Date _ Return Originat Of This Form To:

Eff. Date : CoreSource, Inc.
Can. Date . P.O. Box 279
Div. Cod -
ATTENDING DENTIST'S STATEMENT o sheldon, IA 51201-0279
. PATIENT NAME : 2 RELATIONSHIP TO EMPLOYEE |3. SEX | 4.PATIENT BIRTH DATE &.IF FULL TIME STUDENT

Self Spouse  Chitd  Qther F Mo, Day Year Schoo! Chy
o 0 o o =]

6. EMPLOYEE /MEMBER /SUBSCRIBER NAME (FIRST, MIDDLE, LAST) 7. EMPLOYEE SOCIAL SECURITY NO. EMPLOYEE BIRTH DATE
M

0, Cay Year
| | 1 | _1 J i ]
8. EMPLOYEE MAILING ADDRESS 10, COMPANY {EMPLOYER) NAME AND ADDRESS AND /OR DIVISION AND PLANT LOCATION

A A 7 ._
~GSTAR T ; | % | |

11, 1S SPOUSE 12, IF 50 WHAT I8 13. 18 SPOUSE OR OTHER FAMILY MEMBER CYes DOMNo |14, NAME AND ADDRESS OF SPOUSE'S OR OTHER
COVERED WITH GROUP ACCT. NO.? EMPLOYED? SOC. SEC. NO FAMILY MEMBER'S EMPLOYER IN ITEM 12
CoreSource, In¢.?{ i yos, Momber's Name - - N R

Og’

SPOUSE BIRTH DATE
Me, Day Yaur

Lot I 1 I |-
UNIOR LOCAL GROUF NOQ. NAME AND ADDRESS OF CARRIER

15, IS PATIENT COVERED BY DENTAL PLAN NAME
ANOTHER DENTAL FLAN?
ByYeas DIN¢ If yes, indicate

SIGNED (PATIENT OR PARENT IF MINOR) DATE =

. Td:_B'E COMPLETED BY EMPLOYEE |

Aumomzmon TO'PAY BENEFITS TO DENTIST — | hereby authorize payment-directly to the below [ S/3HEP (EMPLOYEE) - DATE
named Dentist of the Dental Benefits otherwise paysbie to me.

SIGNED (PATIENT OR PARENT IF MINOR} DATE

aANY PEHSON WHD KNOWEHGLV AND WITH INTENT TO‘DEFRAIJO GN\' lNSURANCE COMPANY OR OTHER PEHSDN FILES A STATEHENT CONTAINING AN‘! MATEFIIALL\’ FALSE INFORMA‘I’!DN -
.=._on CONCEALS FOR THE PURPOSE OFM!SLEADING INFDRHATION CONCERN!NG AN\' FACT HATEHIAI.. THERETO COMHITS AFRAUDULENT, INSUHANCE ACT WHICH !5 A CHEME :

§ 16. DENTIST NAME 24.1S TREATMENT RESULT{NQ [ YES | IF YES, ENTER BRIEF DESCRIFTION AND DATES
: OF OCCURATIONAL
ILLNESS OR INJURY?

25.15 TREATMENT RESULT
OF AUTO ACCIDENT?

26. OTHER AGCIDENT? /
27. ARE ANY SERVICES
B
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|
|
|
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|
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|

IF YES, NAME OF OTHER PLAN:

COVERED BY
ARQTHER PLAN?
OR TN, . 19. DENTIST LICENSE NO. 20. DENTIST PHONE NO, 28.9F FFIOSTHES1$ 15 i ] (IF NO, REASON FOR REPLACEMENT) 28. DATE OF PRIOR
THIS INI PLACEMENT
L w.acemsnn _
§ 21. FIRST VISIT DATE [ 22, PLACE OF TREATMENT 23. RADIOGRAFPHS OR T HOW | 30.1S TREATMENT FOR IF SERVICES DATE APPLIANCES FLACED MOS, TREATMENT
" CURRENT SERIES [OFFICE HOSP | ECF 10THER MODELS ENCLOSED? VMANY? ORTHODONTICS? elénsl:ED"GED REMAINING
ot 1- ' . MMEM L
] o-'o o Bwo Oves | ENTER
CHECK ONE: 31, EXAMINATION AND TREATMENT PLAN — LIST IN OHDER FROM TOOTH HO. 1 THROUGH TOOTHNO, 32 — USE CHAR‘!‘ING SYSTEM SHOWN

[ Dentist's Pre-treated Estimate

(date)
O Statement of Actual Services
Indicate missing teeth with an X" ]
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~PART Il — TO BE COMPLETED BY ATTENDING DENTIST

@ FACIAL

32. Remarks lor unuauel servicen

b4 -4--|--} -

YHEREEY CERTIEY THAT THE PROCEDURES ASINDIGATED BY. SIGNED (DENTIST)  ——— " DATE
GATE HAVE BEEN COMPLETED AND THE FEES INDICATED ARE . -

- THOSEACTUALLY CHARGED THE PATIENT HEGAHDLESS OF THE
E!!S?ENGEOF INSURANCE COVERAGE, - )

TOTAL FEE CHARGED




tion".

