials used, etc.)

TOTAL FEE $FOR OFFICE USE ONLY FOR OFFICE USE ONLY

Benefits are Based on the insertion (not preparation) date of the following:
Full & Partial Dentures, Crowns & Bridgework.

CHECK ONE:

□

□

TOOTH CHART

Pre-determination
Estimate
Statement of Actual
Services

Indicate Teeth being
Replaced by Partial(s)

INDICATE MISSING
TEETH WITH AN X

Date D. Consultant

I hereby certify that services listed above have been fully completed and delivere d to the named patient
on the dates indicated and that the fees shown are those currently charged to the majority of my
patients. I  also authorize Central States Health & We l f a re Fund or its re p resentatives to examine all
accounts and re c o rds pertaining to this patient.

Signed Dentist                                                                                                   Date

D-3   1/96

In order to expedite processing
of this claim, include periapical
x-rays for any inlays, crowns,
bridgework, and root canals.

Dentist Tax I.D. Number or
Social Security Number must
be furnished under authority of
Law when benefits are assigned

*