Dentist'".

records.
you.

at the same time.

INSTRUCTIONS

1. Please answer all quesnons in Part | entitled *'TO BE
COMPLETED BY EMPLOYEE".

2. Sign and Date the “Authorization to Release Informa-

3. ¥ you wish to have your benefits paid directly to the Den-
tist, sign and date the "‘Authorization to pay Benefits to

K authorized, payment wili be made directly to your Den-
tist. A copy of the payment will be sent to you for your
Otherwise, payment will be made directly 1o

4. ¥ the patient has coverage under any other group or
Government plan, submit the same bills to the other plan

For claims involving Predetermination of Banefits:

1. Complate the section “TO BE COMPLETED BY AT-
TENDING DENTIST"'. Be sure to itemize charges for

each proposed procedure.

2. CoreSource, Inc. will review the treatment plan
and will provide the estimate of benefits

payable.

3. Review the form and benefit estimates with your pahent

before the work is done.

4. When you complete treatment, return the form wi':h the
treatment dates completed and your signature.

For claims not involving Predetermination of Benefits:

1. Complete Part H.

2. Sign and date bottom of claim form when work is com-

pleted..

Be sure to date and itemize charges.

I. DIAGNOSTIC/GENERAL
Exsminstions

1Il./Restorative (Con'l)

Grosms-Singla Resicrations Only

Topical gppheation of sodivm Ruorids, tour treaiments
1210  Excluding prophylaxis

fuoride, one

Topical epplication of
1220 Excluding prophylaxia

Spacae Malriahers

167D  Fixed, uniiatera) typ
1516 Fixed, bluienal typs

1520  Removable, unliatersf Iype
1528 Removible, Bllateral typs

0110 Inttiat Oral Enmlmﬂonm ;;:s ;‘l:lx hﬁyﬁc} -
wiiodic Oral Examiai atlc-praiabrical
o1z P ' 2720 :‘l:lhc gold
am slic with non-precious metel
Fadiographs . 2722  Flastkc with sami-precious metal
0210 maoish-complens beres 2780 Porcelain with gold
{inciuding bitewings) 2751  Porcsluin with hos-pracious metal
0220  Intraoiai-singis, Gral Fim 2752  Porcalsin with semi-piecious metat
0230  Intraccsl-ench mdditional film 2780 Goid {ndl cant}
0272 Bilewing, two flme: 2791 Mon-precious melsl - hutl cast
0274 Biewing, four fim 2792  Semk-pracious matul - fuli cant
DIAC  Parccamic-maxilary und 2010 Gold (% cast)
mpndibular-singhe fir 2850  Stainteas ateel
2851 Poat wnd core in acdition
2882 Steal post and to above.
.H. PREVENTIVE Soupolteds  pactooth
Dartal Prop sealing & ) Othe: Restorative Services
1110 Adulte 2910 Recethant inlays
1120  Chikien shder 14 _2320 Recoment crowms
Fiuotide Treaiments :
IV. ENDODONTICS

F
3220  Therapainic pulpoiomy

Root Cana) Therapy imcludn raaimaent plan, cliaicel
procedyran, and lolow-up wu archdes resioralion)

3310 Ova canal
3320 Two canals
3330 Three ~anuis

Parlap icok

I./RESTORATIVE

1l toath)
© Amaigam-ons mHiAcE
Amalgam-twp suTaces
Amalgam-thres aurisces

teath)

Amalgam-ons surfece
Amalgam-twt surtacea
Amaiyam-ihrae puriaces
Amaigim-tout wurlacen

Siicate Ruslorations
2210 Shicate camani-per resloration

Fiad or Unfiled Ftesia Restorationa

2330 Compoilte FaRin-one surlace

2337 Compoaile tesin-two suracas

2332  Compostie renia-thres surtscen

2335 Compoatin resin, Invoivng lncisal argly

Gold inlay Reniocations
_2020 _ Wiwy, GOWIIWD BUAASAN e
2630 Inisy, poid-thiey qurinces

3410 i ”ns
surgicsl procedute

PLEASE NOTE: IF THE CLAIM FORM IS NOT COMPLETED IN FULL AND SERVICES ARE NOT COMPLETELY ITEMIZED, |
PROCESSING OF PAYMENT WILL BE DELAYED UNTIL ALL REQUIRED INFORMATION HAS BEEN SUBMITTED.

-¥I. Prosthodontics-Remov. (Con’t)

Partial Denturas

Acrylic Base

211
5212
5218
5218
5231

5241
251
5281

Uppar with fao chruusinpl \-im reats
Lower with twi chroms clasps, with reate
Lowst wilh chiomae ingusi bar and two clasps,
acrylc base

Lowar with chrome Lngual bar &nd two clasps,
centhase

Upper with chroma painial Bar and two clasps,
acrylic base

Upper with chioms pslaia] bar and kwo clasps,
cant base

Adjustmants to dentures (8 mos. utter lnatallation o: by dei-
providing appiiancaa)

it et than centix

&410 Complate demure -
E421  Partlal danture {uppat)
6422 Panisl demurs (iowsr)

RAapair broken complete or gartiai denlurs

ss10
5820
6830
5840

No tasth damaged

Raplace oas broken (noth

Replacs agdiional lesth, sack iooth

Repleca brohen 100th on deniura, no ather tepaks

Agdding teeth 10 parilalio replace sxtracied tooth:

Each tooth et invohding clash

Each tooth involving clasp

Rullnlog uppar o iowst compista derturs {office relise!
Fslinlng uppar of lowsr pariis] deniure {oHice ratine)
Relining upper of lows: compiels denlurs (labornwl

\_III. Prosthodontics-Fixed (Con’t)

6780 GoMd (X eamt)

E700  Goid (full cant)

Y01 Non-precious metw! {full cast)
8Tz Semb-precious metsl (tulf castt

Ofhar sarvican
8330 Rscemeat bridge

‘Burgical Extraciions

_ VIll, ORAL SURGERY
i include local s and
care) 4
Simple sxtractions

7110 Single looth
7120 Esch addhional tooth

T210
220
T220
1240
7241

Enupted iooth

8ot tinsus impaction

Partinl bony impaction

Complate bony impaction

Compiets bony inpaction pranentinp
ditficulty and crcumaiances Iop smsal

A of ridpe dor
ST Quacrant: -
T310 b conjunction with sxiraclisng

320 Notba conjunlion with exitactions

1X. ORTHODONTICS

Refining upper o¢ kowd pariial deriure

Comp Full Banded Treatmaent

V. PERIODONTICS

Eurglcal Sarvicay
4270 par
4280 Osssoun lumory pvquldrlnl

Adjunctive Services

4320 Occlunsl sdjunimnent (Iimited; not
invotving tastoration)

Ocelusal agjustmant {Eompliete: not
itvohritg restorstion)

Rool Planing, snilks mouth

Roal Planing, per quadrant

33
4340
4241
Mincellsnscus Servicas

4810 Periodontal prophylaxis (;-Manm melntenance
nctive

vi. PROSTHODONTICS-REMOVABLE

__Complate Denlurey
5110 Compisis uppar
&t20 Complate jower
E13)  immadicie upper
87140  Immadiste jower

Vil. PROSTHODONTICS-FIXED

‘Fined Bridgen

Eridge Pontics

as2

Cast-son-precious
Caat-semi-precioss

Porceinin fused to goid '
Porceluiniused to non-preciovs meis)
Porcalale frand 1o semi-pracious matal
Plaalic procassed to gold .
Planlic procersad 1 noa-precious mats!
Biaslic procesusd 1o seml-pracicus mats!

Abutmanla

8520
|L30
a548

: Crovne

o710
o720
arz
arzz
ars0
(.11
ars?

Twb surface podd inlgy
Thres of mors aurface gois intey
Gold lnlay, {oalaying cosps)

Flnslic {(acryic}

Plaslic procassed 10 gold

Plasiic processsd o non-precious malsf
Flantic processad to semi-pracious metal
Porcelain fused 1a gold

Portalain fused 10 non-peachug metsl
Pottalain fused 10 semi-pracious metal

20X F Stugy
ic cazte ana

plan}
And et month of active ireatment inckeding ok go-
thes and retenlion sppiiances
8330 Active Braatment, Por month alee feat month

Cthar Onhodontic Trentment

Appllances tor Tooth Guidance
8110 Removabls
8120 Fizxed or comeniad

Applisnces o Contiol Harmiul Habita
8230 Removabla
#220  Fined or cementad

X. ADJUNCTIVE SERVICES

Emsrgancy Tresiment

©110  Patlialive (smurgsncy) Iresiment of dental pain,
minor proceduron

8220 Gensial anasthenla

2/85



